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In preparation for the World Health Assembly Technical Discussions 1983, Member
States of the World Health Organization are asked to provide information on their
plans and/br examples from their experience with new policies in health education.

In this outline, it has been attempted
(a} to define new policies as they relate to primary health care;

(b) to rveview characteristics that may distinguish formex policies from new
policies;

{¢) to outline some of the issues to be taken inte consideration in formulating
country-wide policies in health education that will support the principles of
community involvement, ¢oordination among developmental sectors, and self-reliance.

These issues and others are presented then as questions to be considered by
Membar Strates ae they examine their own policies in health educatien in primary
health care (Annex A).

Comments, reports and case studies received will be used in preparing the

background document for the Technical Digscussions at the Thirty-sixth
World Health Assembly.

1, PURPOSE OF THE TECHNICAL DISCUSSIONS

1.1 The challenge‘and the opportunity

The early successes of public health were achieved largely through envirormental changes.
Since then progress has depended increasingly on the initiative ox cooperation of the lay
publie. Healrh education has been a primary means of achieving these attitudinal and
behavioural requirements of suceessful progravmes. As with other aspects of health care and
other forms of education, health education has tended to be slower iIn benefiting the less
privileged or socially isclated peogle who need it most. The challenge of the Global Strategy
for Health for All by the Year 20001 is for Member States to engage all segments of the
population in the development of primary health care,? which imeludes health education as its
first and most continuous element.

This was clearly set forth by the WHD/CNICEF sponsored Conference ¢n Primary Heglth Care
at Alma-Ata? as well as by a number of regional Technical Diseussions and deliberations,4“7 by
the First All-Afrieca Conference on Health Education® and by mumerous regional and international
meetings and technical reports from inmternaticnal nongovernmental orpanizations,

The selection of "New policies for health education in primary health care" as the topic
for the Thirty-sixth World Health Assembly Technical Discussions presents an opportunity for
countries to examine their current policies and to share with others their reflections on the
ways in which such policies axe in harmony with the Alma-Ata Declaration2 and the "Health for
All by the Year 2000" strategy.? This implies that such pelicies:

- support the principles of health education, community involvement, appropriate health
technology, coordination between health and other sectors of naticomal and comminity
development, self-determination and self-reliance;

provide for the institutional framework, economic supports, information systems,
behavioural research, and distribution ¢f resources necessary to assure that "individuals,
families and communities can assume greater responsibility for their health and
welfare'.1(p- 17)
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Too little policy support, however, is given as yet to these essential aspects of primary
health care and to the global strategy of health for all. This situation dictated the
decision of the sixty-eighth session of the Executive Board, in January 1981, to se¢lect health
education as the topic for the 1983 Technical Discussions.

1.2 Purpose of the Technical Discussions

The Thirty-sixth World Health Assembly Technicgl Discussions have the following purposes:
(a) short-term:

1.2.1 To elicit from Member States, primarily, information on their plans and examples E£rom
their experience, to be summarized in the background document and combined to provide useful
wodels and guides.lo

1.2,2 To invite and encourage governments to exsmine their current health education policies
and objectives and the methods they use for involvement of particular population groups at the
various levels and the implementation of a multisectoral approach.ll(PP 19-20)

{b) long-term:

1.2,3 To help Member States build or extend a basis for planning, management and evaluation of
the health education components of their naticnal and community programmes of primary health
care.

1.2.4 To direct special attention in the [uture programmes of WHO to the monitoring and
evaluation of health education components of primary health care policies and national
programmes, including the development of indicators and criteria of community involvement,
health literacy,2 healtk behavieur, and levels of individual and family self-care contributing
to health promotion.}?,13

1.2.5 To help WHO better understand the needs of Member States in order to plan the allocation
of its resources accordingly and improve its technical cooperation in the field of health

education.

1.3 Definitions and scope

The topic for the Thirty-sizth World Healih Assembly Technical Discussions requires

definition of three terms in the title, "New policies for health education in primary health
care". The following definitions are proposed for these terms.2

1.3.1 Policies: "A national health policy is an expression of goals for improving the health
siteation, the priorities among these goals, and the main directions for attaining them.1(P~ 14)
The goals, priorities and methods of '"new' policies to be examined in particular are those
comeerning health education, with emphasis on community involvement and self-help, appropriate
health techmnelogy, political action and intersectoral cooperation,2

1.3.2 Health education: Any combination of planned "activities leading to a situation where
people want to be healthy; know how to attain health; do what they can individually and
collectively; and seek help when neaded".3 (p. 13) It is the intent of this definition to
emphasize that health education goes far beyond providing information or eliciting the
cooperation of the people as in targeted disease prevention programmes, It alse aims to help
people "acquire the power to make decisions that have to do with their own health'. ?

=] . . P

— This expression refers to the minimum level of health knowledge needed by people to
identify their major health risks, te know how te modify those risks, and how to tap individual,
family or community resources to prevent or contrel those risks. 12 {p. 29)

b
— See Annex B, pp. 26-27 and 32 for a glossary of other related terms.
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"Health education'" is used in this paper to embody (a) activities that lead to information
dirvected at both policy makers and communities; (b) community organization; (c) activities
that assist individuals, families and communities to understand the health consequences of
particular lifestyles and to engage in the protection of their health;l% and (d) other forms
of social action that predispose, enable and reinforce voluntary behaviour conducive te health.

It must be recognized that people, in reaching health decisions, are influenced by factors
often vutside their control, such as working conditions, the marketing of consumer products in
certain countries, economic and envirommental factors, social norms and customs, etc. The
prometion compenents of health education programmes must therefore provide not only for the
"adoption of beliefs, attitudes and behaviour likely to further health' but press as well for
an enviromment which supports the development of such attitudes and behaviour, 4 (P-

1.3.3 Health education in primary health care: The Alma-Ata Conference officially declared
"education concerning prevailing health problems and the methods of preventing and controlling
them . . ." as "first" among the essential components of primary health care,2(p-4) and edu-
gation to enable people to exercise and have confidence in their "right and duty to participate
individually and collectively in the planning and implementaticon of their health care, 2 (- 3}

Health education is mot a separate activity in primary health care but a component of

every activity, te be integrated ar all stages of the health care process from planning through
evaluation.

2. FORMER AND NEW POLICIES: BACKGROUND AND EXPERIENCE

We will attempt to review in the following pages some of the basic differences between
former and new policies in health education before dealing undexr point 3, with the issues
involved in developing new policies.

One of the main differences between the former and the new policies could perhaps best be
i1llustrated by contrasting past and present focus which has shifted, at the level of the
individual, from "how to act", i.e. the teaching of skills, to "how to be", i.e. lifestyles
and values. At the level of communities and nations two main trends emerge: a greater
breadth of cbjectives coupled with the search for effective ways to develop national policies
based on community goals on the one hand, and an intersectoral approach on the othex hand.

2.1 From specific to diverse objectives_in health policies

Policies in health educatiom have been most widely adopted by national governments during
pericds of mass campaigns against singular communicable diseases such as malaria and
immunizable digeases or as a component of highly targeted programmes such as family planning.g
In these instances, the objectives of health education and indicators of success could be
sharply defined even in quantitative and behavioural terms. It was therefore possible to be
highly specific because:

- the prevention of the particular disease was a mational priority and had breoad comsensus
as a goal;

- there were specific actions on the part of the public that were known to be essential to
the sueccess of the national preventive effort - such as obtaining an immunization;

- such specific health behaviour could be directly measured from routine records kept at
the point of delivery of services, so that indicators of progress were more easily
available and attributable to the associated health education activities,

The very principles of primary health care on the other hand, make it harder to specify
the more diverse objectives of communities in the health education component of national
policy. It is gemerally apgreed that health education is an essential ingredient of the
strategies for community involvement and that it plays a central role in supporting the will
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and the ability of people to pursue their own individual and collective goals for health and
development.  However, the apparent breadth and diversity of the health education role in

primaty health care has made it difficult for most countries to position health education
within new health policies.

Different communities are most likely to have different priorities. These may not
always be attainable through the communities' own actloms: sometimes organizatiomal and
financial support is required: sometimes these prierities can only be achieved through
political, economic or environmental chamnge. Ag 3 result many collective actions are taken
through other sectors and are not necessarily part of the health system.

These aspects of the new policies highlight the fact that more political and technical
effort will be required to achieve certain features of the health education component - e.g.
local or natiomal involvement, appropriate technology, focused individual and collective
behaviour and evaluation. As health education activities become more diverse and com-
prehensive, cutting across sectors and agencies, they will be correspondingly more difficult to
monitor and evaluate. Yet, some way must be found in the new policies to give sufficient
specificity to the health education component of primary health care so that programmes can be
monitored and their impact evaluated to satisfy decision-makexrs that allocations are accounted
for and the new policies are yielding health benefits.

2.2 Specifying the health education component of primary health care

What must the new policies include? Health education in the new policies requires that
decizion-makers understand and accept the need to make as well provision for communitics to
define and pursue their own goals, to understand and mobilize their own resources, and to
control and evaluate their own efforts,

It is not merely a matter of efficient transfer of information through imstitutional
channels of ccmmunicatian.ls Effective education for action iz widely understood to include
a subjective element of persenal and sccial involvement in and commitment to the objectives of
education. Indeed, this is what makes health education so essential to the family and
community participation goals of the "Clobal Strategy of Health for All by the Year 2000".

This essential relationship between health education and the active involvement of people
in setting their own goals and promotin% their ownt health is not new. It was emphasized in
the preamble to the Constitution of WHO 6 and in the report of the first Expert Commirtee on
Health Education «f the Publie, convened in 195317 and has been reconfirmed as both a means and
an end in several WHA resolutions and in every major technical report on health education. 18-28
However, so long as the targets were specific diseases, this involvement was far from always
being a compelling aspect of national health policies.

Research on health education and health behaviour has shown that efforts to increase
individual amd community participation in the planning process has resulted in more successful
programmes in both targeted disease prevention and mere gemeral community development
programmes. 19-24  Research has helped to unravel the elements of effective health education
within the context of primary health care,22-24 but most of this applies to local activity.

A fundamental issue for Member States remains:

- how to speclfy natiomal policy on health educatiom for purposes of planning, managing,
monitoring and evaluating the alloeation of central resources without betraying the
principle of cowmmunity invelvement?

This is mot ant ultimate dilemma once the upward process of community involvement has been
built up to the point of providing continuous guidanmce to national pelicy from the grass roots.
In fact, national poliey should thrive on community invelvement. But initially, national
goverrments must taks the lead in setting guldelines and providing support to local community
involvement for health.
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3. IS8UES FOR COWSIDERATION IN DEVELOPING NEW FOLICIES FOR HEALTH EDUCATION IN
PRIMARY HEALTH CARE

In ¢rder to assist and encourage Member States to adopt or stremgthen health education
policies that provide for both the national guidance and the local initiative in developing
primaty health care, guidelines that are adaptable within countries are needed. Such guilde-
lines should emerge from the experience of programmes and projects that have addressed with
some suceess the principles of participation and self-reliance through health education as well
as the multisectoral approach.

Such experience is now being sought from Member States through their comments on the
issues raised in Anmex A and from the literature on health education, health behaviour and
community development. Some essential features of these guidelines may be anticipated by
referring to the principles of the WHO Analysis of the Content of the Eight Essential Elements
of Primary Health Care,? & the Regional Technical Discussions -8 the Expert Committee
Technical Reports,l7-22 and the "Health for All" Series.1,2,11-13,29,30  gor example, rhe
following features of the new policies will need to be considered:

3.1 Centring health education within health policy planning and implementation

The Director-General’'s report te the fifty-third session of the Executive Board of WHO
concluded that "if health education is to play a more promounced role in helping people to
assert themselves and to make a favourable impact upon the health and social systems established
for their benefit" then governments musgt:

make more effective the role and functiom of health education services of health
ministries and related agencies in support of national, state and local health programmes.
Tf the participation of the people is to be utilized for improving health services at
every level, health education which serves to promote such participation shouid be central
to the planning, organization and implementation of health policies and programmes,25(p.47)

This would imply that new policies for health education in primary health care must place
cffices for health education in a central position within structures where health, education
and other developmental pelicies are formulated and where other departments can have direct
access Lo its services, At the same time, the new policies should reflect a provision for
wider sharing of humar and other health education resources in order to strengthen local level
activity and assure that the population’s needs are served and aspirations are taken into
consideration more effectively. This relates to the second feature of new policies.

3.2 Evhancing local problem-analysis and decision-making skills

The methods of approach of health education under the new policies will be different from

thoge of campaigns of the past. As stated by a recent Task Force report on health education
in family healch:

But by far the most exciting technical challemge is the need to adapt the educational
approach to situaticns where the goal is to "go with the flow™ of elient educatrional
demands without preempting the clients’ choice of content or their judgement of henefits,
This means being able to live with an educational approach that focuses on enhancing
problem formulation and decision-making skills , . . The state of the art in rhis kind
of educational appreach is still in its infancy. There is a clear and urgent need to
test new methods of ¢lient-oriented and community-oriented education that emphasize the
growth of skills in self-determinism, 24 (p- &)

a
~ See Annex B for the analysis of the health education component ("essential element
number 1),




_T

TDs/HER/R2.1
page 7

3.3 Balancing efficiency and diversity

The recommendations of past reports have tended to urge that "much more systematic,
substantial and detailed consideration and support need to be devoted to the planning,
organization and evaluation of health education . . 19 The need fow more targeted planning
and evaluation is made the wore pressing in that;

(a) 1increased participation is to be expected frowm formerly underserved populations:

(k) more diverse needs, geoals and standards will emerge and result,

(c¢) fewer rescurces are available to serve the health needs of large populatiens.

Thus, priorities must be set in the interest of efficiency, yet there must be provisions
for diverse priorities among comnunities.

3.4 Reconciling national plans with local plans

In recent vears the importance of decentralizing the managerial process for natienal health
development has come to the fore:

A general process of decentralization of administration is oeccurring in many countries

and must be accommodated within the managerial process, The current trend iz to
strengthen decision-making powers at provinecial, district, and community levels. Parallel
with this, appropriate community organization is needed for communities to become full
partners in the health development process.ll Pt

This trend highlights the need to specify furthex the process of education in relation teo
participation at all levels, i.e., how to reconcile the products of loeal participation in
planning with the orientations and the timing of "the national health policies to be followed,
the objectives te be attained, and related targets, gquantified as far as possible".ll p. 34)
Eventuzlly, the synthesis of local priorities should dictate matiomal priorities. However a
complete range of mechanisms for involving the community in health mapagement has vet to be
developed in most countries. Until such mechanisms and the capacity for community involvement
to influence planning at central levels are developed, national plans must be flexible emough
to accommodate local plans that may deviate from them.

3.5 Recongiling so¢ial criteria with health criteria

The WHO "Guiding principles"2? for health programme evaluation acknowledge the necessity
of "social criteria" such as improved conditions of employment in addition to health criteria
such as reduced age-specific morbidity rates. This suggests the need for guidance on how to
derive or assess the local social criteria and how te telate them to criteria concerned with
behavioural or health outcomes. The above-mentioned document reminds us that social criteria
are difficult to quantify and that "it is therefore often necessarg to rescort te an evaluation
based on qualitative rather than quantitarive assessment".lB- (p. 22)

3.6 Measuring community involvement and social criteria

Part of the restraint in suggesting guantitative indicators of soc¢ial criteria and
community participation is the concern that such guantification could turn a highly complex
learning process into a superficial exercise in counting votes or the number of passive
participants in meetings:

One further field should be menticned which is important in view of the nature of primary
health care as 2 path to health for all, but in which only qualitative indicators may he
possible - ngmely, community involvement . . . The term "commumnity involvement" has been
given preference over 'community pavticipation” because it is not sufficilent merely to
patticipate, which may be simply a passive respomse; there should be mechanisms and
processes to enable people to become actively involved and to take responsibility for some
decisions and activities jointly with health professionals, }2 (p. 20-21)
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On the "short list of indicators" suggested for use in monitoring and evaluation of the
Global Strategy for Health for All by the Year 2000 is one ipdicator relating directly to the
health education policies of Member States. It concerns the degree ro which:

mechaniems for imnvelving people in the implementation of strategies have been formed or
strengthened, and are actually functioning, i.e, active and effective mechanisms exist
for people to express demands and needs; representatives of political parties and
organized groups such as trade unions, women's organizations, farmers' or other
occupational groups are participating actively; the decision-making on health mattere is
adequately decentralized to the various administrative levels, 13 (P. 73)

As a first step in formulating more specific ¢riteria in relation to this and other
indicators, countries might want to estimate rhe percentages they would expect to achieve in
connexion with each of the types of participation mentioned abave,30931 as well as outline

short- and lopg-term plans of actiomn. As proposed in the Seventh General Programme of Work
for WHO:

Indicators will be used at the global level thar are useful first of all at the national
level; a number of such indicators have been selected based on national and regional
sirategies. 2 Regions and countries will add additional indicatorsz 4f necessary in the
light of rtheir gpecific cireumstances. During the period of the Seventh General
Programme of Work (1984-1989) particular attention will he paid to those indicators which
demonstrate the extent to which countries have developed strategies for health for all and
to which primary health care is available to their people.31 p. 133)

3.7 Measuring the diffusjon of health knowledge

Health knowledge is the foundation upom which community involvement must be bullt. Some
guidance on evaluatiop of this health education component is found in the WHO document on
Development of Indicators for Monitoring Progress Towards Health fox All by the Year 2000 in
which it is observed that:

It would be useful to have an indicator of health literacy but as yet no such indicator
exists. some suggested indicators of the effectiveness of dissemination of informatrion
for such an educational process might be the number of mass-media outlets . . . the
extent to which health infowmation is actually disseminated through them . . . indicators
of access, such as the proportion of the population owning a radio or television set or
reading newgpapers . . . political parties, women's organizationg, schools, farmers'
assoclations, etc. The only way of assessing "health literacy" is to carry out community
SUrveys. It must be emphasized, however, that a high degree of understanding of health
problems and ways of solving them is not in itself an indicator of attitudinal and
behgvicural change. Such changes are not easy to measure: they, too, would have to be
assessed by community surveys.l2 (p. 28)

This basic level ox "floor" of health knowledge is needed by individuals, families or
comnunities to be able to exercise their "right and duty to participate %ndividually and
collectively in the planning and implementatiom of their health care™.? P+ 3) The methods of
achieving this basic level of knowledpel> and the indicators involved will vary from country to
country and from community to communircy. Therefore work is needed on the development of
diagnostic tools that can be easily adapted to the conditions in different countries and easily
applied by lay populations tov assess their health education needs.30

3.8 Reconciling health objectives and other developmental needs

Finally, there is the question of how health relates to other soecial and economic
developmental objectives and perceived needs im the eyes of rhe community. This issue bears
most heavily on new policies of health education in primary health care because the
intexsectoral planning, management and evaluation of health education will be compounded with
community involvement as follows:
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- the involvement of communities in developing their own objectives and priorities will

blur the lines of demarcation between sectors assigned health education functions in
naticnal policy;

- the articulation of mechanisms for coordination of health education resources, channels
of communication, and delivery of services at the national level will be refiected in
part in the mechanisms set up at community level :

- the evaluation of health education will take inte account not only the differences
between health criteria and soc¢ial eriteria, but alse the differences with the technical
criteria of multiple agencies whose ultimate objectives for community development may be

similar, but whose means of accomplishing these common ends will differ and even compete
or couflict. '

4, PLANNING FOR THE THIRTY~-SIXTH WORLD HEALTH ASSEMBLY TECHNICAL DISCUSSIONS

In order to gather the necessary information from Member States on the basic of which the
background document can be completed as a useful guide to the Technical Discussions, Anmex A
lists questions that countries are invited to consider in reviewing their policies for health
education in primary health care. Annex A has been developed in consultation with WHO
Regional Offices. Along with comments on the issues raised, case studies and examples are
solicited from Member States. Some already have been forwarded to WHO headquarters by Regional
Officeg but more are needed.

Responses from the Member States will provide a springboard for the Technical Discussions
at the Thirty-sizth World Health Assembly where participants will be asked to address various
aspects of the general question at the heart of the problem:

how can specific objectives, methods and indicators for health education be integrated in
naticenal policies and plans in such a way as to:

(a) encourage particular population groups te seb their own objectives in the spirit of
community involvement, self-reliance, amd 2 multisectoral approach in primary health care?

(b) provide the necessary support and backstopping?

Furthermore, the background document will propose for discussion puidelines for the
development of new policies for health education in primary health care. These will provide
suggestions for sssessing national and community needs, and for planning, managing and
evaluating health education; they will address the potential conflict between national and
local objectives, between specific rargets and diverse perceptions of need, and between the
methods, proceduzes, criteria and indicators of the health and other developmental sectors.
They will also cover such key issues as the orientation and training of policy makers, heslth
administrators and health workers to new roles of health education; the placement of health
education in ministries of health and in other sectors; information systems; and commmnity
participation im menitoring and evaluatiom.

Finglly, countries will be asked to examine what actions the World Health Organization
should envisage for health education in primary health care.
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NEW POLICIES FOR HEALTH EDUCATION IN PRIMARY HEALTH CARE

Guide for analysing the issues involved

Many zountries have already provided WHO with valuable information on their health
education programmnes and activities, but relatively little data on their policies for health

education within the primary health care strategy and the process involved in formulating such
policies.

The questions that follow are not intended as a formal questionnaire. They are merely
a guide that countries can use in counsidering the many facets of this broad theme, Their
purpose is:

- Lo encourage countries to rxeview critically the curyent situation and to involve as
many groups as possible, at all levels, i.e. local, provincial and national, in
discussing the key issues involved;

- to elicit from each country comments, reports and other relevant material that will
serve to prepare the Background Document for the Techmieal Discussions in 1983; of
particular importance are case studies which show how a specific project was developed
and the policies implemented,

These data will serve to accelerate the exchange of experienceg and views among Member
States and facilitate more effective planning, management and evaluation of the health
education component of national and community programmes of primary health care. They will
also help WHO and other international organizations to better understapnd the needs of Member
States in this regard and to plan their resources accordingly.

Please feel free to comment on other areas than those suggested in this guide, and refer
appropriate questionms to other ministries or agencies with responsibility for key components
of health education,

Thank you for your collaberation.

1. Development of health education poliey in the health sector

1.1 1Is there any recent statement of policy in legislarion or official govermment documents
affecting health education in the spirit of the Alma-Ata Declaration emphasizing community
involvement and giving priority to health education? If not, is your govermment planning to
izsue such & statement and when do you envisage doing it?

1.2 What are (or will be)} the main principles of such a policy? For example, is emphasis
placed on:

- development of human resourcez, i,e,:

{(a) training of health and other workers (teachers, agriculturists, etc.) in the
effective use of educational, organizatiopal and other measures which support behaviour
conducive to health; and

(h) determining the skills needed by these various workers in fulfilling the health
education component of their particular role?

- efforts towards development of FHC approaches e.g., self-reliance of the family and
recognition ¢f its major role in promoting health?

Note: An asterisk indicates that Member States are asked kimdly to supply samples of most
recent, representarive reports or tabulations; or copies of questionnaires or record-
keeping instruments. Somc policy statements may not be in official documents.
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- increased administrative support for health educatiom? If not, why?

- behavioural and other research, aimed at achieving & better understanding of the causes
of health problems and possibilities of their resolution through the prometion of
appropriate lifestyles?

- priority research requirements - e.g. priority accorded to basic, operational or
evaluative research relating to health education?

- developing effective ways of reaching children and adelegcents: Through health
education in schools?  Through youth movements? In the work setting? Through other
channels and 1f so which ones?

- see Annex B for additional points on which you may wish to comment.

1.3 What is the process through which policies are developed at local, provincial and natiopal
levels in your country? Does the government envisage to strengthen/ﬁodify thig process?

1.4 What are the major problems and comstraints that confront the government in the develop-
ment of health education policies?

1.5 What percentage of the budget of the Ministry of Health and other ministries is spent on
health education activities?

1.6 What is the position of health education im the ministerial structure? What is the
staffing position? I= the government planning any changes?

2. Basis for health education poliey development

2.1 vhat are the five main problems affecting the population in general, or certaip sub-
populations (e.g. schoelchildren, specific ocecupational groups, working children, deprived
populations, ete.) which call for the initiation or strengthening of health education
interventions?

2.2 Are the available data on the magnitude and distribution of such problems adequate as a
basis for developing health education policies?

2.3 Which institutes/ﬁgencies collect and analyse information on the nature and distribution
of the health and scocial problems calling for health education interventiopms in your country?
What is being measured? How is this information used to affect change in pelicy?

2.4 Are there any instances of studies or assessments of health education naeds?®

2.3 What criteria do you take into consideration in delivering the health message and
selecting media that will facilitate implementation of PHC policies, i.e. promote political
commitment and people's involvement, help to reach the more isolated groups and those in

greatest social need, etc.

3. Coovdination with other sectors and nop-governmental imstitutions

3.1 1Is there a formal plan for the coordinatiom of health education activities in the health
sector with other govermmental sectors (e.g. information, education, community development,
youth, labour, agriculture, ete.,)?

3.2 TIs there a structure, such as an inter-agency commission, that brings together representa-
tives of variocus ministries for discussing the planning, implementation and evaluation of

health education interventions in the various sectors; formulating appropriate recimmendations:
and ensuring follow-up of proposed action?

*
Please supply sample documents Iif available.
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3.3 what type of coordination exists and at what level between official and private organiza-
tions with regard to health education activities and policy development?

3.4 What is the respective role of the Ministry of Health and other miniscries in these and
other intersectoral health education efforts?

3,5 What are some specific problems encountered in attempring to coordinate health education
activities with other sectors? With non-governmental groups?

3.6 With which ministries/ﬂrganizations do you find cooperation most effective? Why?

3.7 What are some of the most important groups (health, welfare, commercial, industrial,
cte.) which carry out health education programmes? How does this affect the overall health
education policies in your countey?

1,8 Are there any codes on the advertising of products that may affect health adversely.*

4. Content of health education policies

4,1 With regard to rhe content of new health education pelicies, are there*gny new written
guals or objectives specifying the outcomes expected from health education?

4,2 What steps has the government taksn or is planning to take towards:

- apnalysing the role and place of health education in the existipg public health policies
with regard to PHCY

- placing health education services centrally in the health and development structures
in addition to, or rather tham, situating them in separate ("vertical") programmes?

- promoting & multidisciplinary approach to health education?

- developing indicators and providing for continued monitering of the situarion and
evaluation of effects of action attempted?

- making health education an integral part of the school curriculum?

- encouraging non-governmental organizations to be active in health education?  What
type of support is provided?

- developing cooperation with the media in view of their extensive and scometlmes free
contribution to the health education programmes in primary health care?

- assuring the validity of the health information published in the press or broadcast
on radic or television?

- developing or strengthening a national resource-base concerned with new approaches in
primary health care and able to provide health workers with reliable information and
methodelogical advice?

- epcouraging families to develop their capacity for initiative through self-help or
neighbourhood groups?

- developing or strengthening relationghips with women's movements, youth groups,
cooperatives, religious groups, movements comecerned with the protection eof the eoviron-
ment or cecupational safety, ete. to enrol thelr support in PHC?

Pleaze supply sample documents if available.

*x
Please supply documents or samples.
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= daveloping applied‘behavioural research programmes?
- others?

5. Involvement of communities in policy development

5.1 1Is there - outside of parliamentaxy structures - a formal mechanlsm for accommodating
local community health objectives or populatiom sub-group concerns into the natiomal goals,
pricrities and implementation plans? How does it operate?

5.2 1s there a mechanism to ensure participation of representatives of local communities
in the planning of health education programmes in PHC at natiomal lewvel?  How does it
operate?

5.3 What are the constitutional oy administrative provisions which facilitate the implemsnta-
tion by local government or other community-level organizations of the primary health care
approach, in particular the inveolvement of people?

5.4 What mechanisms of communication with the people are used by the local officials or
leadexs to get priorities on health matters?

5.3 What guidance (e.g., documents) or support in health education (e.g. financial resourees,
media, consultation), is available to local communities from the natiomal level apd how 1s
this transmitted?

5.6 What barriers and problems have you overcome or will you need to overcome to further
new policies of health education in primatry health c¢are through the development of community
involvement, self-rellance and multi-sectoral ¢cooperation?

5.7 Have state or loeal agencles or Imstitutions within your country carrvied out community
gsurveys of health behaviour, or srudies of health education interventiong?®  What is dome

with the collected information?

a, Areas of focus forw WHO collaboration

6.1 Inm what areas do you feel WHO collaberation would be of value in promoting health
education within PHC:

- review of training programmes in health education at variocus levels of basic education
in primary, secondary, technical schools or at university?

- development of teacher training to prepare teaching programmes and teachers in health
educgation in FHCY

- promotion of continuing education by organizing seminars, workshops, etc. and issuing
publications?

- further development ¢f technical coovperation in the field of health education in PHC
among countries, particularly between countries with gsimilar pattexns of development
problems?

- development of regional and interregional networks to link major programmes and
institutions dealing with health education im PHC?

- research and development on methods to promote community invelvement and other aspects
of health education in primary health care?

Please supply documents or samples,
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- further development of appropriate mechanisms to facilitate the dissemination of
programme evaluation and research findings with a view to improving practice?
- review of the role and content of communication for health and its potemtial in the
light of new technologies applicable in settings at different levels of development?
= other arcas for WHO collaboration?
7. In Summary: What ig the most urgenit actiopn to be taken in your country?
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PREFACE

This document sttempts to analyse in matrix format the desired or required
“"programme content" of the eight essential elements* of primary health care at
the four basic levels; the home, the community, the first health facility and
first referral level. Prepared for use within WHO in the first instance, it
is fully appreciated that the finalization of the document must result from
experiences gained in the practical integration of the different activities inm
country settings; but, even so, the document in its present form ¢an be
useful at the country level for the planning and management of PHC/HFA

strategles.

Part I consists of an introductory paper, explaining the conceptual
framework within which the work was carried out; a brief paper defining the
four levels of care and the persons involved at these levels; and lastly, a
set of narrative summaries which complement the matrices. Psrt II 1is a
detailed analysis, in the form of 10 matrices, of the type of activities and
tasks that have teo be carried out at the four levels, of the perscns or
protessional catepories that will be ianvolved and of the type of support or
material they will need. Two of the elements (prevention/control of locally
#ndemic diseases, and appropriate treatment of common diseases/injuries) have
gach been exemplified by two matrices (malaria and hypertension; diarrhoegal
disease and accidents in the home). The matrices can serve the purposes of a
"check-1ist" to agsist in the analysis of the content of programme delivery in

individual programmes.

It is fully appreciated that the analysis so far ¢arried out has a number
of limitations and weaknesses; severzl important health programmes have not
been included (respiratory tract infections and health of the elderly, to
mention only a couple); the contributions from sectors outside health have
not been exhaustively deslt with; and no attempt has yet been made to '"merge"
horizeontally the eight elements at each level, To reiterate, the latter
activity can only be meaningfully carried out in a concrete country programme
situation with defined infrastructure, policies and priorities. The intention
is, therefore, to use the feedback from the use of this document in countries

to update the content and refine or modify its structure.

*Primary Health Care; Repert of the International Conference on Primary
Health Care, Alma-Ata, USSR, September 1978, WHO, Geneva, 1978. These excerpts

include the matrix for only the health education element.

Geneva, Qctober 198]
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EXPLANATORY TEXT CONCERNING THE WORK
CF THE PRIMARY HEALTH CARE WOQRKING GROUP
SET UP BY HPC

I. INTRODUCTION

1. The purpose of this paper 15 to explain the way in which the Working Group gset up hy HFC
interpreted its terms of reference, how it tried to implement them and the conceptual basis of
its worl. 1t would be recalled that at its 220th session, the MPC had recommended to the
Director-General ". . . that an HPC Working Group be set up as soon as possible after
discussion with Director SHS to examine how the egscential elements of primary health care are
and/br should be related . . .M. The Director-General had commented as follows: '"Pleasze let
the Working Group . . . deal with substance and not with theory so as to permit the group to
identify options available to us and thereby to countries in building up their PHC system
through pragmatic and progressive integration of at least the essential components specified in
the Alma-Ata Declaration'. These comments were taken to mean that as a £irst step a program-
matic amalysis of the essential elements of primary health care would epable WHO staff to
comprehend the implications of health care delivery at this level of a comprehensive health
system, Subsequentl]y, through practical integration of the main tasks the difficulties and,

therefore, the options for pragmatie technical cooperation at the country level would become
more evident.

2. In this perspective, it was felt that the use of the matrix format would allow the
identification of the main tasks involved in programme delivery at the various levels of a
health system based on primary health care, the persons respomsible and the skills regquired for
the fulfilment of these tasks; and other modalities such as supplies and equipment, logistic
support and community interaction, Put another way, the matrix format was used as a process
of "thinking aloud" with the specialist personnel concerned with each programme element and
guided, to the extent possible, by past country experiences (the 10 matrices that have been
developed are annexed as Part II of the Working Group's report).

3. Therefore, in this first phase of bringing together a lot of what was already known, it
was necessary to tackle each programme vertieally - this being an indispensable building bloek
to a second phase involving the integration of activities. Indeed, working with the different
programmes directly concerned with primary health eare, there could hardly have been an
alternative basi¢ approach. The matrices should, therefore, be seen in the context of a
"document of content' te facilitate integration amd to permit cross-checking and updating of
information ¢oncerning programme delivery at the country level.

4. After fimalization of the matrices, it was felt appropriate to produce a three-page
surmary of each matrix in narrative form, These summaries complement the matrices in so far as
they arc intended to elucidate the conceptual framewerk underlying their preparation.

11, PLANNING AND MANAGEMENT OF PRIMARY HEALTH CARE

5. 1t is neot the mission of this explanatory paper to discuss at any length the complexities
of "planning and management'" with regard to health care delivery at country level. This
notwithatanding, it is necessary to touch on gsome important points the negligence of which tends
to styangle genuine efforts at the creation of efficient and effective health care delivery
systems,

The meaning of primary health care

6. The Working Group used the definition of primary health care that was elaborated in the
Alma-Ata Declaration, 1t zaw the fundamental difference between primary health care and basic
health services as the focus of the former on the "consumer" of health care delivery aystems
{therefore on his/ber immediate needs and his/%er active involvement) and on the multisectoral
appreach to health development - health benefiting from, as well as contributing to, overall
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sociveconomic development. In addition, primary health care is not seen as am entity ir
itself; but as an integral part of the comprehensive health system in any country (Lt being

the first point of contact inm most rural settings and urban slums) and being closely related to
and supervised and supported by, higher levels of the system.

Planning and management

7 The planning and management of health care delivery in any country is directed from the
central level. This is as it should be, but there is always one fundamental shortcoming, and
that is, the almost complete absence of decentralization with 1ittle focus on the peripheral
services and the lack of involvement of members of the commumities to be served and of non-
health sectors with direct relationship to national health development. WHO has recently
developed a process entitled the "Managerial Process for National Health Development' (MPNHD)
for use in countries particularly preoccupied with the implementation of their policies and
strategies for primary health care. WHO has a duty to help train national personnel in the
practical application cof the process at _all levels of the comprehensive health system for the
process is net only a naticnal responsibility but also has to be applied with a great degree
of flexibility. Once the work of integration has been finalized, the matrices can contribute
to what should be a learning-by-doing process.

8. It is not intended to go into the catalogue of problems that will be encountered in
countries in the practical implementation of programmes concerned with primary health care.
Mention should however be made of the spectrum of difficulties that was taken into consideration
during the preparation of the matrices. It includes: lack of appropriate political commitment
and clear policy formulation, inadequate problem definition (unavailability or improper use of
data) and selection of priorities in the face of limited resources (human, financial and
material), lack of identification of resources (internal and external), non-definition of
realistic indicators of progress, lack of target setting and of channels/ﬁechanisms for
construective dialogue with the communities and the absence of continuing evaluation of these
mechanisms and of the effectiveness of programme activities. Some of these constraints will

be dealt with succinctly.

9. Political commitment is all too often taken to mean the commitment of the Head of State,
or of the topmost executive authority within a country. This commitment is, of course
necessary; but of much greater importance is the commitment of the masses themselves that is
necesgsary to galvanize them inte action, for without this, primary health care then becomes an
empty slogan. This is the real litmus test of commitment at the country level and it is
because of this that an awful lot of work still needs to be done in different settings to
understand the ipner dyngmies of community involvement,

10. Az regards resources of all kinds, it must be realized that for some time to come there
will always be a shortage. In this conmexion, mention must be made of the '"reallocaticn of
resources” that has been talked about over and over again. In ecertain settings, reallecation
of pegsources is an urgent need; in others, and indeed the majority, it has to be admitted that
it is just simply impossible as the centre itself ig already stripped to bare bones, and any
form of reallocation is an impossibility snd therefore g myth. However, it should be possible
rc allocate any additional resources (largely external) to primary health care.

i1, Tt is diffiecult to discuss the problem of resources for primary health care without making
a passing reference to capital and recurrent costs. For a large number ¢f countries, a
significant proportion of the capital costs will have to come from external sources. On the
other hand, i1f primary health care is to be a going concern in any country, in the leng run the
recurrent expenditure must be generated from within the country itself. The realirzation and
acceptance of this fact from the very outset is of crucial importance. From it stems the

need, indeed the imperative that leaves no option but to think of the utilization of available
human resources (community health workers and trwaditiomal birth attendants) that can be paid

for in cash or kind by the communities themselves; of technologies that are socially and
culturally acceptable, of low cost and of high relevance technically: of appropriate
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communication systems that can ¢ut down on the needless digsipation of hupan effort and the

wear and tear of limited transportation; and the definition of natienal drug pelicies
including appropriate storage and distribution systems.

1z, Thinking exclusively of the different levels of primary health care, there are other
important subjects that should be addressed and that call for constant vigilance if success is
to be achieved. These include training and retraining of personnel by higher echelens in the

comptehensive health system, continuing supervision and support, provision of appropriate
supplies and equipment, and last, but by no means least, provision of the necessary logistic
Support. By way of example, such "mundane" subjects as the human interaction between a
professional and a traditional birth attendant, the redesipgnation of tasks for health and other
perscnnel, the regular controls necessary to emnsure that vital supplies are always available,
and the organization of vehicle maintenance to ensure their c¢onstant road-worthiness, often
make for the success or otherwise of health programme delivery. In short, if a health system
based on primary health care is to funetion properxly, there should not be an over-concentration
on what can be called the sophisticated aspects of health care to the total exclusion of these
fringe, but very important, prerequisites for success.

13. These and other problems closely related to them should he the constant preoccupation of
health systems oxr operations research in countries. The Working Group was unanimous in the
conviction that unless solutions to such problems were urgently sought (and with the awareness
that they will vary from country to country) the inevitable consequence would be that
activities concerned with primary health care would get bogged down or stay or move from one
pilot area to yet another. WHO's experiences with pilet areas in the past are replete with
examplesz of such problems.

III. ROLE OF THE INDIVIDUAL/FAMILY IN PRIMARY HEALTH CARE

14, If Health foxr ALl 43 to become a reality, there is a need to shock each individual into
an_awareness of the fact that the prime responsibility for his/her health belongs to him/her
and no-one else. If it is rrue that in the constitution of every nation the goveroment

authorities are implicitly responsible for the health of the peopulation as a whole, it is also
true that this in no way nepates the importance of the role to be plaved by the individual or

by the family as a collecrivity. The Working Group also diseussed the activities of what are
currently called "self-care groups" which are on the inerease not only in Furope and

North America but in other parts of the world - albeit in other forms. It is not the intention
to dwell on the arguments for and against especially those advanced by members of the medical
"establishment™. Suffice if only to say that their growing importance must be recognized and
that, in this connexion, each matrix specifies tasks to be carried out at the home level for
Yhealth begins at home",

15, In the matrix for PHC Element Neo. 1 - education concarning prevailing health problems

and the methods of preventing and controlling them - considerable attention has been paid to
the rvle of health promotion at the home level. In addition, in all the matrices, indications
are provided of the promotional, preventive or curative aspects of health care that form part
of the role of the individual or of the family. At first glance, it will appear that the
individual is being called upon to submerge himself/her$elf in the problems of health care to
the exclusion of the myriad of other problems that form part of normal daily life. This
apparent paradox can only be irvned out in the second phase of horizontalization or integration
of the tasks involved in the implementation of the esgential elements of primary health care.

Iv. ROLE OF THE COMMUNITY IN PRIMARY HEALTH CARE

16. As has been mentioned earlier in this paper, one of the key differentiating factors of
the primary health care approach is its focus on the "consumers" of health care delivery
systems: their problems, immediate needs, biases, aspirations, etc. This being so, the

involvement and active support of the community are of crucial importance if primary health
care is to succeed anywhere. The political commitment of the masses has already been touched
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upon; 1t has to be enlisted by education/information coupled with practical demonstration in
a language which they can understand and with a cultural bias with which they are familiar.
This political commitment can be enhanced by the invoelvement of some representatives of the

communities in the planning of their primary health care system. In short, what the Working
Group advocates is the complete involvement ¢f the community in the planning, preogramming,
implementation, monitoring and evaluation of the health system. This "bottom-up" appreoach

cannot be minimized as it censtitutes the key to success.

17. It is for this reason that in all the matrices areas for community suppert and
interaction have been identified and given the place of importance they deserve. In order to
advance the notion of the multisectoral approach to national health development, the creation
of Community Development Committees has been advocated as against Village Health Commirtees,
These commititees will gain in size and importance in the progressiom from the lower echelons
upwards; but the point of importance is that there must be a dynamic interplay between these
committees and the different administrative levels of govermment. It is one of the respensi-
bilities of these communities to choose from among their own people persons of proven integrity
to be trained as community health workers (CHWs) and traditional birth attendants (TBAs)
including the organization of functional literacy classes. These committees will also have to
decide on ways of remunerating this category of workers either in cash or kind, on their method
of work, on ways of replenishing drug supplies initlially supplied by the government, etc.

18, Community suppeort is also necessary for the dissemination of relevant information
concerning primary health care and the much needed imteraction between health and other sectors.
To eite but a few examples, the creation of "cooperatives" will go a long way to improve the
production of cash and subsistence crops and therefere the nutritional status of the community;
and the vse of locally available media for tramsmitting information concerning an immunization
campaign will have positive repercussions on the immunization coverage, In addition, the
community can generate from within the necessary human and material resources for the
construction of recreational facilities for health promotion.

V. ROLE OF THE MINLISTRY OF HEALTH AND OF
THE HEALTH SYSTEM INFRASTRUCTURE IN PRIMARY HEALTH CARE

19. There is a growing dissatisfaction with the conventional health care patterns as they
have developed over the last few decades, 411 over the world, there are strong reactions
against the over-reliance on advanced technelogies, the abuse of drugs and of diagnostic and
surgical procedures - such features lead to a dehumsnization of health care and the appearance
of new health hazards generated by a system supposed to protect people. In developing
countries, little or ne progress has been made in terms of coverage of health care. wWith the
exception of a few countries, almost everywhere the major emphasis, in terms of expenditure for
health, i#s placed on the care of the very sick, whereas the care of the healthy or less

obviously sick has made far less progress. Such trends are being aggressively supported and
promoted by vested commerelal interests.  Thus, the health care systems of practically all
countries have little relevance to actual needs, As they have pgrown and consolidated over the

years, the systems of affluent countries have become less flexible and less open to change,
while in the developing countries a reorientation cam be easier provided it starts forthwitch.

20. Hardly anyone will question the statement that no viable society can any longer afford to
limit the maintenance of health to the care of the sick. Only the societal and administrative
structures whereby health is to be managed are subject to legitimate ideclogical variations;
but whatever health system iz choszen, the aim must be to make it a system for the whole man,
net merely for the sick man. Maintaining health means the contaimment of all known major
threats te public health (envirommental, psycholegical and biological) by means of kmown
technologies and the promotion of healthy life styles among all; enabling all those who are in
good health to remain so; and providing relief to those whe are in ill-health. This approach
requires & complete redefinition of the types and numbers of health workers needed and s shrewd
appraisal of their training curricula and work schedules, including those of medical doctors.
The technologies to be used must alsoe be scrutinzied s as to ensure that the simplest
appropriate technology is applied to each case.
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2l. The exposé in paragraphs 19 and 20 epitomizes the new role of the Ministry of Health and
the comprehensive health system embracing primary health care that it decides to establish.
Traditionally, Ministries of Health have little political leverage and do not receive an
important share of the national budget. But this very fact imposes a supreme responsibility
to define objectives and prioritles elearly, to select health care technologies judiciously,
to maximize the use of essential drugs whose selection is the result of well-defined nmational
drug policies, to mobilize community support and, once obtained, to ensure its invelvement in
all aspects of health care delivery and to inculcate sound principles of "management' that are
so essential for success.

Health systems infrastructure

22, For countrywide health systems based on primary health care to function optimally 4in the
delivery of health programmes to all sections of the population, the following points require
serjous congideration and constant vigilance: the appropriateness of the existing health
infrastructure, the correct mix of different categories of health manpower needed at each level
of the health system, the technical content of programmes, the appropriateness of the existing
technology, suppert and management. Yet, in this age of technological advance, there fis
frequently a preoccupation with the sophistication of technologies to the detriment of
establighing appropriate health systems infrastructure. The latter is just as imporcant, if
not more &0, for the adequacy of the health infrastructure is a determinant factor in ensuring
that health technoleogies are used with maximal cost-effectiveness.

23. There is no universal blueprint of a health system infrastructutre. Each country must

decide on the system that can best cater for its needs guided by the pecularities of its
political, administrative and cultural setring. This apart, there are however certain key

factors to be borne in mind in order to ensure that actions taken at different levels are
coherent and mutually supportive:

{a) geographical and demographic characteristics of the various parts of the country;
(b)Y quantity and quality of the available manpower;

(¢} definition of the functien, scope and degree of sophistication of work to be under-
taken at different levels:

(d) definition of the lines of demarcation within the health infrastructure of the
different levels of care - primary, secondary and tertiary - remembering that primary
health care must remain the hub of the health system infrastructure;

(e) siting of the first referral level or hospital In primary health care must be in a
strategie location in view of its important eoordinating, training and supervisory
functions.

24, Tn the matrices that have been formulated, the delivery of primary health care has been
shared between four main levels which are more fully described in a separate paper. With the
exclusion of the home and communal levels, the other two levels mean different things in
different settings, e.g. the first health facility can mean a dispensary, health centre or even
the consultation room of a general medical practitioner.

VI. SUFPPORT NEEDED AT VARIOUS LEVELS OF PRIMARY HEALTH CARE

25. The importance of the support provided by the higher levels of the comprehensive health
system for the different levels of primary health care needs no ewphasis,  This support
embraces planning of health care delivery in its mulriple dimensions, the definition of
appropriate currlcula for the training and in-service training of all categories of health
personnel using modern educationmal methodology, the establishment of a carefully planned
schedule for the provision of supplies and equipment and the provision and maintenance of the
right type of lopistic support.
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26. The constant support and supervision required at the different levels of primary health
care should not be lost sight of. Throughout the elaboration of the matrices the Working
Group kept this fact in the forefront and indications of what this support means in practical
terms have been incorporated in the matrices. For the sake of reiteration, guidance, support

and supervision from the first referral level to the first level health facility and from the
latter to the communal and home levels include the right type of human intermetion between
professional and lay or traditicnal health perseonnel; provision of appropriate mechanisms for
the acquisition of correct skills and kpowledge for the accomplishment of prescribed tasks;
constant guidance and supervision by the next higher level to ensure that the tasks are properly
executed:; regular distribution of the right type ¢f supplies and equipment amrd organization on
a strict basis of a3 system of maintenance on the spot of wvehicles and equipment of all kinds.

27. A passing comment has been made of the importance of health systems research. This
should be a built-in component of a comprehensive health system based on a primary health care
System. Experience has shown that operations research is not offen attractive to the best

researchers, few as they are; therefore, as for eveluation, simple mechanisms must be desipgned
to allew those working on the job to cellect the right type of infermation for objective and
critical analysis.

VII. THE RELATTONSHIP BETWEEN PRIMARY HEALTH CARE
AND OTHER SECTORAL PROGEAMMES

28. There is hardly any need to belabour a point which has practically received universal
acceptance and, that is, that natienal health development L5 not the prerogative of the health
sector alone. Other sectors such as agriculture, education, wster resources, social welfare,
communications, et¢., contribute equally, if not more, to the improvement of the health status
of populations. This iz the multisectoral concept implicit in the primary health care approach
and which calls for a continuing dialogue between the health sector and other national sectoral
programmes.

29. Literacy programmes of all types (e,g. adult literacy, functional literacy for 'lay"
health personnel) can eontribute in no small way to the success of primary heslth care. Health
legislation is another important aspect, but the proliferation of legislation for its own sake
gant be counter-productive unless effective mechanisms (reflecting cultural variatioms) [or its
enforcement have been previously identified. The improvement of the health status of
agricultural, industrial and migrart workers calls for special approaches invelving contrel of
occupational health risks, promotion of the humanization of work and a well coordinated
programue of research. Here again, the need for continuing dialogue with industry, the
Ministries of Labour and Health needs no emphasis.

VILL. POSSIBLE USE OF THE MATERIAL PRODUCED

30, The burning question that has troubled many minds is to what use should the material that
has been formulated by the Working Group be put? As hasg been clearly indicated in the intro-
duction, the first important use is te help us in WHO understand the complexities of preogramme
delivery at the country level in our respective programme areas. This awareness should, in
itself, facilitate the indispensable interaction between all programmes directly or indireectly
relatred to primary health care. The very expression "primary health care'" conjures up in our
minds different things for different people; and yet there needs te be a unified concept if
our motivation, approaches and practical identification with country activities are to be
intenzsifiled.

31. Next comes the question as to what use can best be made of the material at the country
level. It can be used for crosg-checking purpeoses for individual programmes; buf more
importantly, it can become a useful tool at the country level only after the process of
horizontalization o integration of programme activities has been undertaken and this, most
ideally, in countries.
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Definitions of variocus levels of primary health care
1. These definitions are to be seen as working definitions for the purpose of amalysing and
describing the resources needed at the primary health care amd supporting levels in order to
carry out the activities making up the minimum eight elements of PHC. Emphasis is placed op

the situation of a developing country with a low GNP, predominantly agricultuxal economy, with
ahuut B0Y of the population living in rural areas and urban slumg, high birth rates and infant
and maternal mortality rates, and the following main health and health-related problems:
malnutrition, infectious diseases, infant diarrhoea, malaria and other vector-borne diseases,
complications of pregnancy and labour.

The details of what ig available at the different levels will vary greatly between
countries, but the definitions given hereunder, with the attached graphical illustrations of
the levels (Fig. 1) indicate what needs to be there, or developed, in order to effectively
implement a primary health care strategy.

In ozder to develop a viable PHC strategy hefore the year 2000, it is not enough that the

infrastructure, as deseribed above, be set up. The essential prerequisite is a thorough
commitment te the strabegy, not only by the Government but even more so by the local community
and by the supporting health personnel. This in turn requires that efficient and effective

mechanisms be set up, or strengthened, for a contimuous dialogue between the different levels,
other national sectoral programmes, and the communities.

2. Definitiwns/ﬁescriptions of the levels (refer also to Fig. 1).

Home level: This refers to the basic unit in any community: the household. The family
members are the ones primarily responsible for activities at this level, whether they are szean
as individuals, mothers of children or heads of the household. Persons from the neighbourhood,
as well as home-visiting community workers of variocus kinds {including trained health workers)
interact with the family and are directly involved in activities at this level.

Communal level: Activities at this level concern the health of a whole community (Village/
town eor group of villages) and require common facilities and/br jeint voluntary efforts of
community members. Examples are cleaning campaigns, construction of faeilities, information/
education about immunization sessions, etc.

The Community Development Committee, or equivalent (see Fig. 1) is the central coordinating
mechanism for activities at this level, but it alse provides support to activities at the other
levels, in particular the home level (see the individual matrices - column for "community
support'. The Cowmmunity Development Committee interacts with, aznd is supported by, the
individual community members, in addition te various community groups, as well as national
sectoral preogrammes ineluding heslth.

Community health werkers (CHWS),l as well a5 other community workers gnd voluntears,
function also at this level both in promotional/informational activities and in planning
implementation of communal health activities. Many commnunities have created an actugl
facility for the CHW at this level.

First health facility level: This refers to the first level where a trained health
professional is available and where facilities are available for runming clinic sessions. The
kind of facility and the type of staff available will vary from country to country (see Fig. 2).

! For the purposes of this paper a CIW is defined as a person selected by the Community
fer a course of training of varying duration organized by the national health auwtherities.
It includes traditional healers of all kinds, particularly traditional birth attendants (TBAs)
and village health workers (VIIWs).
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In addition to the statie elinical activities, the staff interact both with the home level
(during home visits) and the communal level. This level also f£ills a major supportive role in
training and supervision of all kinds of CHWs.

First referral level: There are two types of referral systems in a PHC strategy (Fig. 2).
The first is a clinical referral system which includes the supervision of performances at lower
levels. The second is an administrative referral system - usually the District Health Office.-
This is the level involved in planning, management and support of activities related to
sanitation, health educatlion/information, disease control campaigns, etc.
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Vigure 1
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Figure 2
TRC HEALTH SERVICE INFRASTRUCTURE
FIRST LEVEL
HEALTH FACILITY:
- "health house" - purse and/or
or similax, - nurse/midwife
- dispensary, - agsistant nurse
- health centre or other auxilliary
with or without staff, incl. CHW
beds.
Sometimes:

— medical assistant
or physician

- sanitary inspector

- dietician

— pharmacy assistant

- laboratory assistant
FIRST REFERRAL
LEVEL:

Clinical: - rural hospital, - physician (G.F.)
- district - nurse
hospital, etc. - midwife
- - hespital aide
- laboratory technician
— X-tay technician

Sometimes ;

-~ phammacist
- medical assistant

Administrative: District — public health medical
(or province) officer
health - public health nurse/
office SUpervisor

- sanitarian

— nutritionist/dietician

- storgkeeper

Sometimes :

health educaticn assistant
laboratory techmician
water agency technician
statistical assistant,
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PHC ELEMENT Ne. 1: EDUCATION CONCERNING THE PREVAILING
HEALTH PROBLEMS AND METHODS OF PREVENTING AND CONTROLLING THEM

Narrative summary
INTRODUCTION (General objectives)

Education for the promotion of health and the preventiom of disease is the first of the
eight essential elements of primary health care mentioned in the Alma-Ata Declaratiomn. This
emphasizes the fact that in the final analysis it is the individual who will decide to be
healthy or not, to accept health measures, to work with others in creating a healthy enviromment
and to work for the promotion of health for himself/herself or the community in which hg/she
resides. This should not, however, be construed as meaning that the individual ie the sole
person responsible for his own health. There are a number of issues outside the econtrol of
the individual that govern his own health: sociceconomic conditions, pelitical isscves, cultural
trends and norms, religious beliefs, etc. It &s within this framework that healrh educatien
and information must work in order to be successful.

Information and education, therefore, must foster activities leading to a situation where
people:  want to be healthy; know how to attain health; do what they can individually and
collectively, and to seek help when needed.

CONTENT AT DIFFERENT LEVELS OF CARE

The health of the individual, family and of the community depends on a number of factors
including the environment and lifestyle. It will be futile to try to maintain health and
promote healthy living without changes or modifications in the eaviromment and in unhealthy
habits and 1life styles of individuals. In addition, eoutside forces may also influence the
individual and the community to change some of the more healthy life styles in oxder to replace
them with what seems to be acceptable in other cultures. It ig evident, therefore, that
information and educatiom must not only dezl with thoge trends that need to be changed but also
with the maintenance of others that seem to be appropriate.

Specific tasks and ways of providing for their attainment are outlined in the matrix.
The activities are subdivided into three interdependent areas of involvement: health promotion,
prevention of disease and maintenance of health and education to deal with diseasa. Some of
the types of action required at different levels are detailed hereunder;

Home level:

The family is the basic unit of self-reliance in health and the prime focus for most
information and education activities. Specific tasks include:

- agquisition of basic knowledge in order that the ipdividual will come to value health
and krew how Lo maintain it;

- acquisition of an understanding of local health hazards and how ro avoid them

» recognition of health variants and of disease and acquisition of the ability to take
proper self-care declsions or to seek help,

Communa}l level:

Without adequate communal suppert, health will be difficult to attain or maintain.
Collective action is required to create the sociceconomic and environmental conditiens within
which individuals will be motivated to take their health into theix own hands to the greatest
extent possible. This includes;
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- easy access to sound and useful information on prevailing health preoblems and methods of
preventing amd controlling them;

- a clear understanding of the technologies and services available and their advantages
and dj=advantages;

- positive health information through the mass media, including the aveoidance of its use
to promote the utilization of products which may be detvimental te health or creating

an undue dependence on nonessential medicaments and practices.

Health services (ineluding firsc health facility and first referral level):

The health services have a responsibility for encouraging and facilitating family self-
reliance and the involvement of the comuunlty In the planning and implementation of health care
Systems. Unless this is understood, people will continue to be "recipients" of health care,
i.e. passive observers rather than taking the responsibility for their health into their own
hands. Specific tasks include:

~ counselling of patients including promotion of healthy behaviour;

- provision of sound health information;

- organization of formal health education activities;

- fostering interdisciplinary approaches to support the family and individual:

- close ccoperation with the mass media to foster positive health informatiom.
INDICATORS OF PROGRAMME EFFECTIVENESS

Realizing the faet that the effectiveness of information and educarion programmes should
eventually be manifested by the attainment of a better level of health in the population, their
evaluation becomes a very complex process. For, indeed, the attaimment of & better level of
health in any population is dependent on a number of factors of which information and education
of the individual and of the communities constitute just one element. Recourse would therefore
have to be had to the use of interim evaluation, that is, to compare the output (knowledge or
participation) as against the input (provision of information and encouragement and organization

for actiom). In that case information and education programmes might have to use the following
as indicators:

- increased knowledge of the importance of proper nutrition, common health hazards and how
te avoid them;

- increased competence in dealing with disease or accidents;

- reduction of those diseases or conditions in which the role of the individual is of
primordial importance, such as, reduction of infant morbidity and mortality due to
diseases preventable by personal hypiene, reduction of home accidents, ete, ;

- sustained participation in individual or group recreational aectivities;

- increased utilization of health facilities;

- increased coverage of health topics in the mass media and the use of advertising
practices which foster healthy living.
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GLOSSARY QF TERMS

The purpose of this glossary is to explain the terminology used in the
framework of the matrices.

Element :

Activitx:

Level:

Person{s) responsible:

Competence and
knowledge required:

SuEElies and

equipment:

Loglstic support:

Community support:

Refers to the eight elemgnts of primazy heaith care,
as defined in the Alma—Ata Declaration.

Refers to broad activities thar constitute essential
components of the content of a particular PHC element.

Home, communal, firgt health facility and tirst
referral level. See the paper on "Definitions of
various levels of primary health care",

The core coutent of primary health care: the detailed
tasks that have to be performed in order to
tmprove/maintain health, The decision as to which
Lasks are essential (i.e. priority tasks) has to be
taken at the national level, based on the priority
ranking of nealth problems and strategies.

Refers to the various persons at different levels who
will have full or partisl responsibility for carrying
out the tasks required. Who is exactly responsible
for a specific task will vary from country to country,
depending on existinyg legislation, health system
infrastructure, cultural factors, ete,

Bkills and knewledge that persons who are going to
carry out the specific tasks need to possess, 1.¢. the
content of education or professional training
programmes, Tne type of knowledge needea may often
be the same, for example, for a physician and the
mother of a child; while the depth required will vary
considerably.

The "hardware" support needed at different levels for
specifac tasks, such as, clothes for the newborn baby
at home; obstetrie¢ equipment at the first health
facility or referral level; material for preparing
blood slides; microscope; drugs, etc.

Various types of suppert activities from higher
levels, such as supervision, educational programmes,
referral systems, consultant expertise, etc, 1t alse
lacludes facilities for transpertation, transport and
equipment maipbénance, £tc.

Refers to a variety of intersectoral programmes or
activities at the level of the commupity that can
provide direct support to activities at the other
levels in the matrix. ‘
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ANNEX ¢

EXCERPTS FROM THE SEVENTH GENERAL PROGRAMME OF WORK
(1984-1989)

6. PUBLIC INFORMATION AND EDUCATION FOR HEALTH

184, The existence of g public that ig aware of actioms it cam take to promote its own
health and that is motivated to undertake such actions is essenrial to the primary health
care approach, Without this, the effectiveness of the other compopents of the health system
will be greatly diminished. In fact, the Declaration of Alma-Ata on primary health care
mentioned education concerning prevalling health problems and the methods of preventing and
contyelling them as the first of eight essential components of primary health care.

183, Numerous obstacles impede individual and community action for health,  They range
from lack of knowledge of basic hygiene, culrural raboos, unhealthy life-styles and
insufficient encouragement of cultural factors that promote health to inadequate and
ineffective health education, motivation and public information efforts, all too often
operating In isolation from the mainstream of the health systems. In addition, aggressive
advertising of products harmful to health usually overwhelms the feeble educarional efforts
aimed at fostering healthy life-styles, particularly among the young,

186. Health education and health information activities by the public and private sectors
are often uncoordinated, under-financed and have not been developed as a fully integrated,
esgential element of national health strategies,

187. These activities are an important part of such strategies, for they mobilize political,
financial, managerial, technical and popular support. Countries will be encouraged to
develop health education and publie information support for all healrh programmes ag an
integral part of their health system. WHO will promeote th establishment of interdisciplinaryy
apd intersectoral working groups in countyies to ensure that health education and information
efforts are coordipated and mutually supportive. These groups should include representatives
from mass mediz, the educatiopal sector and voluntary organizations, and should work closely
with national health councils or gimilar bedies, sinee all healthy behaviour camnnot be promoted
thyough action within the health sector alone, WHO will support this process by mebilizing
global public opinion and political commitment, popularizing and disseminating information
appropriate for natiomal use, collaborating with countries in educational and information
activities, assisting in the training of the persomnel required, and fostering appropriate
health education and communication research.

- Objective 6

188. To foster education and information activities which will encourage people to want to
be healthy, to know how to gstay healthy, to do what they can individually and collectively
to maintain health, and to zeek help ag needed,

- Targets

189, This programme's activities will aim at fostering national and internatiomal action so
that by 1989:

(1) most countries will have coordinated and mutually supportive public health informa-
tion and education efforts involving ministries of health, information, education and
other related sectors, which reach their entire population;
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{2y =2ll countries will have coordinated programmes that disseminate relevant and
techrically sound information to increage individual and community capabilities for
invoivement and self-relianes in bealth and to promote healthy behaviour, particularly
regarding family health and nutritiom, envirommental health, healthy lifestyles and
digease prevention and control.

- Approaches

150, Health education and information of the public are two sides of the same coin;

similar messages have to be delivered by whatever media are most appropriate to do so,
Messages for delivery through the mass media will be prepared in such 2 way as to stimulate
without unduly frightening, and as to waintain a proper balance between individual and
comnunity needs. WHO will prepare such messages and will help countries to tramslate them
into their cultural and language needs and to apply them in the ways most appropriate to them,
Two lines of development will be pursued, The first will broadep the avenues available for
dissemination of health information through promoting greater participation of health and
other related sectors in coordinated efforts. WHO will promote and support the development
of strategies and procedures to increase coordination between ministries of health, education,
communications, agriculture, wural development and related sectors, community groups, industry,
the mass media and concerned nongovermmental organizations with regard to health education apnd
information at both the national and international levels. Consistent efforts will be made
to promeote acceptable self-care practices by individuals and communities. All types of
health workers will be expected to take part in the health information and cducation of the
public, In addition, innovative approaches to involve teachers in primary and secondary
schools, agricultural and rural development workers, literacy and adult education programmes,
labour and industry groups and traditiomal health workers im the dissemination of health
information will be eéncouraged and supported.

191, The second type of sapproach will seek to improve the effectiveness of the education
apd information programmes, wherever they are carried out, through improving methods and
materials, including the introduction of training in health education inte the curricula
for training all categories of health workers. In addition to strengthening the use of
exizsting methods, the development of new methods and exploration of alternative media and
methods, including the use of traditional media, will be encouraged to reach individuals
and communities which have no contact with the media currently in use. WHO will provide
information and support im the development of appropriate materials for education of the
public and for training personnel of all types to provide health education and informstion
to the publie,

192. Information materials will be developed, locally adapted and field-tested, particularly
as it relates to the need to develop positive and adequate eating habits and for exercise and
for outdoor leisure activities and sports, and to the risks conmected with the health effects
of smoking and the use and abuse of aleochol and drugs. Self-help activities will be
emphasized, Guidelines and training material for health and other workers will be adapted
to different target groups in all major languages in each region, aiming to make people aware
of the health, as well as economic advantages of healthy hehaviour, which will open
poseibilities for alternative use of reszources. This can be carried out with the ¢ollabura-
tion of United Nativns agencies, particularly UNESCO, ILO, FAQ, UNICEF and nongovernmental
organizations concerned, support will be provided to develop and improve training in health
education and information for all concerned workers im health and related areas. The
inclusion of skill development in communication and in stimulating behavieural change in

such training programmes will be encouraped,
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193. 1In the implementation of the above approaches, the information content will be
determined collaboratively with the technical specialists concerned. Particular emphasis will
be placed on reaching children and adolescents. Attitudes and behavioural patterns are

formed early in life; consequently, particular emphasis in the programme will be onthe young
and the ipvolvement of the educationmal sector will be vital; specific curricula will be
developed not only for health educators but also for all other workers in the health and

other sectors who are in contaet with parents and young people. Material will be developed
and incorporated in media, such as pictures, comic books, and cartoons. The needs of other
high-risk and underserved population groups will alsc be emphasized.

194,  The dissemipation of educational and information support material for primary health
care, promotion of healthy behaviour and life-styles, and the facilitation of individual

and community self-cave, will be especially emcouraged, Support to specific requirements
regarding elements of family health, emvirommental healrh, and digease prevention and control
will be selectively provided wherever necessary, according to lecal conditions.

c. HEALTH SCIENCE AND TECHNOLOGY

193, The health system infrastructure provides the human and material means for delivering
health care, but its impact on health depends on the substance of what is delivered, A vast
amount and bewlldering variety of health technologies exist but they are not always available
to all who need them and they are nmot always appropriate to those in need.  For this reason
it is necessary to reappraise health technologies, selecting those that are appropriate in
specific circumstances, generating new technologles as required and searching for behavioural
alternatives wherever possible. To do so, systematic scientific endeavour is required.
Technology reappraisal and development is needed to arrive at suitable ways of protecting and
promoting the health of people of all categories and ages, including gpecific population
groups such as young people, workers and the elderly. The promeotion of their mental health
is no less important than that of their physical health, A healrhy enviropment can contribute
to both physical and mental health, No known civilization has been able to eliminate disease
whatever the measures they have taken; so technology for the prevention and cure of diseasge
iz highly important and is likely to remain so. This includes technology for diagnosis,
treatment and rehabilitation in general, as well as for the prevention and control of gpecific
groups of diseases. ‘




