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1. INTRODUCTION

Dr Kaferstein, Chief, Food Safety Unit, World Health Organization, welcomed
the participants and expressed the hope that this would be the first of a
series of Task Force meetings aimed at the promotien and implementatien of
health education in food safety (HEFS). He referred to the Joint FAQ/WHO
Expert Committee on Food Safety (Ref. 1, Annex V) held in 198% in Geneva.which
concluded that

(1) illness due to contaminated food was perhaps the most widespread
health problem in the contemporary world and an important cause
of reduced economic productivity; and o

(11) education of food handlers, i.e. those who prepare food for
consumption, in hygienic food preparation was one of the most
important interventions towards preventing foodborne diseases,

Contrary to the beliefs of many consumers particularly in industrialized
countries who fear poisoning as a result of food additives, pesticide residues,
or other chemiecals in foods, the overwhelming majority of the foodborne
diseases are caused by biological contaminants, notably bacteria, viruses and
parasites. Dr Kiferstein pointed out that certain mistakes made during the
preparation of food for consumption were responsible for a large number of
foodborne diseases. These mistakes ‘

(i) allowed contamination of food with foodborne pathogens: ,

(ii) fajled te kill orx denature the contaminant during the preparation
of the food; and

(iii) failed to prevent the multiplication of pathogens.

Following the 1983 Expert Committee on Food Safety and the 1987 WHO
Consultation on Health Education in Foeod Safety (Ref.2, Annex V), the World
Health Organization (WHO), with the support of the German Technical Cooperation
Agency (GTZ) and the Industry Council for Development (ICD), initiated pilot
projects in the Dominican Republic and Pakistan to implement a programme on
health education in food safety, based on the identification of factors
respensible for the growth and proliferation of bacteria.

A critieal review of these two pilot projects was one of the objectives of
the Task Force. Monitoring and evaluation of their progress is essential if:
(a) guidance to countries for these and new prejects is to he provided; (b)
their requirements are to be assessed; and (c¢) the resources necessary for
their implementation determined.

Additionally, the Task Force seeks to provide: (a) advice on the ‘
respective roles of the various sectors/partners involved in ensuring the.,
safety of food; and (b) guidance to countries for the implementation of
national coordinated strategies in health education in food safety which .
involve cellaboration between governments, industry and consumer and other
nongovernmental , private, veluntary, religious or grass-toot organizations.
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In closing, Dr Kaferstein thanked all those who participated at the expense
of their own organizations. In particular he thanked the Dutch National
Institute for Public Health and Envirommental Protection for its financial
contribution which allowed the participation of ome colleague each from the
pominican Republic and Indonesia.

Professor Abdussalam was elected to act as Chalrman and Dr Ashley as
Rapporteur.

WHY HEALTH EDUCATION IN FOOD SAFETY?
THE RATIONALE FOR A GOMPLEMENTARY APPROACH

There are a vast number of public health problems which, despite the
application of advanced technolegy and knowledge, arise from the faulty
handling of food.

Digseases caused by the ingestion of contaminated food (foodborne diseases)
are still the number one cause of human suffering and ill-health in many
countries, particularly amengst children. Often ignored is the fact that
diarrhoeal diseases in infants is, to a large extent, due to the ingestion of
contaminated food.

Foodborne disease also has consequences which affect the economie
development of countries and the well-being of all populations. These include
losses of food at all stages of the food chain, losses in manpower, income and
the heavy cost of medical care. In certain countries it may have a
considerable impact on the tourist and food export industries.

The problem of foodborne disease is world-wide. Industrialized countries,
eaven with their well-organized food safety infrastructure - food safety laws,
etandards and enforcement mechanisms - are still not able to quell the spread
of foodborne disease.

The World Health Organization (WHO) proposes that an effective food safety
infrastructure should develop concomitantly with an appropriate educational
programme on food safety foxr food handlers and consumers. The latter should
be conceived as part of an overall primary health care strategy and be designed
to show how the risk of contaminating food during handling, preparation and
storage may be minimized.

The implementation of such a strategy needs the cooperation of three
sectors, i.e. governments, industry-trade and associations representing the
interests of consumers. Together these sectors are responsible for the design
and implementation of programmes to educate food handlers and to inform and to
educate congumers.

The design of these programmes should be based on twe kinds of evidence:
1) sociocultural evidence which covers information regarding the food habits,
rituals and beliefs of the population: 2) technical information on the
observed risks and hazards for the contamination of food current in the
population.
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The first implies investigations by anthropologists and scciologists, the
second requires application of the Hazard Analysis Critical Contrel Point

(HACCP) system by food scientists.

The educational programme should be implemented using all available .

resources and means. These include the participation of health educators,
food scientists, a rational use of the mass media, schools, teachers, contacts
with health workers, etc, The programme’s impact must be constantly
evaluated.

Before being able to 1mplement this strategy, public health and public
education authorities must clearly understand:

1. Foodborne diseases are a major public health problem facing all
societies. To a large extent these can be prevented if proper
measures are taken.

2. A formal food safety infrastructure alone (e.g. legislation, .
enforcement, compliance) will not prevent the spread of foodborne
disease. ‘

3. The provision of safe food for populations is the result of concerted

efforts by governments, industry and groups or associations
representing the interests of consumers, and the consumers
themselves. These three sectors share the responsibility for food
safety.

4, The consumex and all food handlers are important targets in the flght
against foodborne disease. Through primary health care programmes
they should be taught how to handle, prepare and store food 50 as to
ninimize biclogical and chemical contazmination and proliferation of

microorganisms.

5. An effective, culturally appropriate educational programme for food
handlers and consumers should be designed and implemented in all
countries.

3. REFORT OF RECENT WHO ACTIVITIES
RELATED TO HEALTH EDUCATION IN FCOD SAFETY

The Task Force was informed about the globzl and interregional activities
in health education in food safety.

In 1983, a Joint FAO/WHO Expert Committee on Food Safety (Ref.l) proposed a
strategy for public education and community participation to prevent and'
control foodborne diseases.

In 1987, a WHO Consultation on Health Education in Food Safety (Ref.2)
established that health education in food safety (HEFS) was the shared
responsibility of governments, industry and consumers, Appropriate mechanisms
had to be developed to establish partnerships with organizations so as to
harness all possible resources for the implementation of national programmes.
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The Consultation alsc recommended the creation of an International Task
Force representing the interests of those who share the responsibility for food
safety.

In 1989, the Eighty-third Session of WHO's Executive Board established
official relations with the Industry Council for Development (ICD), a
non-profit, private development organization supported by corporations werld
wide. WHO and ICD, with the invaluable support of the German Agency for
Technical Cooperation (GTZ), have commenced, inter alia, pilet prejects in the
Dominican Rapublic and in Pakistan. Recently, ICD, in cooperatien with the
International Council of Women (ICW) conducted a project feasibility mission to
Indonesia.

In 1989, a Consultation was held on Health Surveillance and Management
Procedures for Food-handling Personnel (Ref.3, Annex V), which recommended
inter alia, that those goverrnments, industries and institutions that rely at
present on medical examinations of food-handling personnel for the prevention
of foodberne disease should discontinue this practice, because it has no value
for that purpose, ancother recommendation was that request by food importers of
certification of food-handling persomnel in an exporting country, should be
discontinued. This consultation stressed the importance of education and
training in good hygienic practices for foed-handling personnel. Implementation
and maintenance of HACCP in all food establishment was another recommendation.
The managers have also to be trained in good hygiene practices. As one of the
results of this Consultation, in association with ICD, and with the cooperation
of WHO, as of 1991, the Pro Gastronomia Foundation will sponsor training
courses for training trainers in food safety and food hygiene for food service
operations.

WHO participated in important conferences and seminars, presenting papers
related to health education. The most important were: The Asia Regional
Conference of the International Union for Health Education, 17-20 July 1990,
Singapore; The First Asian Conference on Food Safety, 3-7 September 19920,
Kuala Lumpur; and the EMRO Interregional Seminar on Health Education in Food
Safety, 23-27 September 1990, Islamabad.

A 1list of the principal WHO publications on Health Education in Food Safety
is included in Annex V.

The work of the Joint FAQO/WHD GCodex Alimentarius Commission in developing
standards for foods can also be highlighted. Numerous commodity standards
were adopted by the Commission and contain elements related to the safety of
food. In addition, codes of hygienic and/or technological practice for foods
have been developed by the Commission. These codes serve as guidelines to
improve the processing and hygienic quality of food as well az to train food
inspectors, processors and handlers throughout the world.
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4. BOCIO-CULTURAL AND ECONOMIC FACTORS INFLUENCING
HEALTH EDUCATION IN FOOD SAFETY

The topic of socio-cultural and economic factors which influence health
education in food safety has received, because of its importance, due attention
in various meetings and articles. The Task Force discussed these factors,
arriving at the general agreement that priority has to be given to this
subject.

Any improvement in the safety of foods through health education activities
at different stages throughout the food chain will depend on the interaction
between the physical envirenmment, and socio-cultural and economic variables,
Given the conditions present in developing countries, ways to motivate
behavioural change will have to be found. Methods to influence existing
unsafe food practices will have to be realistic and pecple taught to caope
within the context of their economic and socio-cultural circumstances,
Identification of eculture-specific, positive, safe food practices and
behaviours should also be identified and promoted, Otherwise, non-compliance
to health education in food safety may be high in poor communities of the
developing world.

3. METHODOLOGIES TO IDENTIFY FAGTORS RESPONSIBLE
FOR FOOD CONTAMINATION BY BIOLOGICAL AGENTS AND
OF THE GROWTH AND SURVIVAL OF FOODEORNE
DISEASE PATHOGENS IN DEVELOPING COUNTRIES

Identifying factors responsible for foodborne disease through
epidemiological investigations and food contamination monitoring is time

consuming and usually beyond the financial means of many countries. The
Hazard Analysis Critical Control Peint approach (HACCP) is much less costly,
and is a relatively fast way to obtain the necessary information. It iz a

systematic and logical appreoach which can be applied in the food-processing
industry, food service establishments, ztreet vendor operations, and food
distribution systems, as well as in the home. Components of the HACCP system
are summarized in Figure 1.

The HACCP approach identifies contamination, survival and growth of
microorganisms in foods that are prepared in homes and small food shops and at
street vending operations etc., and determines eritical control points of the
operations. Basically, the hazard analyses consists of (a) observing food
preparation and storage practices to identify sources and modes of
contamination; (b) measuring temperatures of the inmer parts of foods during
each sequential step of operation; and (c) collecting samples of food before
and after sequential stages of preparation and of leftovers and testing them
nicrobiologically, Flaw diagrams with demotions of hazards and critical
control points of the processes or preparation steps are drawn for each
operation (see Figure 2). (A eritical contrel point is an operation
(practice, procedure, process, location at which control or preventive measures
can be implemented to eliminate, prevent or minimige hazards.)

Based upon these data, effective and pPractical preventive measures are
chosen or devised. Information about high-risk hazards and preventive
measures at critical control points is converted to health education messages.




Figure 1
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Figure 2
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CHEMICAL CONTAMINATION OF FOODS

Environmental conditions in many countries are such that the food supply
may be severely contaminated with undesirable chemical substances. While the
magnitude of the problem and its health consequences have not been extensively
assessed, chemical contamination of food from the enviromment is mnot believed
to be a major factor contributing to the high incidence of foodberne disease
commonly affecting populations of the world. It may however, to varying
degrees, have consequences to neurclogical dysfunction, learning dizabilities
and micro-nutrient deficiencies in populations. When infants and young
children are affected, the long-term consequences could be severe, Because of
this perspective, it is important to examine how food contamination with
chemicals may occur and its relative place in health education in food

safety. Agricultural workers may be given education on =safe use of pesticides
and preventative measures for other chemical and microbiological contamination
of foods, The contribution that home-based and cottage food preservation,

processing industries and fraudulent practices makes to food's chemical and
biclogical contamination needs to be studied.

7. COMMUNITY INVOLVEMENT IN THE PROMOTION OF FOOD SAFETY

Health education activities to prevent food borne diseases should be
designed to help people: 1) learn the most important causes and determinants of
food borne diseases; and 2) act individually and collectively to prevent
them. In developing such a programme, community participation must be
considered an essential element.

Community involvement is Important for reasons including the following: 1)
participation itself is an effective learning experience, i.e. the more people
participate in a learning experience, the more likely they are to be influenced
by it; 2) participation increases the likelihood that learning experiences are
relevant, i.e. focused on influencing important beliefs, customs, habits,
perceptions, policies, and quality contrels; and 3) participation leads to the
mobilization of untapped community resources and contributes te sustained
efforts.

The participation of a broad range of community and social institutions is
important because improved food safety requires actions by the govermment and
food industry, as well as individual actions by food handlers and consumers.
Programme planners should seek the participation of women's organizations,
commercial orpanizations, consumer’s organizations, trade unions, farmer’sz and
agricultural associations, social clubs, youth groups, religious institutions,
and other interested organizations. Consumers' organizations have a special
capacity for leadership in the motivation, education and organization of people
and groups. Such broad participation can help maintain pressure for support
of social policies, including food safety policies, and help transform policies
and guidance into practice.

Programme planners should invelve community organizations early in the
development of the programme, as well as throupghout the programme’s
implementation. This should include invelvement in advocating for suppertive
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policies, strengthening social support systems and educating their
constituents and othexrs in support of food safety. Mechanisms, such as
networks and alliances, should be planned to maintain frequent contact and
dialogue with organizational leaders and te encourage their active
participation.

In order to facilitate community involvement in preventing foodbozne
disease and promoting food safety, programme planners will need to provide the
following:

- Information about specific sctions that food handlers, and conéumers

can take to protect themselves, their families and their communities from food
borne disease. This information should identify actions that will be effective

in preventing or reducing disease risk even where governmental and food
industry controls are inadequate. This information should be given the highest
priority for programmatic action because it enables people to begin protecting
themselves without delay. Legislation, policies and quality controls often
take time to formulate and implement. Education that can result in effective
prevention ean immediately begin.

- Information about specific actions that national apd local .q
governments, and food industries can take to_help prevent foodborne diseasze.

This information should include examples of strong national and local
commitments to food safety, such as laws, regulations, enforcement measures;
and quality controls. It is important to identify specific examples so that
people will know what iz possible and effective, and can then determine the
extent to which such measures are needed in their nation or community.

With this knowledge, and the capacity of organized participation, people
can be helped to protect themselves and to participate in the educational and
poliecy making processes that will lead to improved goverrmental and industrial
actions for food safety.

8. GCOUNTRY PROGRAMMES

1. Review of Procedures for their Implementation

The present strategy for the implementation of country pilet programmes
which has been applied is shown in Annex 1.

These strategies have led to some successful interventions. !

However,they need to be reviewed to take into account strategies for
implementatlon and ceoordination of HEF5 by the dlfferent gectors.

A special group was appointed by the Task Force to establish guidelines for
the implementation of HEFS programmes in developing countries for presentatlon
at the second Task Force meeting in December 1991,
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DOMINICAN REPUBLIC

A technical mission from WHO visited the country in 1984, It was
thereafter decided to initiate a pilet HEFS project in the Dominican Republic
and to discuss with the authorities the form of such pilet projects which could
include the Dominican Republiec in the development of a pilet project, and to
assess the conditions prevailing in the country relative to food safety.

In 1985, PAHO/WHO, in cooperation with officials from the Dominican
Institute of Technology of the Central Bank (INDOTEC) and the Ministry of
Health, performed various studies on the application of HACCF during the

preparation of foods in homes and in street vending operations, Hazard and
critical control peoints were identified for several food preparation
procedures, The results have been already published (Refs. 11,12,13, annex
V).

In February 1987, as a result of an intensified WHO/ICD initiative to
promote food safety through health education, a regional course on HACCF was
conducted in the Dominican Republic for microbiologists and public healch
officials from Argentina, Dominican Republie, Guatemala, Peru and Venezuela.

The course was jointly funded by WHO, PAHO and ICD. Participation of
international teachers was contributed by WHO, PAHO and the international food
industry. Likewise, some international food industries donated equipment and
reagents for use during the course. Local industries supported the lecal
organization and the course’s seocial activities. After attending the course,
various programmes and applied studies, supported by PAHO/WHQ, have been
organized by the participants in their own countries.

A5 a consequence of this course, HACCP courses were conducted in the
Dominican Republic by INDOTEC for food industry persomnel, hotel and restaurant
personnel and universaities. No HACCP studies were performed as a consequence
of the course. However, in Axrgentina, Peru and Venezuela, research using the
HACCP approach has been published, mainly under the auspices of FAHO/WHO.

In 1988, an ICD/PAHO/WHO mission visited the country and received promise
of continuing support from authorities in the Ministries of Health, Touriam,
and Publie Education, the Central Bank and from the Secretary of the Presidency
of the Republic. Local industry offered to give full support to the
project. As a result of a GTZ/ICD mission in 1989, a project for integration
of food safety into primary school curricula, financed by GTZ and implemented
by the Catholic Mater y Magistra University of Santiago de les Caballeros
(UCAMAIMA) was approved.

Integration of Study on Food Safety into Primary School Curricula

The project has as its major components:

(a) Training of primary school teachers and students

(b) Use of HACCP methodology for the evaluation of failures during
the preparation of food in homes, and evaluation of the food safety
knowledge of the persons respensible for cooking

(¢) Survey and chservations on safe food handling practices
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Teacher training was undertaken using the following:

(a) A didactic guide for teachers

(b) Manual on food safety for the students {one of the most important
references used for its elaboration was the gulde for primary school
teachers published recently by WHO) .

(¢) Guide for the students notebook and exercises

At present, students’ training is in progress. The project directors are
supporting their training with prevision of

{a)} Education material
(b} Regular passive inspection and supervision
(¢) Designing pictures, activities and other support interventionsg

The problems encountered in the development of this programme have been:

(a) Lack of permanent participation of the social institutions
of the target community

(b) Lack of availability of mass media support

(c) Lack of logistic support from local industyry and other
sectors

At the end of the project, however, it is hoped the following will be
achieved:

(a) A final manual for training in food safery for use
in primary schools

(b) Improved knowledge (after evaluation) of students and
mothers in food szafety

(e} A confirmed proposal regarding the specific way to
integrate food safety into the curricula of Sth
grade primary school pupils

Future Directions
1. Reassessment Mission

The project for the integration of food safety into the primary health
curricula will finish officially in May 1991, This would therefore be the
ideal time to conduct a reassessment mission to a) evaluate the present project
within the context of the present administrative situation and b) plan future
projects,

2. Future Projects

Given that the Government places tremendous importance on food safety
within the tourist sector, HEFS in food service establishments and other areas
related to tourism ought to be considered for inclusion as part of the future
national food safety programme. o
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ARGENTINA

Several HACCP courses and seminars have been held and research published.
A publiec health education campaign was initiated by the National Food
Protection Programme (PRONAPAL), Ministry of Health, with the advice of the
Course Farticipants.

GUATEMA,

The participants of the Dominican Republic course undertook an evaluation
of their mational food safety activities, after which they proposed and
actively participated in the organization of a National Coordinating Committee
under the auspices of the Ministries of Health and Agriculture, the
Municipality of Guatemala City and PAHO/WHO. In 1988, they adapted and
distributed the 1987 Peruvian calendar that includes messages on food safety.
They were reproduced in Guatemalan newspapers. In 1990, they organized
activities for the public and in schools during the First National Food
Protection Week. They have prepared an original and very useful calendar to be
published in 199].

PERU

In January 1985, WHO/PAHO consultants, in cooperation with the Ministry of
Health, performed HACCP evaluation in different areas of the country to assess
the feasibility of doing hazard analyses in homes and to determine their
critical control points. The results have been reported and published
(Refs. 14,15,16, Annex V).

The results of the studies stimulated the interest of the authorities of
the Ministries of Health and of Public Education, and with the technical and
financial support of PAHO/WHO, and the active participation of an NGO (Centroe
do Orientacién y Promocién Humana), a series of activities in health education
was performed from 1986 to date. Many courses were presented to primary
school teachers and mothers, and four colourful calendars with health messages
on food safety have been produced and distributed in the schools. Brochures
and manuals and audiocassettes have been produced. A National Food Protection
Week was organized in 1988.

VENEZUELA

Two HACCP courses have been held. Both had participation of local
professionals and from Aruba and Curacao, Research findings using the
methodology have been published, and the one related to the preparation of
weaning foods received awards at the II Latin American Congress of Food
Microbiolopgy held in Caracas in Novembexr, 1989 ( Ref. 17,18, Annex V ). A
national meeting to create public awareness was held in May 1990 under the
theme "All united we will win the fight against the foodborne disease”.
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PAKISTAN

A WHO/GTZ/ICD mission visited Pakistan in late 1988, and agreed with the
Government on the development of a programme focusing on control of foodborne
diseases through health education and other related activities.

The Government assigned the National Institute of Health (NIH) responsible
for the project and later appointed a National Coordinating Committee
reprezenting Government, industry, consumers and other NGOs, following the
concept of shared responsibility developed with WHO. o

In 1989, initial studies using HACCP methods were carried out by a WHO/GTZ
mission to identify hazards and critical control points of foods prepared in
rural and city homes, cottage industries, and in street vending operations,
The results will be published shortly. (Refs 19, 20, Annex V) B

A HACCP methodology training course took place at the National Institute of
Health in Islamabad in May 1990. Partiecipants included professionals from all
provinces of Pakistan and four representatives from industry. (Ref. 21) "It is
planned that trainees will use this methodology in the field to compile a
national profile of hazards in food preparation. At least three teams are
being organized: one at the National Imstitute of Health (NIH), one in Lahore
att the Pakistan Council for Scientific and Industrial Research (PCSIR)
laboratories, and the third possibly in Peshawar. These teams, with the
financial and/or technical support of the Pakistani Government, GTZ, WHO and
local industry, will perform HACCP studies. The results will be applied to the
elaboration of health messages which could be used by educational programmes in
food safety in each provinece, and will be reviewed in a technical workshop, the
report of which will be a major input to a National Food Safety Conference.

The National Coordinating Committee had its first meeting in May 1990,
following the HACCFP training course. The committee reviewed the various
components of the food safety programme and their financial implications, and
discussed procedures for project identification and {mplementation.

In September 1990, the WHO Interregionzl Seminar on Health' Education in
Food Safety was held in Islamabad. This activity has given a boost to the
Pakistan programme.

ICD representatives in Pakistan have been actively mobilizing the local
food industry to collaborate in activities to prevent foodborne diseases. They
have submitted to the Chairman of the National Coordinating Committee
propositions for projects which will be supported by specific member compgnies,
provided that this collaboration is acceptable to the Committee. The projects
include a research project on weaning behaviour which would lead to the
development of an appropriate educational strategy for the promotion of proper
weaning practice and food hygiene as well as appropriate educational .
materials, This project already has the support of the Pakistan Paediatric
Association. The research should, however, be associated to work being done in
the the HACCP survey and coordinated by the National Coordinating Committee .
The local food industry has also offered to organize a training course for
HACCP application in factories and food processing hygiene and quality .
control. The International Advertising Association (Pakistan) Chapter, through
ICD, has proposed their collaboration in the design and elaboration of a
national food safety media campaign, targeting consumers.
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Future Actions

1. Confirmation of Interest

The Task Force proposes that WHO, through EMRO, seek confirmation from the
Government of their interest in continuing the Health Education in Food Safety
programme initiated in Pakistan.

2. Reassesgment Mission

As scon as this has been received, a reassessment mission teo Pakistan
should take place. The mission should seek to develop, with the Pakiztan
National Coordinating Committee, a detailed plan of work clearly indicating the
responsibilities of the various partners (Govermment, WHO, GTZ, ICD, NGOs,
etc,), together with time schedules. Measures should also be taken to
resolve axisting administrative problems.

3. Planmm cmmittee

The miszion should give consideration to the setting up of a smaller
technical advisory or planning committee to assist the National Ceordinator.

4. Consultant

Consideration ought to be given to the secondment of a consultant to
Pakistan to help strengthen the NIH and other institutions in food safety and
to help in the building of the national programme.

INDONESTA

Several activities relating to HEFS have been undertaken in Indonesia in
recent years. They atre only part of a larger Government food safety programme
which is described in Annex 1T, HACCP methodology is not yet applied in any
of the programmes.

Principal activities in the Government food safety programme concern the
training of food inspectors in the Distriet Health Services and the training of
managers in food establishments in cooperation with the Ministry of Tourism and
the food establishment assoclations. Seminars on food safety for health
professional organization members, consumer organizations and journalists are
held regularly to create awareness in the community. Guidance in all these
sectors iz provided through training manuals and other written materials.

Future plans include application of HACCP in programmes for strenmgthening
of institutions and laboratories at the national, provincial and distriet
levels, intensification of programmes to train food inspectors and health
personnel and food handlers, development of educational materials, ete.,
programmes for street food vendors and home-based industries at the domestic
level, and a training programme in Good Manufacturing Practice (GMP) for the
food indus=try.
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Future Action
1. Assessment Mission

The Indonesian representatives who attended the Task Force indicated their
intention to request WHO assistance in setting in motion the appropriate
procedures for a programme of Health Education in Food Safety, and for the
implementation of HACCP approach.

9. THE ROLE OF THE DIFFERENT SECTORS

The Task Force recognizes that the promotion of food safety in the
community cannot be achieved without full collaboration between the different
sectors sharing the responsibility for safe food. An essential ingredient for
building any national health education in food safety programme will therefore
be the development of an efficient mechanism for mobilization of loeal
resources and the coordination of activities within and between different
sectors.

The Task Force also recognizes that govermnments play a pivotal role in
promoting food safety in the community. They are principally responsible for
organizing the programmes. They also have the responsibility for coordinating
the international aspects of the national food safety programmes, especially
those linked to politieal, social, scientific and commercial interests,

Governments are asked to recognize, however, the importance of the
industrial sector and of nongovermmental and community organizations in heéalth
promotion in gemeral, and in particular in the fight against foodberne ‘
diseases. The development of action plans which enlist the support and
collaboration of these sectors is not only an efficient use of resources but it
is also in keeping with the spirit of the 1978 WHO Alma Ata Declaration (Annex
111). '

In conformity with the lattexr, governments are encouraged to seek ways to
aid the respective sectors in accepting their individual roles and promote
plarmed, coordinated inputs from industry, nongovernmental and grass-root
organizations.

9.1 The Specific Role of the Government

a) Flan, organize and implement an Integrated National Food Safety
Programme

b) Provide a legislative basis and administrative support for compliance
and other regulatory activities .

c) Arrange evaluation for various components of the whole programme

d) Epidemiological surveillance and monitoring, along with
gathering of other relevant data for dissemination to the
community

e) Training on food safety matters at the primary, secondary and
tierciary level
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)] Formulating, guiding and supperting the development of health
education messages and materials, and their use as required

£) Promote research, especially Health Systems research, and studies on
the different aspects of food safety, as required to improve and
strengthen the programme

h) Reinforce the local authorities in charge of food safety activities,
providing them with the information, knowledge, means and mandate they
need for these tasks.

1) Stimulate the participation of private sector, NGO's, and consumer
organizations in food safety activities, specially in the health
education process. Promote the coordination of all sectors.

9.2 The Specific Role of Industry and Trade

The food industry - small, medium and large - is socially responsible for
the production, processing, storage and distribution of safe food. The food
trade - small, medium and large - is responsible for vending, preparing and
serving safe food. In this context, and in their special field of competence,
they should make every effort to implement HACCP systems in thelr operations.
This would inelude training of their personnel in the application of hazard
analysis and critical contxol point (HACCP) methodolegy in all food production,
processing, storage, distribution, preparation and serving operations.

Recognizing that severe constraints may exist for small and some
medium-sized industries to do so, the larger food industries are encouraged to
find charmels through which assistance for the application of these techniques
may be made available to them.

With its expertise and resources, the food industry should make additional
contributions to the implementation of the activities in Health Education of

the national Food Safety Programmes, viz:

a) Contribute with appropriate resources to the implementation of HEFS
programmes

b) Contribute expertise in the field of communication

¢} Contribute to finding practical solutions to specific technical food
safety problems

d) Where possible, share appropriate data for the design of HEFS
programme Components

e) Use their resources for the dissemination of food safety information

All industries and trade should introduce food safety as part of thelr
personnel education and training programmes.
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9.3 The Specifiec Role of Consumers Organizations

Consumer organizations and health-related NGOs have particular
responslbility for promoting health education for food safety.

This can be done through programmes of information and instruction in
specific activities directed toward food safety (developed by WHO and technical
services) and geared to consumers and individual food handlers/individual food
preparers, :

At the local lewvel, the widest possible involvement of local organizations
could effect the mobilization of local resources among consumer organizations,
farmers' associations, trade unions, church/religious groups, youth clubs and
"grass roots" organizations, each having a concern for the health and
well-being of its members and an interest in their informed participatiom. It
should be noted that womens’ and mothers’ organizations in particular cap play
a leading role and are essential for affecting changes, as their individual
members are responsible for the preparation of food.

At the national level, the coordinated efforts of consumers organizations
and other NGOs could launch nation-wide campaigns to disseminate the message of
food safety. Together with professional organizations and aided by appropriate
expertise, they could be involved in the production of locally-adapted and
culturally-specific health education materials. In view of their o
effectiveness in reaching large audiences, the collaboration of the mass media,
radio and TV should be secured.

The contribution of teachers and institutes for the training of health
persennel should be sought so that their prestige and expertise can be of.
support to these efforts.

National and regional workshops/conferences held by NGOs related to héalth
should be encouraged to put food safety problems and methods of prevention of
foodborne diseases on their agenda.

The exchange of information among NGOs on food safety problems and methods
of overcoming them should be facilitated, and should be publicized in
magazines, newsletters, etc,

As advocates of the health interests of the individual and the community,
as well as the protection of the consumer, attention should be given by NGOs to
the commitment of government to food safety, as implemented in national
policies, laws and regulations. Support should be given, inter alia, to:

- The formation of a national strategy for foeod quality control

- The setting up or, as necessary, the strengthening of food inspectorate
services

- The motivation of consumer participation in food quality control
activities
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- The establishment/strengthening of food contamination monitering and
control programmes which would permit remedial measures

- The regulation of business practices affecting the processing and
marketing of food \

- The promotion of consumer education and information on consumer
rights in relation to food safety and in emergency situations,
such as food poiszoning.

NGOs and consumers, individually and in orxganized groups, are in a
position te protect themselves from foodborne diseases as well as being able to
participate in the necessary action for food safety with international
organizations, government and industry.

9.4 The Specific Role of Other Health-Related Nomgovernmental Organizations

Health-related Nongovernmental Organizations (NGO'S) have an important and
specific responsibility for health education in food safety.

As advocates for food safety, they have to be an important part of the
international and national netwerks for implementation of the HEFS stratepy.
The strategy for advocacy calls for cooperation and collaboration. Thusz the
creation of networks of professional organizations and secial institutions te
integrate HEFS inte existing programmes is necessary, These should develop
intersectorally.

At the community level, nongovernmental organizations should help to build
up national fervour to stimulate the development of an appropriate social
climate for the promotion of safe food practices in the community, in homes,
and in institutions and mass catering establishments, to help leocal leaders
take appropriate political action that will lead to a commitment of resources
for wider application of HEFS and safer food practices,

Nongovernmental organizations ecan give effective support in the field of
food safety at the international, national and local levels, through the
following high priority actiens:

a) Establish and strengthen national and local focal points for health
education responsibility to implement HEFS programmes that include
the three major components of any health promoting strategy:

- to_advocate health interests in all sectors of soclety and
at all political levels

u to enable individuals and communities to achieve their
fullest health peotential

- to mediate between different interests in society for the
pursuit of health for all

b) Build strong alliances and petworks among many individuals, social
groups, institutions, and other nongovernmental organizations in
support of HEFS, and for the development of training activities and
applied projects

c) Pursue active collaboration with mass media, educators, teachers and
other special ways of reaching wide audiences
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The Task Force asked the health-related NGO's represented at the meeting
to present a short statement on their specific roles. The International Union
for Health Education (IUHE), the Industry Council for Development (ICD), and
the International Life Sciences Institute (ILSI), prepared the following:;

'

9.4.1 The Specific Role of the
International Union for Health Educatio IUHE

As a worldwide assoclation of professionals and an NGO with members from
more than 80 natiens (these include national organizations whose main purpose
is to promote, coordinate, and strengthen in their particular area of work,
health education activities in their country), IUHE has the potential of
supporting HEFS.

The principal aims of IUHE are:

- to clarify the role of education in the promotion of health
- to support the members
- to advise other agencies

The IUHE attempts to achieve its objectives by meanz of five core
functions:

(a) advocacy/information services/networking
(b) conferences/seminars

{c) liaison/consultancy/technical services
(d) training

{e) research

(£) applied field projects

Possible specific activities of IUHE in the field of HEFS:

{a) Produce and disseminate a policy paper on food/putrition,
including food szafety, as guidelines for the work of national
members of the IUHE

() Publish a special issue of the HYGIE (Journal of the IUHE) on
HEFS

(¢} Workshop on "Food Safety™ at the next World Conference on
Health Education, Helsinki, June 1991

9.4.2 The Specific Role of
Industry Council fo elopment

As a worldwide association of industries in the food, agriculture and
healch sectors, ICD supports the objectives of the WHO HEFS Programme. ICD
thus accepts its role as advocate amongst the industrial sector for the
implementation of industry’'s role to promote hygiene and safer food handling
practices at all parts of the food chain.

ICD also seeks to bring together industry’'s managerial, technical,
marketing and communications skills to cellaborative programmes, particularly
involving small and medium-size industries and consumers. ICD will also
channel these resources where needed to governments and nhongovernmental,
voluntary or grass-root organizations working towards the same objectives.
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ICD entered into official relations with WHO to provide an international
non-commercial channel for industry'’s views and expertise in food safety. As
such, 10D formulates industry's recommendations to WHO and represents them at
international level such as to WHA, WHO Consultations and the International
Task Force in Health Education in Food Safety.

As partner to WHO, ICD participates in country assessment missions, in
particular to examine the situation with regard to food safety and hygiene in
the food industry and for the organization of the Industrial sector.

In follow-up to country assessments, 1CD cooperates with international
organizations and governments, providing advice and assistance in structuring
national HEFS programmes to include the participation of the private sector
organizations in National Coordinating Committees that also encompass
government and consumers.

ICD achieves its functionz through core activities such as:

L. Advocacy and promotion of the concept of shared responsibility
for food safety at the internationmal and national levels

Advocacy and promotion of the concept of social respensibility
and the role of industry in HEFS amongst industry

Participation and organization of fora for issues related to
private and public sector partnership in the preduction,
distribution and marketing of safe food in developing countries

Organization of training seminars

Strengthening institutiens serving industry in food safety and
gquality control

Consultancy/technical or expert services

Research projects
Innovative field projects - taking an active and inneovative
approach to proposing, designing and implementing new
initiatives, based on propesals from cooperating companies and
organizations. This may include providing project management

and helping to secure financial and other resources

Publications and information diffusion
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9.4.3 The Specifie Role of the International Life Sciences Institute
(ILSI}

International Life Sciences Institute (ILSI) is a worldwide foundation
that advances the understanding and resolution of scientific problems in
nutrition, food safety, toxicology, and environmental safety through the
cooperation of scientists in academia, govermment and industry. With branches
in Argentina, Australia, Brazil, Europe, Japan and North America, and an
industrial membership made up of more than 200 companies world-wide, ILSI has
already set in place an international network of individuals and organizations
dedicated to the improvement of envirenment and of human health,

Underlying ILSI's activities is the premise that sound science is

essential to resolve health and safety issues, Accordingly, the organization
stimulates and supports scientific research and educational programmes in
nutrition, toxicelogy, and food and envirenmental safety, Through its

extensive publications programme, ILSI makes the results of such programmes
widely available for the well-being of the general public.

The World Health Organization recognizes ILSI as a Nongovernmental
Organization of international significance. Furthermore, ILSI has zlso been
granted specialized consultative status with the Food and Agriculture
Organizations of the United Nations (FAOQ).

IL31 achieves its objectives by supporting programmes dedicated to the
resolution of long-term, basic sclentific issues as well as programmes that
address issues of regional, more immediate concern. In this respect, ILSI has
established a committee structure that on the one hand facilitates the ongoing
monitoring and evaluation of issues of interest to its members, and, on the
other, enables its members to respond quickly to challenge that requires
immediate attemtion. In relation to the issue of health education in food
safety of particular significance is the Committee on Food Microbiclogy whieh
monitors and coordinates efforts to understand and control foodborne disease.
The Gommittee also provides a mechanism for exchange of information with other
professional and trade aszsociations, scientists, and regulatory agencies
working to improve the microbiological safety of the food supply.

The ILSI mission is not restricted to the industrialized world and the
research community, ILSI also participates and supports pogrammes that.:
benefit primarily the populations of developing countries. Among these
programmes is the initiative to assist countries to eradicate vitamin A and
iron deficiencies and to help food processors in developing countries to
upgrade their systems, expand food supply and improve food safety and
nutrition,

I151's activities are also educational. By communicating the results of
the studies it sponseors to the internmational research communities, industry,
regulatory agencies, and indirectly to the general public, ILSI promotes
rational and effective decision making,
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CONGCLUSIONS AND RECOMMENDATIONS

Conclusions

The Task Force agreed by consensus on the following:

1.

Diseases caused by biclogically centaminated food are still the
number one cause of human suffering and ill-health in many countries,
and a considerable economic burden, particularly te developing
countries.

A conventional food safety infrastructure alone is not able to gquell
the spread of foodborne disease.

An appropriate education programme in food safety for food handlers
and consumers at all points along the food chain is an important
complementary strategy for the prevention of foodborne disease.

Implementation of that strategy needs the coordinated collaboration
of three sectors: governments, industry and all associations and
organizations representing the interests of the community.

Educational strategies to influence unsafe food practices have to
develop from within the existing social and economic context.

A relatively fast, cheap and easy way of identification of factors
responsible for unsafe food is through the application of the Hazard
Analysis Critical Control Point system (HACCP).

Application of HACCP is recommended to devise practical preventive
and educational measures in the food-processing industry, food
service Industry, food service establishments, street-vendor
operations, food distribution systems and to the domestic preparation
and handling of food.

Special consideration have to be given to the factors responsible for
the chemical contamination of feod.

The contribution of home-based and cottage food preservation and
processing Industries and fraudulent practices to bioclogical and
chemical food contamination needs to be studied.

Programme planning in HEFS should involve community organizations in
the early stages of the development of the programme.

Participation by the community is facilitated if programme plamners
provide organizations with information on (a) specific measures that
food handlers and consumers can adopt teo protect themselves, their
families and communities from foodborne dizeases and (b) specifie
information on actions that national and local govermments and food
industries can take to prevent them,

Despite insufficiencies in the planning mechanisms for the HEFS pilet
projects in the Dominican Republic and Pakistan, considerable
progress has been made.
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Recommendations

Recommendations to the Governments:

Governments are encouraged to develop an Integrated National Food
Safety Programme. This has to include a Plan of Action which enlists
the support and collaboration of industry, nongovernmental and
grass-root organizations, and to develop a mechanism for the
implementation, coordination, surveillance and evaluation of that
plan, Health education has to be given priority attentionm.

Recommendations te Industry:

The food industry, large, medium and small, is encouraged to train
all food handlers to apply appropriate methodologies to the
production, preservation, precessing and distribution of safe food.

Recognizing that severe constraints exist for small and medium-size
operations, larger corporations are requested to find channels
through which assistance may be provided to smaller operations,

Industry is encouraged to contribute whatever technical ot other
resources (e.g. communication, research, information processing or
other) may be available to them to ensure the implementation of
successful national and coordinated HEFS programmes.

Recommendatjions to related NGO's:

Nongovernmental organizations have to give continued support to
national pregrammes, both as advocatez for HEFS and as networks
through which the HEFS plan of action at the community level may be
implemented,

Recommendations to WHOQ:

. The present WHO strategy for the development of HEFS needs to be
reviewed,

Guidelines for the preparation of national Food Safety programmes

have to be prepared and presented to the next meeting of the Task
Force.

The Food Safety Unit should contact the Programme for the Control of
Diarrhoeal Diseases in order to stimulate the realization of studies
and research to obtain experimental data proving that infant
diarrheoea is to a large extent foodborne and that improvements in
hygienic quality of foods reduce diarrhoeal morhidity rates.

It is recommended that other international organizations be invited

by WHO to report on their HEFS activities in Future meetings of the
Task Ferce.
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It is recommended that, in the light of experience, present
activities in Dominican Republic and Pakistan be reviewed in relation
to the development of nationally-integrated programmes.

When officially requested, a WHO task force or group delegation
should visit Indonesia to evaluate the present situation and to
cooperate with the Government in the development of a mational,
coordinated programme in HEFS.

Taking into consideration the impoxtant activities developed in Peru
concerning health education activities, cooperation with this country
for the continuation of the activities is recommended.

WHO should identify additional countries where pilot projects or
other specific activities could be developed. Bolivia, Jamaiea,
Kenya, Thailand and an Arabic country, including a French-speaking
one, could be appropriate choices.

The Task Force strongly recommended that WHO organize and implement a
special project for Integration of Food Safety inte Primary Health
Care activities.
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Annex I

¢

METHODOLOGIES USED IN THE FOOD SAFETY HEALTH EDUCATION PILOT PROJECTS
L985-1990 .

Phases of the projects were as follows:

Phase I. Generating interest in the project. It is necessary that
officials in the national government have attitudes that are favorable to start
the programme. 1If so, a project officer must be chosen to provide leadership
and administrative guidance of the programme.

Fhase II. Acquisition of equipment and supplies. After MOy SOUrces
have been obtained, field equipment, course material and laborateory supplies
and media to support the activities will have to be purchased.

Phase III. Review of epidemiological information on factors that
contributed to outbreaks of foodborne diseases. Presently avallable
epidemiological data, i1f available, are reviewed to get an impression of
national and reglonal foodborne {and/ox diarrhoeal) diszease problems. Factors
that have lead to outbreaks should be sought. If this sort of data is
unavailable or scanty, such data from other places may be used as a guide to
anticipated problems.

Fhase IV. HACCP studies to detect actual problems and eritical control
points upon which to base subsequent activities. Initial hazard analysis
eritical control peint evaluations will be done by persons who are skilled in
the approach, perhaps by consultants (food microbiologists/technologists) in
cooperation with local health authorities and WHO regional and countyry
personnel. This will be done to focus attention on high-risk hazards and their
prevention associated with commonly eaten foods and weaning foods,

Phase V. Anthropological or sociocultural studies. If trained
anthropologists are available, studies might be conducted to ascertain reasons
why certain practices are unsafe or why resistance to changes that are proposed
will occur and ways to modify behaviour to accept safe practices.

Phase VI. Training. National and local health personnel are trained in
food microbiology and the HACCP approach. This training features field
experience and opportunity to conduct HACCP evaluations in homes and food
operations and to analyze and present the data and to recommend appropriate
health education messages.

Phase VII. Continuation of HACCF studies by trained natiomals.
Additional data sbout preparation/processing foods that the initial workers
have not collected and to repeat the work in various parts of the country and
to look at various ethnic foods,

Phase VIIT. Development of education activities. Based upen the HACCP
evaluations, educational activities are planned and appropriate messages and
audiovisuals prepared,
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Phase IX. Initiation of educational activitiez. The health education
project is implemented. This may include education of people who prepare foods

in homes and of school children and training of food handlers and public health
personnel.

Phase X. The effectiveness of health education activities will be
evaluated.
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Annex IT

Food Safety Programme in Indonesia

(A Summary Report)

I. Introduction

Although there iz by and large enough food available in Indonesia idlterms
of quantity, its safety very often iz inadequate. Outbreaks of food poiéoning
are common and there are many recorded cases of other foodborne illnaesses, In
recent years, surveillance of communicable disease hag even showed an increase
in outbreaks of these diseases. The extent of the problem on a national Ievel
is not really known. A number of case studies and surveys have been carried
out, and it has been established that contamination of food products and
ready-to-eat food with E. coli is Very common.

Efforts have been made by the Covernment to improve the standard of Food
establishments, but until now the achievements are very low and they do not
meet the needs of the consumers. Unless other complementary actions are
applied, it is obvious that the contamination by microbiological agents and
chemicals will continue, .

IT. Present Activities

A, dtrengthening of Infrastructure:

1. Formulation of a (draft) food law

2. Formulation of several Codes of Practice, microbiological and
chemical contaminants’ standards

3. Training of food inspectors and health controllers for food
inspection and sampling techniques

4, Preparation of several modules for training courses for food handlers
B. Elements of the Food Control Prosramme
1. Education

{a) Training of food handlers
(b) Information for public
{e) Fromotion and implementation of Codex Codes of Practice

2. Regulatory Programmes

(a) Inspection
(b)  Sampling and laboratory analysis
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3. Licensing and Registration

4, Survey on Food Additives Production and Distribution (two Provinces)

¢. National Workshop on Food Control System for the improvement of
coordination and harmonization with other sectors.

Specific activities in food safety to control foodborne diseases in
connexion with the control of communicable diseases are as follows:

Food establishment legislation.

Training of food Inspectors.

Inspection of food establishments.

Another means used to improve the sanitary conditions in restauxants is
rgrading® .

5. To some extent, the surveillance of foodberne diseases is also carried
put as a part of the surveillance of certain communicable diseases.

e

As only major outbreaks of foodborne diseases are reported, at national
level only a very small number of cases of foodboxne diseases are
recorded.

6. Laboratory examination of samples in Province capitals is also
carried out.

7. Teaching seminars in food safety for managers of food establishments,
{.e. restaurants, hotels and food caterers.

8. Seminars on food safety for health professional organization members,
consumer organlzations, reperters, etc.

9. Surveys of the sanitary conditions of food establishments and food
contamination are carried out regularly.

10. Provide guidance for health personnel in charge of food safety through
publication of manuals and/or other written materials,
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Ammex IT.1T

Food Control Propgramme, Indonesia

Infrastructure of Food Safety
connected to Director General, Food and Drug Control

A. Legislation:
Several ministerial regulations

i.e. - production and distribution

labelling

- additives

- other regulations related to specific foods

B. Organization:
1, National level:
(a) Directorate General of Drug and Food Control
(b) Directorate of Food Control

(¢) National Quality Control Laboratory

2. Provincial level:

{a) Division of drug and food at Health Provincial
Office

(b) Drug and food inspection and analytical services

3, District level:

Section food and sanitation




30~
Ammex JI.II

Infrastructure of Food Safety
connected to Contrel of Communicab iseases

A, Legislation
Several ministerial regulations
i.e. - Health requirements of hotels
- Health requirements of restaurants
- Health requirements of food catering establishments
B. Organization
1. National level;
(a) Directorate General for Communicable Disease Control and
Environmental Health
(b) Directorate of Environmental Health
(e¢) Sub-Directorate of Foad Sanitation
2, Provincial level:
(2) Division of Health Promotion and Disease Prevention of Provincial
Health 0ffice (Central Government)
(b) BService for the Promotion of Envirornmental Health of the
Provincial Health Service (Provincial Govermnment)
(¢) Public Health Laboratory
3. District Level;
- Environmental Health Section

4, Health Centre Level:

- Assistant Sanitary Inspector
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Annex III

WIIA42.44 FORTY-SECOND WORLD HEALTI ASSEMBLY

HEALTH PROMOTION, PUBLIC INFORMATION AND EDUCATION FOR HEALTH
The Forty-second World Health Assembly,

Recalling previous resolutions on public information and education lor health, in
particular resolutions WHAZ7.27, WITAZ27.28 and WIIA31.42;

Stressing the importance of the proclamation in the Alma-Ata Declaration that
“education conceming prevailing health problens and the methods of preventing
and controlling them” is the first of the eight basic cleinents of primary health care;

Recognizing that the spirit of Alma-Ata was carried forward inthe Ottawa Charter
for Health Promotion developed at the First International Conference on Iealth
Promotion (1986) in Ouawa, Canada, and in the strategics for Healthy Public
Policy developed at the Second Intemational Conference on Healih Promotion
(1988) in Adclaide, Australia;

Mindful that informatien and education on health matters are vital for social
policies supportive of health promotion amd public health development, for
fostering interscctoral cooperation, and for ensuring people’s participation in
achieving health for all;

Having duc regard Lo the increasing importance of health promotion, information
and cducation for achicving health goals, especially with the emergence ol new and
serious health problems such as AIDS, as reflected in the London Declaration on
the prevention of AIDS;

Bearing in mind the great potential of modem mass media, and the rapid
development in communication technology, and taking into account the evident
achievements resulting [rom their use,

Mindful of the relatively Iow priority so far given to health promotion and public
information and cducation for health by the health scctor in gencral and the
potential for strengthening social m arketing, educational technology, behavioural
research and strategies and resources for health promotion, public information and
education for heallh;




-32-

1. URGENTLY CALLS UPON Member Stales:

(1)

@)

(3

(4

M

@

&)

“)

to develop, in the spirit of the Alma-Ata, Ottawa and Adclaide confer-
cnces, strategics for health promotion and health educalion as an cssential
clement of primary healthi care, and to steengthen the required inlrastruc-
turc and resources at all Jevels;

lo take niecessary aclion for the training of bealth and related manpower
in health promotion and health cducation principles and practice, includ-
ing the use of e mass media for social marketing, hiealth advocacy and
education [or health;

to make wider use of mass media and actively involve (he media scclor
in health promotion and education of the public in support of national
health-for-all strategics;

tostrengthien cooperation and cncourage the exchange of cxpericnceinthe
development and application of health promotion stratcgics and commu-
nication and cducation technology, including technical cooperation among
developing and developed counlrics;

CALLS UPON the Director-General:

{0 provide support to Member States in strengthening national capabili-
tics in all aspects of health promotion, public information and cducalion

for health, particularly the training of manpower;

to pay particular attention 1o rescarch and the development of new and
more cfcclive methodologics and strategics in the ficlds of health
promotion, public. information and cducation for health, and to the
evaluation of their impact on individual life-styles, the health of familics
and communitics, and the heallh status of the population;

lo promoic the documentation of significant cxpericnces of Mcmber

States regarding health promotion and health cducation, and its dissemi-
nation through WHO publications;

1o submit a progress report to the Forty-hifth World Health Assembly.

May 1989 WHAA42/1989/RIC/1 .40
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Forty-fourth World Health Assembly

From the WHO Eighth General Programme of Work covering the period 1990-95
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DECLARATION OF ALMA-ATA

The International Conference on Primary Health Care,
meeting in Alma-Ata this twelfth day of September in the
year Nineteen hundred and seventy-cight, expressing the
need for urgent action by all governments, all health and
development workers, and the world community to protect
and promote the health of all the people of the world, hereby
makes the following Declaration:

I

The Conference strongly reaffirms that health, which is a state of
complete physical, mental and social wellbeing, and not merely the
absence of disease or infirmity, is a fundamental human right and that
the attainment of the highest possible level of health is a most important
world-wide social goal whose realization requires the action of many
other social and economic sectors in addition to the health sector.

b

The existing gross inequality in the health status of the people
particularly between developed and developing countries as well as
within countries is politically, socially and economically unacceptable
and is, therefore, of common concern to all countries.

I

Economic and social development, based on a New International
Economic Order, is of basic importance to the fullest attainment of
health for all and to the reduction of the gap between the health status
of the developing and developed countries. The promotion and pro-
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tection of the health of the people is essential to sustained economic
and social development and contributes to a better quality of life and
to world peace.

v

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

\4

Governments have a responsibility for the health of their people
which can be fulfilled only by the provision of adequate health and
social measures. A main social target of governments, international
organizations and the whole world community in the coming decades
should be the attainment by all peoples of the world by the year 2000
of a level of health that will permit them to lead a socially and economi-
cally productive life. Primary health care is the key to attaining this
target as part of development in the spirit of social justice.

VI

Primary health care is essential health care based on practical,
scientifically sound and socially acceptable methods and technology
made universally accessible to individuals and families in the com-
munity through their full participation and at a cost that the community
and country can afford to maintain at every stage of their development
in the spirit of self-reliance and self-determination. It forms an integral
part both of the country’s health system, of which it is the central
function and main focus, and of the overall social and economic de-
velopment of the community. It is the first level of contact of indi-
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viduals, the family and community with the national health system
bringing health care as close as possible to where people live and work,
and constitutes the first element of a continuing health care process.

VII

Primary health care:

1.

reflects and evolves from the economic conditions and socio-
cultural and political characteristics of the country and its com-
munities and is based on the application of the relevant results of
social, biomedical and health services research and public health
experience;

addresses the main health problems in the community, providing
promotive, preventive, curative and rehabilitative services accord-
ingly;

includes at least; education concerning prevailing health problems
and the methods of preventing and controlling them; promotion
of food supply and proper nutrition; an adequate supply of safe
water and basic sanitation; maternal and child health care, includ-
ing family planning; immunization against the major infectious
diseases; prevention and control of locally endemic diseases; ap-
propriate treatment of common diseases and injuries; and pro-
vision of essential drugs;

involves, in addition to the health sector, all related sectors and
aspects of national and community development, in particular
agriculture, animal husbandry, food, industry, education, housing,
public works, communications and other sectors; and demands the
coordinated efforts of all those sectors;

requires and promotes maximum community and individual self-
reliance and participaton in the planning, organization, operation
and control of primary health care, making fullest use of local,
national and other available resources; and to this end develops
through appropriate education the ability of communities to par-
ticipate,
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6. should be sustained by integrated, functional and mutually-sup-
portive referral systems, leading to the progressive improvement
of comprehensive health care for all, and giving priority to those
most in need;

7. relies, at local and referral levels, on health workers, including
physicians, nurses, midwives, auxiliaries and community workers
as applicable, as well as traditional practitioners as neaded, suit-
ably trained socially and technically to work as a health team and
to respond to the expressed health needs of the community.

VIIL

All governments should formulate national policies, strategies and
plans of action to launch and sustain primary health care as part of a
comprehensive national health system and in coordination with other
sectors, To this end, it will be necessary to exercise political will, to
mobilize the country’s resources and to use available external resources
rationally.

IX

All countries should cooperate in a spirit of partnership and ser-
vice to ensure primary health care for all people since the attainment
of health by people in any one country directly concerns and benefits
every other country. In this context the joint WHQ/UNICEF report
on primary health care constitutes a solid basis for the further develop-
ment and operation of primary health care throughout the world.

X

An acceptable level of health for all the people of the world by
the year 2000 can be attained through a fuller and better use of the
world’s resources, a considerable part of which is now spent on arma-
ments and military conflicts, A genuine policy of independence, peace,
détente and disarmmament could and should release additional resources

that could well be devoted to peaceful aims and in particular to the
acceleration of social and economic development of which primary
health care, as an essential part, should be allotted its proper share.

* % *
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