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NEW APPROACHES TO HEALTH
EDUCATION IN
PRIMARY HEALTH CARE

Report of a WHO Expert Committee

A WHO Expert Committee on New Approaches to Health
Education in Primary Health Care met in Geneva from 12 to 18
October 1982. Mr J. Ling, Director, Division of Public Information
and Education for Health, opened the meeting on behalf of the
Director-General, and read the opening address prepared by Dr
J. Hamon, Assistant Director-General, which emphasized the need
for a fresh look at health education approaches and practices in view
of the WHO goal of health for all by the year 2000. Health education
had progressed considerably since the first meeting of the Expert
Committee on Health Education of the Public in 1954 (7). Further-
more, the experience gained in recent years in health education and
the many developments that had taken place in the fields of social
sciences and mass media technology had broadened the scope of the
discipline of health education. This was, therefore, a particularly
opportune moment to review the current approaches in health
education in order to bring these into full harmony with the prin-
ciples of primary health care and to increase activities in that field.
The WHO' Seventh General Programme of Work, covering the
period 1984-1989 (7), indicated that the role of information and
education for health would be more prominent than ever before.

1. INTRODUCTION

In 1977, the World Health Assembly unanimously adopted a
resolution (WHA30.43) which stipulates that “the main social tar-
gets of Governments and WHO in the coming decades should be the
attainment by all the citizens of the world by the year 2000 of a level
of health that will permit them to lead a socially and economically
productive life” (2). With regard to the achievement of this goal, the
Sixth Report on the World Health Situation (3) states that health
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has to be attained and cannot be imposed; thus the first requirement
for the attainment of health is a commitment by both the people and
the government. Adequate education in general is essential for the
development of this commitment.

The International Conference on Primary Health Care organlzed
jointly by UNICEF and WHO in Alma-Ata, USSR, in 1978,
declared that “people have the right and duty to participate in-
dividually and collectively in the planning and implementation of
their health care”, and that “education concerning prevailing health
problems and the methods of preventing and controlling them” was
the first of eight essential activities in primary health care (4). It is
within this context that a new look at health education is essential.

In calling for new approaches to health education in primary
health care, the Expert Committee recognizes that no aspect of
health care is static. In the case of health education, in order to make
it more effective, it is essential to attune it to the prevailing lay and
professional perceptions of health problems.

_Originally, health education developed .along the lines of the:
biomedical views of health and disease current at that time; accord--
ing to which social, cultural, and psychological factors were thought
to be of little or no importance. The assumption underlying health
education activities was that people would enjoy better health if they
would act in the manner recommended by health workers. Hence,
the emphasis was on the transmission of correct health mformatlon
to the general public.. -

The term “health education” itself suggested to some the outward
and downward communication of “health knowledge” to in-
dividuals supposedly with limited ideas on how to avoid illness or
on how to cope with disease. In the early years of health education,
relatively few efforts were made to understand people’s traditional
health beliefs and practices, and to consider these beliefs and prac-
- tices in developing health education strategies. While some attempts

were made to learn about what the communities themselves regarded
as their health needs and priorities, these were not systematic. It was
assumed, rather, that only health professionals were in a position to
- assess these needs and priorities. Furthermore, health education was
committed to values derived from allopathic medicine, including its
normative goals, its diagnostic and therapeutic techniques, and its
criteria regarding the success of interventions. .
Although the role of culture,: religion, and society in shaping
people’s behaviour was emphasized by the Expert Committee on
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Health Education of the Public in 1954 (1), these factors have seldom

- received the careful attention they require for effective planning of
health education activities. This remark also applies to the concept
of participation. :

Today, because of changing disease patterns, rising social ex-
pectations, and a new relationship between community members
and health care providers,! health education is facing a challenge
unparalleled in its history. With the recognition of the fact that there
is conventional wisdom in every community, and that people are
able to think and act constructively in identifying and solving their
own problems, the emphasis in health education is shifting from
“intervention” to community involvement.

- As a result of this, the health educator? becomes a learner as
well as a “facilitator” and a teacher, just as the community members
become teachers as well as learners. The community members need
to introduce health educators to their “health culture” by explaining
to them the rationale behind their health beliefs and practices, their
therapy-seeking behaviour, and their perception of their own health
problems. Health educators, for their part, must engage in a con-
structive dialogue with community members to find culturally
appropriate responses to health problems—identified jointly by
the community members and health workers—within the context
of the primary health care philosophy.

In the reorientation that health education is currently under-
going, new roles are emerging for health care providers. In order
to perform these roles effectively, new forms of training will be re-
quired in line with the new strategies of working with communities
and with new concepts in education. This new approach should
create in the health care providers a better appreciation of how
research and evaluation can contribute to improving the effective-
ness of health care activities. These issues are discussed .in detail
below.

1 Health care providers include: physicians, nurses, midwives, pharmacists,
traditional health practitioners, birth attendants, health auxiliaries, child care work-
ers, physiotherapists, and appropriate lay persons.

2 Throughout this report the term “health educator” is not limited to the
“health education specialist”, whose functions are outlined in section 5.1.7, but refers
to health care providers and professionals from various sectors who use the educa-
tional approdch and can influence levels of health through their action.



2. THE ISSUES

It is realized today that science and technology can contribute to
the improvement of health standards only if the people themselves
become full partners of the health care providers in safeguarding and
promoting health. Furthermore, in a number of fields it is more
urgent to make good use of existing knowledge than to generate
additional knowledge and new tools. This is particularly important
in the light of the large increases in medical expenditure in recent
years (especially in the industrialized countries), and because of the
logistic limitations to the provision of adequate health care to the
majority of the world’s population.

. It is not accidental, therefore, that education was given special
attention in the Alma-Ata Declaration (4). Also, it is not by chance
that the WHO Global Strategy for Health for All by the Year 2000
(9) constantly refers to educational activities as the very best way of
encouraging people from all walks of life to participate in health care
and of making them the true artisans of health and development.

In fact, the WHO Seventh General Programme of Work
stipulates that activities in the field of information and education for
health should aim to increase “individual and community
capabilities for involvement and self-reliance in health and to
promote healthy behaviour, particularly regarding family health and
nutrition, environmental health, healthy life-styles and disease
prevention and control” (7).

These decisions constitute a major challenge for all those involved
in the broad field of communication for health. But is health educa-
tion in a posmon to meet this challenge?

The situation in the world today is paradoxical. On the one hand,
we are witnessing more and more elaborate technical advances and
a trend towards continuous material progress, but, on the other
hand, we see a majority of the world’s population still grappling with
malnutrition, poverty and illiteracy. The contrast is striking, but the
two extremes are equally dangerous. Both poverty and affluence may
generate somatic disorders and psychosocial problems. The world
today is changing at an unprecedented pace, and a number of
developing countries have made technological progress in some
fields within one or two generations that took several generations to
accomplish in the industrialized countries.

In the field of health, there is general agreement that the mere
absence of disease is. not sufficient. Good health should enable
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individuals to develop to the maximum both their physical and
mental potential, and to live socially and economically productive
lives in harmony with their environment. Despite this broad objec-
tive, the health education approach often remains paternalistic and
commandment-like. Many administrators still believe that watching
a film, seeing a poster, or listening to a talk will lead the individual
along the right path. Remembering the success of campaigns con-
cerned with disease control, they insist on using the same methods
as before, and when these do not work, they consider health educa-
tion at fault. But the problems of today are much more complex. The
coercive approach often used in dealing with epidemic or parasitic
diseases is not applicable to such issues as personal hygiene, breast-
feeding, smoking, alcoholism, overeating, or excessive use of
medicaments.

Many health professionals tend to encourage people to want what
they themselves think people should want, rather than attempting
to understand the needs of the individuals and communities and
helping them to reach goals of their own choosing. This attitude,
where it exists, perpetuates the elitist position of health care
providers who make plans, define objectives, and develop messages
that aim at persuading people, thus creating a certain distance be-
tween health professionals and the “receivers”. Yet, the objective
should be to promote a dynamic interaction between health
professionals and the general population, keeping in mind that the
individuals and communities are not necessarily what the health
professionals would like them to be.

Even when health professionals and social scientists attempt to
understand the concerns of the community they serve, seldom do
they consider the appropriateness of the technology they are offering
to the people, and rarely do they pay adequate attention to the
relationship between the community and the health services. They
consider contemporary health technology prima facie as something
good and desirable, and assume that people should be made to
accept it. If people fail to respond positively, they are branded as
victims of their cultural and traditional beliefs, and health
professionals are often employed to educate such (presumably “mis-
guided”) people so that they learn correct health behaviour.

In the developing countries, health professionals have too often
focused on “selling” modern health practices to the people without
giving sufficient thought to whether the modern practices are
relevant to the community concerned in terms of its social and
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cultural background. A key issue, then, is whether a health system
based on modern technology should be imposed on a community or
whether each community should be allowed to select the type of
health technology-it prefers.

Another problem is related to the fact that health care has become
a monopoly of the health professionals, and, moreover, every aspect
of life is being drawn into the realm of medical science. Often, health
care is regarded as synonymous with professional care, with a clear
distinction between the providers and consumers of health services.
In effect, health care has developed along the lines of an industrial
model, becoming increasingly labour and capital intensive. Health
education is also using that model, adhering-largely to “clinical”
strategies, which imply that those who “know” should diagnose
1nd1v1dual or community needs and should demde on the educational

“treatment” required.

Furthermore, health education has been operatmg almost entlrely
within the value system .of professional allopathic medical services.
Its goals are set within that framework and its achievements are
measured in terms of outcomes, such -as the patients’ compliance
with the treatment, the reduction of hazardous health habits or
reduction of the period between the beginning of an illness-and the
time when the patient seeks treatment. In the past, health care
providers have focused mainly on the modification of individual
behaviour, implying that the individual is solely responsible for his
plight. This approach blames the sick, the poor, and the miserable
for their illness, their poverty, and their misery. It ignores the fact
that in a number of situations it is not the individual who needs to
be changed but the social environment in which he or she lives. In
“other words, the political, economic, and environmental factors that
have a negative or neutralizing effect on healthy behaviour need to
be modified.

In assessing the- 1mpact of somety on health it must be kept in
mind that no society is homogeneous. In fact, there may be many
societies within a given region or nation. This is particularly true for
populations in some developing countries where, in addition to
many ethnic and linguistically distinct .groups, there may be- a
pronounced polarization between the privileged and the under-
privileged. In such cases, the privileged often -have considerable
influence over the underprivileged by the very fact that they establish
certain standards and the norms of behaviour. They also have an
easier access to health care than the underprivileged.
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Historically, health education has been committed to prevention
and, more recently, to the concept of health promotion as well. The
objectives of health care in the past have been limited to helping
people gain access to professional services and to maintaining
appropriate medical regimes. Today, however, it is necessary to find
new ways of meeting the expectations of the people with regard to
the cost of health care, access to professional services, and the
quality of these services.

It is realized also that some of the models and structures of health
education developed over the years are no longer relevant. Hence,
there is a pressing need for a critical assessment of the current
approaches in health education in order to select those which
promise a sound basis for greater efficacy in implementing the
objectives of primary health care. Those engaged in health education
must decide what changes are needed and how they can be achieved.

3. THE CONCEPTS

The revolutionary Declaration adopted in 1978 at Alma-Ata (4)

will remain a landmark in the history of health care and health
education. It gives a place of prime importance to health education
in promoting individual and community self-reliance and in develop-
ing people’s ability to become full partners in health promotion and
care. ‘
Indeed, one major statement in the Declaration is the affirmation
that people not only have the right to participate individually and
collectively in the planning and implementation of health care
programmes, but also a duty to do so. In addition, it is the duty of
all those concerned with health education to help the people measure
up to this task. No longer should the health services filter down
through a number of layers to reach the underserved. A movement,
starting from the people, has now been initiated, which reflects the
will of individuals and communities to take a full part in the affairs
of their country and to share with the government the responsibility
for health care and health promotion.

Though community participation was already singled out as an
essential component of health progress several decades ago (1), never
before has it assumed such importance. In the past, participation
was too often equated with the provision of local labour to construct
a well, a school, or a health centre, while public funds were being
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used to build sophisticated hospitals in larger cities. Participation
—or more correctly involvement—is a process in which individuals
and communities identify with a movement and take responsibility,
jointly with health professionals and others concerned, for making
decisions and planning and carrying out activities. This is clearly a
process that health education can promote.

Primary health care has been defined as essential health care made
universally accessible to individuals and families in the community
by means acceptable to them, through their full participation, and
at a cost that the community and country can afford (4). The
objectives of primary health care can be achieved only if health
education plays a part. In fact, if primary health care is to be made
accessible to all, the inhabitants of every community must strive to
rely as far as possible on their own resources. To achieve such self-
reliance, the people should be involved in the planning, implementa-
tion, and evaluation of health systems based on primary health care.
This aim may be most effectively achieved through suitable educa-
tional activity aimed at enabling people to cope with pressing health
problems.

The WHO Global Strategy for Health for All by the Year 2000 (5)
provides further guidance on this point. In the primary health care
approach, the focus placed on community involvement means that
decision-makers; in developing new policies for health education,
must understand and accept the need to make provision for com-
munities to define and pursue their own goals, mobilize their own
resources, and control and evaluate their own efforts.

It also means that mechanisms must be developed (or strength-
ened) to ensure that individuals and communities can express their
views on their country’s health policy and take an active part in the
planning and delivery of health programmes, including health
education. Ways must be found of building up this process of
community involvement so that communities can regularly com-
municate their opinion on health matters and on their needs to the
national policy-makers. Eventually, the synthesis of local priorities
should dictate national priorities.!

This is a substantial departure from the traditional approach in
which the health education component of policies was defined in
connection with highly targeted programmes concerned with disease
control or family planning and which were carried out according to

1 Unpublished WHO document TD/HED/82.1.
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professional values and expectations. Targeted disease control

programmes are still necessary, but they should fall increasingly

within the community’s own framework of a comprehensive health
and development programme.

What is then the role of health education? The Director-General
of WHO has clearly outlined (6) the areas where new thinking is
required:

(1) health education needs to develop new policies in harmony with
the principles of primary health care and the strategy of health
for all by the year 2000;

(2) health education needs to facilitate the development of human
resources with the skills to translate social goals into educational
objectives for health for all by the year 2000;

(3) health education needs to reflect on the educational technology
most appropriate to promote individual and community in-
volvement and self-reliance;

(4) health education needs to strengthen its multisectoral approach
and to increase coordination of health education efforts through
appropriate technology;

(5) health education must pay greater attention to monitoring and
evaluation.

The views of the Committee on these issues are summarized in
sections 4 and 5 of this report.

4. CHARACTERISTICS OF THE NEW APPROACHES
TO HEALTH EDUCATION IN PRIMARY HEALTH CARE

Primary health care, with its commitment to provide health for
all by fostering self-reliance and social action of an intersectoral
nature, has to cater specifically for the needs of the underserved and/
or the underprivileged in order to help bring about equity in the field
of health. In this perspective, priority is to be given to the develop-
ment of a people-oriented health technology! to meet the felt
needs of people while giving appropriate consideration to the needs
that are recognized, epidemiologically, as requiring urgent attention.

1 The word “technology” is used here in the same sense as that in the Report
of the International Conference on Primary Health Care, Alma-Ata (4). It means: “an
association of methods, techniques and equipment which, together with the people
using them, can contribute significantly to solving a health problem”.
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4.1 A people-oriented health technology

In order to contribute to the promotion of primary health care,
some aspects of health education need reorientation and a number
of principles already acknowledged require forceful reaffirmation.

For one thing, it is necessary for the health care providers to
develop a better understanding of what can be called the “‘health
culture” of a community and of how this culture is influenced by
social forces such as the dynamlcs of social and cultural change and
the political and economic orgamzatlon of the community. The
cultural perception and the meaning of various health problems, the
response of the community to these problems, and the various
customs of the community constitute the three major interacting
elements that give to the health culture of a community its partlcular
characteristics.

A people-oriented health technology will require a fundamental
change in the relationship between the community and the health
care providers. In essence, this implies that people will no longer be
fitted into a predetermined framework of health care. Instead, the
approach adopted will enable community members to play an active

Fig. 1. Interaction between health care providers and communities

HEALTH CARE PROVIDERS

Perception of
community health needs

COMMUNITIES

Perception of
health needs

Behaviour with

Behaviour with

regard to provision [ { regard -to seeking
of health care 24 health care
Provision Aoceptance and
of health utilization of
technology health technology

- WHO 83620
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role in the planning and setting up of a health care programme. This
calls for a thorough understanding by the health care providers of
the people’s perception of their health needs and their acceptance
and utilization of different health care technologies—influenced as
these are by sociocultural and economic factors.

- Fig. 1 shows that there is an area where health care prov1ders and
the community share the same views on health problems, health
needs, and the appropriate solutions. As the exchange of ideas,
information, and technology between the health care providers and
the community increases, so does this area of “interface”. Health
education plays a key role in increasing such common thinking.

While health care workers should not compel communities to
accept the health technologies they propose, they should also not
allow themselves to be forced into a situation where they have to
abdicate their views on technical matters. The common ground
between the two groups should serve as a basis for a fruitful
dialogue, which may lead to change, provided health workers keep
in mind that sociocultural factors and beliefs are not necessarily
obstacles to development; in fact they can be points of departure for
development.

4.2 ,Lay resources in health care

The Report of the Director-General on the work of WHO in
19761 states: ‘... The primary health care approach represents a
reformulation of some of the basic tenets of public health, i.e., it
‘aims at promoting individual and community self-reliance. It im-
plies that people should act to improve their own health rather than
rely on others doing so for them.”” Therefore, in developing people-
oriented health technologies, priority should be given to available
lay resources and to indigenously developed health practices.

Recently there has been renewed awareness of the contribution
that lay people can make to health care. Lay self-care is a long-
established fact. Today, it is realized that lay self-care has an essen-
tial role to play in improving the health status of people and decreas-
ing health costs. Health for all by the year 2000 is not likely to be
achieved by using the available professional services alone. Lay
resources will need to be involved and will need to receive the type

1 Report of the Director-General on the work of WHO in 1976. Unpublished
WHO document, A30/2, 1977.
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of support that will enable them to make a useful and effective
contribution to the promotion of health. People will benefit most
from available professional services when they themselves have some
knowledge of health issues..

Health education has a powerful new role to play in promotlng
the involvement of lay persons in health care. This role will require:
(@) a reorientation of techniques of social analysis; (b) new educa-
tional methods which aim to enable people to identify and assess
health problems and to give them confidence in solving those
problems; and (c) new ways of creating links between key groups in
the community and of negotiating solutions to health problems.
Health professionals will have to assume an advocacy role for the
cause of health vis-g-vis both the people and the decision-makers,
giving due consideration to political, economic, and environmental
issues. Similarly, community health education, school health educa-
tion, patient education, and health education in the workplace will
require revision of strategies, objectives, methods, and of evaluation
criteria. ‘

One problem that must not be underestimated concerns people’s
attitudes to the concept of community involvement. Experience has
shown that individuals and communities may not always feel com-
fortable in accepting responsibility for their own health. Even when
they have been involved in defining their health problems they may
respond negatively, at least initially, to the idea of bemg partners in
planning solutions. The attitude that health care is someone else’s
responsibility is linked to the fact that in the past health profession-
als have taken away from the people their decision-making power
with regard to health. Therefore, an effort must now be made to give
them back their confidence and to help them develop their skills in
making the right choices.

The promotion of people’s self-reliance should in no way be an
excuse for health workers to avoid their responsibilities. On the
contrary, it will demand additional patience and effort on their part
to enable people to develop effective action for health; and it will also
require a fundamental shift from the elitist attitude to one of respect
for lay values, practices, and preferences in health. The involvement
of the people should not absolve health care providers from their
duties, and health education should not be used as a substitute for
services that must be provided.
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4.3 New approaches concerned with human ecology

During the past few decades, a number of health education
models! have been developed, most of which could be described
as ““‘cognitive”. These models were based on the view that health
education is basically concerned with “‘telling people” what is good
for them, what they should or should not do, how they can achieve
a desired result, and what consequences they should expect from
certain actions. The underlying concept in this approach was that
only a few people knew certain facts and that the majority of the
population knew little or held the wrong views.

Once the shortcomings of the simple cognitive models were
realized, health education focused on ‘“motivation” as an answer to
the reluctance or inability of people to translate the information
received into the desired action. Soon, however, it was realized that
motivation alone was not sufficient and that there was a need for a
much wider approach. As a consequence, a social element was
introduced in an attempt to explain the failures of the decision-
making process and to translate knowledge and attitudes into
behaviour.

In recent years, however, a better understanding has developed
of the processes that have a positive or negative influence on the
harmonious functioning of a person, both as an individual and as
a social being. This has prompted study of the role society plays in
influencing the individual’s health behaviour. It is now recognized
that a community’s values and norms play a vital part in defining
the general approach of people to illness and health as well as to
treatment and prevention, and that the process of socialization is one
of the most important mechanisms in transmitting certain values and
norms from one generation to the next. This has resulted in the
development of social intervention models of health education, in
which the emphasis is placed on influencing social, instead of in-
dividual, factors associated with health and illness.

Once it was recognized that the health of individuals and the
community is influenced by the social environment, it became clear
that individual life-styles also play a role in health. Life-styles are
developed by individuals and groups to cope with the requirements
and contradictions of their social environment. Life-styles comprise

1 A model is a set of relationships among key elements in a structure or process
that can be generalized to fit a variety of situations in which similar structures or
processes occur.
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a variety of behaviour patterns that are influenced by shared values,
traditions, typical forms of communication and interaction, lan-
guage, etc. By adopting certain 11fe-styles individuals and groups
establish their 1dent1ty and give a meaning to their situation in life.

Although it is possible to isolate specific behavioural patterns for
epidemiological or etiological studies—for instance, certain behav-
ioural patterns associated with social class differences—this does
not imply that one can use these isolated traits as the target for
health education efforts, dlsregardlng the general life- style of the
people. In fact, a major shift today in health education is from a
focus on particu]ar' behaviours (smoking, overeating, etc.) to the
general life-style of a person, which, in turn, is influenced by the life-
style of his or her family, community, and country. This implies that
there is a need for new health education models based on a sound
knowledge of human ecology, and taking into consideration the
interaction between the biological and environmental factors (both
physical and social) that influence harmonious development.

With regard to health education, the emphasis on' life-styles
further demands a change in the selectlon of target populations. In
order to prevent or to encourage the adoption of specific forms of
behaviour characteristic of persons with a particular life-style, one
has to concentrate on the institution which is mainly involved in this
process, namely, the family. One must not forget that it is at the level
of the individual and the family that values are formed. It is in the
home that the child first learns how to behave. These processes
extend later to the school, which has a decisive influence on an
individual’s future life- style through secondary or formal socializa-
tion, and eventually to the workplace.

4.4 New roles for health care providers |

Health care providers should appreciate the power they wield
through health education. Health education is a very potent
approach that can influence people to the extent that unfelt needs
become felt needs, and felt needs become demands with -political,
social and cultural undertones. Health education and primary health
care are not merely technical matters: they involve socioeconomic
issues that often have political implications. In their new roles,
health care providers should ensure that there is a constant flow of
information from the people to the decision-makers. They should act
in such a way as to make people realize that while they are represen-
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tatives of the national health authority, they are also partners of the
people in developing a health technology based on community needs
and preferences.

Another major function of health care providers should be to help
people achieve their own social and health objectives. All must be
done to promote self-reliance and to avoid meddling too much with
the community’s natural processes of growth and development. The
desire for change must come from within the community.

Many qualities are needed by health care providers in addition
to knowledge and professional skills. These include patience, being
a good listener, and a deep desire to understand people’s problems:
these qualities imply, first and foremost, that love and respect for the
people they are to serve and help should permeate the approach of
health care providers.

5, IMPLICATIONS FOR HEALTH EDUCATION PRACTICE

The implications of the new concepts for health education prac-
tice will be examined with regard to five areas:

—planning and management;
—ethical issues;

—information and communication;
—training;

——evaluation and research.

5.1 Planning and management

The planning and management of health education activities
involve a number of stages: formulation of policies, formulation of
strategies, planning and programming, implementation, and
monitoring of progress.

5.1.1 Formulation of policies

First, health education goals should be an integral component of
the overall development goals. They should be conceived within the
context of the national health goals, and the former should aim at
realistic improvements in the basic quality of life. They should reflect
people’s aspirations and should be such that individuals and com-
munities ¢an actively contribute to their realization. Health educa-
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tion goals conceived in this way should furnish a sound basis for the

formulation of policies and strategies and for planning and program-

ming.

Secondly, health education goals should be an integral com-
ponent of primary health care; these goals should be communicated
to all sectors concerned with development and should be integrated
in all development programmes. At this stage, policy guidelines
should deal with:

(a) the role of the community in identifying its own health
problems, including the extent to which it is possible to develop
community capabilities in this respect;

(b) ways of finding common ground between the felt needs of the
people and the epidemiologically assessed needs, and the role of
health education in this process; and

(c¢) ways of promoting the new concepts in health education that
are crucial for the goal of health for all by the year 2000, for example
by: ,
—making mutual respect the basis of the relationship between

health care providers and the people;

-—promoting acceptance of the fact that for the development of
a new health technology both lay persons and professionals are
essential and cannot replace each other;

—helping people to become self-reliant and involving people in
all activities;

—initiating and/or strengthening intersectoral collaboration; and

—developing new roles for health care providers in which they
give support to people’s initiatives.

5.1.2 Formulation of strategies

At this level, the various approaches that can be used to achieve
the proposed health education goals should be assessed, and efforts
should be made to develop a number of optional approaches, cover-
ing areas of activity and available resources. In formulating health
education strategies, attention should be paid to the crucial role of
community involvement in achieving health goals. Some essential
resources, at least initially and perhaps for many years to come, will
not be available in many communities. These gaps must be filled by
development agencies until they can be provided locally. In the
meantime, communities should try to maximize the utilization of
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available resources, explore potential ones (including lay resources),
and propose various areas of activity.

Furthermore, strategy-formulation should emphasize the inter-
sectoral approach by integrating heaith education goals with suit-
able developmental activities in other sectors such as education,
agriculture, irrigation, industry, and literacy programmes. Prefer-
ence should also be given to the development, adaptation, and
utilization of appropriate technologies.

5.1.3 Planning and programming

Health education goals should be translated at this point into
clearly defined objectives and subobjectives to be achieved within a
given time and with the resources available. Those responsible for
health education should make all possible efforts to identify intersec-
toral resources that can be coordinated and directed towards the
achievement of those objectives. The involvement of the community,
as well as of other sectors, is crucial for the development of realistic
and socially relevant objectives. Furthermore, it is essential to
promote people’s involvement at all stages of planning, beginning
at the time the objectives are set. People need to learn how to
formulate sound objectives. Adequate programmes should then be
developed to achieve the objectives decided upon.

5.1.4 Implementation

The decentralization of health and health education services
seems to be the logical way of implementing the new approaches in
primary health care which focus on development and require
maximum community participation. In order to involve people and
to enable them to formulate their own health care objectives, the
health care providers will have to:

(@) provide opportunities for people to learn how to identify and
analyse health and health related problems, and how to set their own
targets;

(b) make health and health-related information easily accessible
to the community, including information on practical, effective, safe,
and economical ways of attaining good health and of coping with
disease and disability;

(c) indicate to the people alternative solutions for solving the
health and health-related problems they have identified;
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(d) create awareness of the importance of effective communica-
tion in fostering mutual understanding and support between the
people and the health care providers;

(e) translate the targets set by the people into mmple understand-
able, realistic, and acceptable goals which the communities can then
monitor; and =

2 help people to learn how to set priorities among the different
health problems they have identified and to understand the need to
refer to relevant policies in doing so, e.g., that priority should be
given to the deprived sections of the community and to certain
diseases on the basis of the degree of their contagiousness, suscep-
t1b111ty to treatment, etc.

It is essential that communities have a clear understandmg of their
role in the implementation of strategies for solving health problems.
Here, health education should facilitate the dialogue with the people
through culturally and socially acceptable forms of communication.

When introducing new methods and technologies into a commun-
ity it is usually preferable first to identify local cultural practices that
lend themselves to modification, and then to introduce certain
modifications to serve the purposes of the strategy, rather than seek
commitment to wholly alien practices. Care should also be taken to
make the educational material (including its presentation) relevant
to the local culture and as practical as possible. The selection of new
technologies should be made with the objectives of the overall
development policy in mind.

5.1.5 Monitoring of progress and reSources

At the stage of programme implementation, it is essential to take
into account the role of the people in monitoring the progress of
health care programmes, at least in terms of the community’s criteria
for their success. Health education should facilitate community
involvement in the monitoring process. The mass media should also
be involved by providing information on the state of health care
programmes, and by helping to- maintain the momentum of
activities. Health education could also play a part in achieving
intersectoral collaboration in health care programmes by demon-
strating to the professionals from different sectors the benefits of
working together. Mechanisms of communication are vital to the
setting up and maintenance of intersectoral collaboration.
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5.1.6 Training, research, and financing

At the programming stage, steps should be taken to identify the
training needs of the people who are to be recruited from the com-
munity for health education activities. This approach will facilitate
the designing of training methods and materials and, eventually, the
actual training of community members.

In implementing the programme, it is essential to assign these
individuals to the right place at the right time. One aspect of training
should therefore deal with planning for effective use of human
resources including, for example, how to mobilize them, how to
improve the quality of their work, and how to prevent wastage. It
is also important that people be kept informed of the resource status
of their programme.

The development of the new roles and functions for health care
providers will require applied research in health education, as will
the training the workers in the performance of these roles.

In some countries, the national health and fiscal policies provide
that local communities should contribute financially to health expen-
ditures. In such cases, the community may need to raise funds to
support their own pro grammes. In this field, health education should
play a role in encouraging community members to part101pate in
fund-raising schemes for health development, and in helpmg to
make the local community organizations more aware of the impor-
tance of health in improving the quality of life.

5.1.7 The role of the health education specialist in planning and
- management

The new approaches in the planning and management of health
education involve basic changes in the role of the health education
spemahst Apart from disseminating health information and provid-
ing support to other professionals who, in turn, give technical and
administrative backing to the community, the specialist should be
capable of developing, usmg, and adapting educational approaches
within the objectives of primary health care.

As a member of a team or of a coordinating body working at the
national, state, or district level, the health education specialist has
important contributions to make at the different stages of health
education planning and management:

(@) formulation of policies—defining health education goals as
an integral part of the overall goals of primary health care;
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(b) formulation of strategies—defining the health education ap-
proaches needed to realize primary health care goals;

(c) planning and programming—defining health education objec-
tives and determining the allocation of human resources in an inter-
sectoral perspective;

(d) implementation—promoting the involvement of the com-
munity and health care providers in planning, implementing, and
monitoring health education activities in support of primary health
care; ensuring follow-up; and preparing both the community and the
health care providers for their role in health education activities;

(e) monitoring and evaluation of progress—developing realistic
criteria for the monitoring and evaluation of health education
activities.

5.2 Ethical issues

In developing policies and strategies and in planning activities for
health education, a number of ethical issues should be borne in mind
by the health care providers. They should:

—be sensitive to the need to promote the positive aspects of
professionalism e.g., respecting the integrity of individuals and
communities, increasing their autonomy, and encouraging the
people to maintain their own sense of values;

—in strengthening lay resources, give consideration to the strategic
role of women in primary health care;

—ensure that there is full and accurate disclosure of information on
health issues in order to enable the people to make informed
decisions—in doing so, attention should be paid to factors that
may bias the issues, the limitations of the information in question,
and the fact that current information is being constantly updated
by new findings;

—be sensitive to 1nd1v1dua1/commumty preferences and priorities
with regard to health behaviour and health care that may differ
from current professional views;

—ensure that health education activities are based on the people’s
perception of their health needs, priority being given to goals that
reflect both the felt needs of the people and the needs defined by
health professionals;

—ensure that health education clarifies the social, environmental,
and economic causes of stress and illness; and that it avoids
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blaming the people who are in fact the victims of factors often
beyond their control;

—appreciate the risks associated with paternalistic interventions in
disease prevention which do not take due account of the in-
dividual’s rights and of the welfare of the community;

—identify and control counterproductive biases e.g., sexism, racial-
ism, health fanaticism, and discrimination against certain age
groups;

—prevent ordinary aspects of everyday life (e.g., giving birth, child
rearing and infant feeding) being given undue medical emphasis;

—ensure that both professionals and lay people have respect for each
other’s experience and knowledge;

—avoid actions that promote values contrary to those of the com-
munity.

5.3 Information and communication

If people are to fulfil their role in primary health care, they have
to be well informed, and this is an important function of health care
providers and the mass media.! Both have a major role in: (@)
enlightening the population on the prevailing health problems in
their country and community and informing the people about the
most appropriate methods of preventing and controlling those
health problems; and (b) providing information on alternative types
of behaviour and their outcomes so that individuals can make an
informed choice and accept the consequences.

The present world economic situation and the poor prospects of
increased development resources in the near future, both nationally
and internationally, make it imperative to find ways of ““doing more
with less”. One way of doing this is to use the various media, and
this has important implications for health education. Since the mass
media make it possible to transmit messages inexpensively to large
aumbers of people, even in the remotest places, their effective use can
give high returns for the time and money invested.

However, the speedy development of the various means of com-
munication and their extensive utilization have prompted large-scale
advertising of new consumer goods and major changes in human
behaviour, some of which have had, and continue to have, adverse

1 The term “media” is taken here to mean all forms of media, from the tradi-
tional folk media to the press, radio and television.
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effects on-public health and resulted in health impairment. The
question to consider therefore is how health -education can make
better use of the opportunities offered by the very wide coverage of
the mass media and their.potential impact:

5.3.1 The role of the mass media

There are a number of major functions that the media can per-
form in the field of health. Possibly their most important role is to
help create a political will in favour of health by appealing to the
policy-makers. While material prepared with this objective in mind
is aimed at those in high positions, it can also help in forming public
opinion. - -

Their second role is concerned with raising the consciousness of
the people and helping to set norms that have a strong bearing on
health. Many illnesses are due to inappropriate life-styles or to
changing technological conditions. The media can help foster an
objective debate on such issues, and can enable individuals and the
society at large to make informed decisions.

The third major role of the media is to inform decision-makers
about the latest developments in, and the limitations of, health
sciences and health care. This also involves monitoring the impact
of development programmes on the health of the people and
publicizing successful approaches so that they can be repeated
elsewhere. . , ,

Finally, the mass media can help in fostering community involve-
ment by reflecting public opinion, by encouraging dialogue between
the community and the health care providers, and by facilitating the
feed-back to decision-makers.

 Innovative approaches are needed, however, to carry out these
tasks effectively and to improve methods of communication in
health education. For example, messages can be conveyed by all
types of television programme, either didactic or purely entertaining.
Culture-specific entertainment programmes can in fact become effec-
tive vehicles for delivering health education messages in a real-
situation context. The media can also often help by giving promi-
nence to particular health messages.

There is little doubt that well-targeted mass media programmes
can play a very important role, by both taking the lead in and
maintaining the momentum of health education efforts. In order to
be really effective, however, the health education programmes trans-
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mitted through the mass media must be part of a comprehensive
health care package in which health professionals take a leadership
role. :

5.3.2 Promoting a continuing dialogue

A prerequisite for achieving the desired impact is close coopera-
tion between health care providers and the media professionals.
There is a severe shortage of good writers on health issues and well-
informed media personnel in both developed and developing
countries, the shortage being particularly acute in the latter. This
calls for training programmes to expose media professionals to valid
information on health issues and to ways of securing such informa-
tion. On the other hand, health professionals need to be trained in
communication techniques and the effective use of media resources.
A continuing dialogue between the mass media and health profes-
sionals is important to ensure a regular flow of accurate information.
Health communications emanating from non-governmental or-
ganizations and other independent institutions should also be used
to encourage such a dialogue.

One challenging task will be to educate media professionals and
the proprietors and managers of advertising agencies about the
negative impact on health of certain messages, and commodities
advertised through the mass media. Thus, in addition to disseminat-
ing positive health messages through the mass media, efforts must
also be made to eliminate, if necessary through legislation or other
appropriate measures, messages that have a negative influence on
health behaviour.

5.3.3 Some important points to be considered

(a) The information transmitted by the media carries a certain
prestige, and interpersonal communication can often enhance the
acceptance of certain ideas; when both are combined the chances of
influencing people to take appropriate action are greatly increased.

(b) The mass media alone are inadequate for the communication
of information leading to behaviour change.

(¢) The mass media are only instruments. As such, they are neither
good nor bad; what matters is the message they carry, the way that
message is delivered, and the policy behind the message.
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(d) Sometimes there may be risks involved in transmitting in-
formation on treatment and therapy through the mass media. For
example, if incorrect information on a new treatment claiming com-
plete cure for an illness is publicized in the media, false hopes may
be raised among patients suffering from that illness.

(e) The mass media can relay the voices of health professionals
to the people, with the object of encouraging the people to initiate
action. First, however, there must be an awareness of the important
problems of the individuals or communities concerned, as well as a
readiness to become involved in finding an effective solution.

(f) Similarly, the mass media can serve to carry the voice of the
people to the decision-makers. Messages that emanate from the
people themselves will have considerable impact. Local communities
should be encouraged to express their views on health problems
through the press, radio, and other media. Community leaders can
take an active role in such activities. :

(g) The mass media have a special responsibility to transmit to
remote underprivileged communities health messages that are adapt-
ed to their needs and concerns. ,

(h) New communication technology may be useful in many in-
stances, but caution should be exercized, especially in the developing
countries, in adopting new gadgets promoted by commercial
interests. 7 ' . ,

International discussion of the use of mass communication tech-
niques to support development has promoted in many mass media
personnel, and has reinforced in others, a sense of social responsibil-
ity in their professional work. Instead of being merely observers and
reporters of events, many of those who work in the mass media have
come to realize the potential power of communication and the need
to participate more actively in the development process. Many of
them are ready to be recruited as lay health educators.

5.4 Training

5.4.1 The need

In many countries health personnel are not appropriately trained
for the tasks they are expected to perform. For the primary health
care policy to be effectively developed and applied, it is necessary,
as recommended by the Alma-Ata Conference, that “governments
undertake or support reorientation and training for all levels of
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health personnel; that health workers, especially physicians and
nurses, should be socially and technically trained and motivated to
serve the community...” (4).

The WHO Seventh General Programme of Work, covering the
period 1984-1989 (7), provides guidelines on the strategies and
targets prescribed by WHO for the period 1984-1989 which the
Member States are called on to use in deciding on their health
activities. It stresses, among other things, that:

“Trained people are the key to the health infrastructure. People can build in-
stitutions but institutions cannot function without people. Without the right kind of
trained people, the other resources of a health system are underutilized, if not wasted.
However, in both the developed and developing countries manpower development in
the planning of health services often receives scant attention. In many countries, no
manpower policies exist. Where they do, they often have little relevance to the long-
term and changing needs of the health system and the communities and individuals
within it. Emphasis on cooperation with Member States will therefore have to shift,
particularly with a view to promoting political will to change the health manpower
development process and make it more relevant to national health development plans
aimed at attaining health for all through primary health care.”

The Seventh General Programme of Work (7) further states that
“health workers will increasingly be required to provide intelligent
guidance and encouragement to communities in prevention and
health promotion as well as curative care”.

The two major areas of primary health care that require changes
in training of health care personnel have been stressed earlier in this
report. These concern encouraging self-reliance at the individual and
community level, and cooperation with other sectors.

As regards encouraging self-reliance, too often in the past pre-
ventive health measures have been carried out without involving
people in the planning and without informing the people afterwards
about the outcomes of these measures. Hence, today, individuals
and communities are showing increasing resentment to this
approach. Therefore, health care providers must be made aware,
through appropriate training, of the fact that people wish to have
a say in matters that affect their condition and that they have a right
to know about the results of the activities carried out in their
community.

With regard to intersectoral cooperation, it is important to
promote a real interest in the health aspects of socioeconomic
development in all sectors concerned with development. This calls
for a wide range of health education activities in all aspects of
community life—with schools and workplaces being given priority
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- —including activities in specific fields such as nutrition, water sup-

ply, housing, communication, protection of the environment, and
the use of the mass media. This in turn requires new skills on the part
of the health educator in developing cooperatlon w1th profess1onals
from other d1$01p11nes

5.4.2 The objectlves

An overall objective of training in health education should be to
help trainees perceive clearly their new roles (with regard to the
contribution that education can make to primary health care) and
to assist them in acquiring the knowledge, attitudes, and skills
necessary for their jobs. A

To summarize what has been said in other parts of thlS report,
training programmes should develop in the students the capacity to:
—adopt a new outlook and be concerned not only with disease

prevention and control but also with development in general and
with people-oriented technologies;

—act as ““facilitators” of action by the people;

—promote the two-way transfer of technologies between the health

system and community; 7
—assume an advocacy role for the cause of health vis-g-vis both the

people and the decision-makers; and
—recognize the contribution that profess1onals in other sectors can

make to the promotion of health. ,

- The training should enable future health care providers to realize
that one of their main tasks is to concentrate on raising the com-
petence of families in influencing their children to adopt a healthy
life-style. This will preclude the need to have to correct adult
behaviour, later, after unhealthy habits have set in. Hence, a primary
concern must be to teach the families to use appropriate knowledge
in bringing-up their children. In this way, health education will
become an integral part of the process of socialization. '

5.4.3 The content '

Training models based on human ecology need to be developed.
While no definite training curricula can be proposed here, with
regard to health education content, training programmes should:
—encourage positive attitudes among trainees in dealing with health

problems;

—take into account the relationship between living conditions and
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health and the influence of political, sociological, and cultural

factors on individual and community behaviour;

—provide knowledge on health cultures and the social structures of
communities,

—include methods of analysing family participation in health care,
taking into account the fact that professionals from many sectors,
rather than those from the health sector alone, should be involved
in promoting such participation;

—reinforce among the trainees an awareness of the need to consider
organizational and administrative factors in planning health
education activities;

—make it possible for the trainees not only to acquire scientific
knowledge, but also to develop skills in transmitting this know-
ledge; .

—include the principles and techniques of communication—
health care providers need to know how to transmit health

_ messages effectively, and should be able to train lay persons so
that they can become actively involved in health work and in
motivating their community;

—develop in the trainees an increased awareness of their social

- responsibility.-

Those concerned with health education should be particularly
sensitive to the problem posed by attempting to include additional
topics in curricula that are already overloaded. Curriculum planners
should be encouraged to give consideration () to the elimination of
subjects that may not be as essential as health education in the
perspective of primary health care, and (b) to the integration of the
educational approach in the teaching of other subjects.

5.4.4 The approach

Training should be a continuous process and should not stop
after the basic training. Continuous training is essential not only
because health technology is changing rapidly, but also because the
work experiences of each individual should be shared with others.
In this regard, several points need to be emphasized.

Learning by doing. In the context of primary health care, training
for health education should be firmly linked to reality, and it is thus
preferable to start the training in the field—urban or rural—
rather than in a classroom. This approach will give the trainees
useful practical experience and will make the classroom teaching
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much more relevant; this is particularly valid with regard to social
sciences and education. Classroom teaching will be further enhanced
by the use of methods such as role playing and simulation games
which enable students to grasp the problems better.

Student participation. Some recent programmes aim at making
students take on more responsibility for their own training. In such
an approach, the experts respond to the students’ needs and provide
knowledge and guidance “on demand”, rather than “teach” in the
traditional manner. This kind of relationship between the teacher
and trainee enables the latter to understand the approach he or she
is expected to use later in dealing with individuals and communities.

Training the teachers. The WHO Seventh General Programme of
Work (7) stresses the need to ‘‘encourage teachers in the health
professions, including those for middle level and primary health care
workers, to define the learning objectives of their training
programmes on the basis of the health needs of their country and
develop competence in the planning, implementation and evaluation
of curricula’.

Appropriate technology. Teaching and learning materials, includ-
ing those for self-teaching and audiovisual purposes, adapted to
different cultures and languages should be developed by the in-
stitutions concerned for all categories of health manpower contribut-
ing to health development, particularly for primary health care
workers and their teachers and supervisors.

Interdisciplinary training. The new approaches in health educa-
tion require that training by ‘health professionals be supplemented
by multidisciplinary and multisectoral training. In other words,
health professionals of different categories and non-health profes-
sionals should learn together. In this way they will be able to appre-
ciate each other’s responsibilities better, thus avoiding overlapping
of responsibilities and gaps in the services rendered.

The aim of interdisciplinary training is to achieve a horizontal
type of education that will reduce the isolation in which health care
providers are trained. Furthermore, this approach will create an
interaction between medical schools, nursing schools, etc., and in-
stitutions where disciplines other than health are taught.

5.4.5 Obstacles and constraints

Attempts to modify training curricula and programmes encoun-
ter a number of obstacles that originate from three sources: (@) the
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faculty, which often shows little inclination to try out innovative
programmes; (b) the students, who are usually worried about the
unpredictable effects of any change; and (¢) administrators, whose
efforts at reform sometimes conflict with the views of professionals,
who regard innovations as contrary to their interests.

It is obviously difficult to overcome the resistance of these groups
and obtain their active support in modifying training programmes.
Therefore, to begin with, it will be important to identify the teachers
and students in key positions who are most open to the proposed
change and then form a core group that will help promote the new
approaches. This strategy of ‘‘change from within’’ is a long process,
but experience shows that it can be effective.

One way of accelerating changes in training programmes is to
make the students realize that there is a public demand for informa-
tion and education for health. As this awareness develops, the
students will more willingly accept that their courses should include
health education topics, not merely as additional subjects in an
already overloaded programme but as an integral part of the cur-
riculum. This popular demand should be encouraged since it
provides a realistic basis for training.

Indeed, the users of health care make no mistake about their
needs. When people were asked in a recent survey in what ways a
general practitioner could do his job more effectively, they suggested
several areas for improvement, including: being more available,
offering up-to-date medical facilities, working as a member of a
team, and, above all, being more communicative with the patients.

With regard to the last point, students should have the opportun-
ity to improve their health education skills in an environment as
similar as possible to that of their future professional activity. This
will enable them to make themselves better understood by the
people.

5.4.6 Other professions

Among the many professionals in other sectors whose activities
have an impact on health, teachers occupy a position of privilege.
Schools indeed deserve considerable attention in any health policy
that stresses cooperation with other sectors. Systematic efforts must
be made to integrate health education in the curricula of primary and
secondary schools, technical colleges, and universities.
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Within the field of disease prevention and health promotion,
health education aimed at children should make it possible for them
to develop their physical and mental potential to the utmost, to
appreciate the need to protect and promote the quality of life, and
should help to prepare future generations to build a better, healthier
world.

Health educatlon thus becomes a major aspect of “development
education”’ the ultimate objective of which is to encourage ‘“critically
aware persons who have the motivation and the skills to participate
in development efforts’* (8). In other words, development education
aims at making people become effective workers for a more livable
and equitable world. Such an education requires the support of
specialists in different fields including, for instance, town-planners,
architects, teachers, and social workers.

In fact, people from all sectors, and professmnals in particular,
should assume responsibility for helping young people develop a
“will for health’” through educational efforts that are positive and
flexible, and avoid a non-moralizing approach.

5.5 Evaluation .

With regard to the health education component of primary health
care, ways must be found of making health education sufficiently
specific so that implementation of educational activities can be
monitored and their effectiveness evaluated. This will enable
decision-makers to judge whether or not their allocations to health
education are yielding adequate health benefits.

Another purpose of evaluation is to determine whether the adopt-
ed strategy has been effective, and-what have been its positive or
negative side-effects. In the past, -very little evaluation of health
education activities has been either requested or carried out.

Linking health education activities with a specific outcome is
something relatively new and not easily or willingly accepted by
those who are responsible for these activities. One obstacle to suc-
cessful evaluation has been the way health education activities have
usually been planned and carried out. It has been assumed that
health education should meet the needs of a certain target popula-
tion, and these needs should be defined in terms of the prevention
and/or treatment of various diseases. Consequently, health educa-
tion has so far been problem-oriented, and has used the medical
model—which emphasizes the role of natural sciences in the study

36



of man and his illnesses and isolates the individual from his environ-
ment. By using the medical model, a reasonably high level of associa-
tion may be found between a certain behaviour and a specific
disease, justifying the demand for health education to modify that
behaviour. But the built-in evaluation mechanisms in such an
approach are often too narrowly focused to provide data on the
social, economic, and cultural factors underlying the behaviour.

In fact, a major responsibility of those carrying out evaluation is
to undertake periodic monitoring of programme activities in order
to ensure that health education activities are being carried out as
planned and that the results are satisfactory.

In evaluating the contribution of lay persons to health care,
criteria defined by the lay persons themselves should be used. While
some of the criteria of lay persons may be consistent with profession-
al values, others may not be, and still others may be outside the range
of professional interests. It will therefore be necessary to devise new
methods of evaluation (beyond those that have been used so far in
health education) and to avoid imposing professional standards in
determining whether the results achieved are ‘‘important” or
“‘adequate”.

The difficulties associated with evaluation of health education
activities show the need to develop scientifically rigorous models that
specify clearly the role of health education in health care.

5.6 Research

While the value of research in health education has been greatly
stressed in the last decade, the emphasis has been mostly on develop-
ing and testing health education interventions aimed at reducing
morbidity and/or mortality associated with specific diseases and at
reducing fertility rates. The biomedical orientation of such research
led to neglect of many of the social and behavioural aspects of
health, which were outside the clinical range of interest, but which
were crucial for achieving successful and sustained changes. How-
ever, in recent years there has been a move in research towards
studying the importance of life-styles in preventing disease.

It is realized today that in conducting research on new
approaches, health education has to be regarded as: (a) an intricate
network of activities that require consideration of a number of
interacting variables; and (b) as a part of a wider insectoral system
of health services which is the primary health care system. In this
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framework, research on mass communication systems should be
considered as a part of research on health education. Since the
community occupies a central position in all these systems, social
scientists will need to make critical contributions, as members of
interdisciplinary teams, to the development of new approaches to
health education. This will require a reorientation of some of the
concepts and methods of social sciences, particularly in the context
of developing countries.

In conducting research in health education the points given below
should be considered.

(a) Research in health education should aim at developing and/or
improving appropriate policies, strategies, and methods of planning,
management, and evaluation for health education programmes in
order to increase their relevance and effectiveness.

(b) Researchers should keep in mind that education for health is
culture-specific and that all health education approaches may not be
applicable everywhere. Also, one should not make generalizations
about health education on the basis of experience gained in one
community. :

(c¢) Research should focus on 1dent1fy1ng the areas of agreement
between the community and the health care providers on priority
health issues.

(@ In testmg different models of health education, researchers
should keep in mind the importance of knowing the views and
attitudes of the people concerned.

(e) Researchers should seck to provide data on ways of involving
communities in defining problems, developing evaluation criteria,
elaborating hypotheses; and interpreting findings. This will make
research and evaluation more relevant to the community and
facilitate better utilization of findings and recommendations. Com-
munity involvement would also guarantee more realistic evaluation
criteria; if the people can define the problems they are also likely to
be able to find solutions to them.

Some areas where research is needed include:

(@) With regard to the community: ways of developing lay
resources; data on the beliefs, knowledge, attitudes, and health
practices of communities; data on communities’ needs and priorities,
perceptions of health services, and treatment-seeking behaviours.

(b) With regard to health care providers: epidemiological data;
data on the availability, accessibility, and utilization of health ser-
vices; information on how the health care providers perceive the
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health problems of the communities they serve, and on their under-
standing of the local health cultures and attitudes.

In the final analysis, an essential objective of research should be
—as a preliminary to planning—to identify priority areas for
action. For this, it is necessary to go to the people with a feeling of
respect for their values and their felt needs. This requires also a
scientific study of the situation. As repeatedly stressed in this report,
there are two dimensions to be considered: the needs as perceived
by the people and the epidemiologically assessed needs. Priority
should be given to the area where the views of the people coincide
with those of the professionals. With regard to major health issues
this is where the maximum return can be obtained in the initial
stages.

6. CONCLUSIONS

Historically, health care providers have concerned themselves
with health problems. Individuals were not necessarily involved in
the development of health care priorities. More often than not, they
were simply the passive receivers of a service when it existed. The
emerging concept of primary health care has drastically changed this
view. Many policy-makers and governments have gradually come to
understand that men and women—everv man and every woman
—are capable of being actively involved in matters regarding their
own health, provided that they are aware of the issues involved, of
the resources available, and that their efforts have social and political
sanction.

This concept obviously requires a change of attitude, not only
among the individuals themselves but among those who provide
health care. Experience has shown that paternalistic approaches and
the imposition of decisions upon others are seldom effective. The
people need to understand the problems and to collaborate fully in
finding a solution, together with the health care providers, in order
for bhealth care to have an impact on the health situation. The
modern concept is that the role of health education in this process
is one in which the health care providers and the people both teach
each other and learn from each other, changing roles constantly. Far
from merely seeking the cooperation of communities in carrying out
plans already made, health education should aim at encouraging
people to be actively involved in the planning and maintenance of
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their health care system-and to act in partnersmp w1th health care
providers.

In this approach to health educatlon in primary health care, the
objective is to foster activities that encourage people to want to be
healthy, to know how to stay healthy, to do-what they can individu-
ally and collectively to mamtam health and to seek help when
needed.

This new objective not only empha31zes a basw purpose of health
education, i.e., the provision of knowledge, but goes further in
seeking poh’ucal and soc1a1 backing for health and health care
activities.

This concept obv1ously emphaSJZes the 1ntersectoral character of
health. No longer is health, or its health education component, the
prerogative of any single group; it is the concern of all who are
involved in cultural and socioeconomic development.

The new approach thus becomes an upward and horizontal move-
ment which meets people’s expectations to take full part in the affairs
of the community, of the nation, and of-the world. Men and women
have become gradually aware of their rights and privileges as human
beings. They are demanding social equity—fostered by political
development and a greater access to the media. It must be realized
that the individual is free to think and plan, despite physical, social,
economic, ecological, and political constraints. It is by respecting the
1nd1v1dual’s freedom and-dignity that health education can provide
the setting that will lead to the goal of health for all by the year 2000.

SUMMARY

(1) The Alma-Ata Declaration designated ‘‘education concerning
prevailing health problems and the methods of preventing and
controlling them” as the first of eight essential activities in primary
health care.

" (2) Accordingly, the WHO Global Strategy for Health for All by
the Year 2000 and the WHO Seventh General Programme of Work
give to information and education for health a role more prominent
than ever before.

(3) It is therefore essent1a1 to review the current approaches to
health education 1n order to-identify those that continue to be
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relevant, to abandon those that are no longer valid, and to develop
new approaches which could help in achieving the objectives of
health for all through primary health care.

(4) Health science and technology have come to a point where
their contribution to the further improvement of health standards
can make a real impact only if the people themselves become full
partners in health protection and promotion.

(5) One ‘major objective of the primary health care approach is
to help individuals and communities become self-reliant in dealing
with health problems and to raise the effectiveness of the lay
contribution to health.

(6) This objective calls for a people-oriented health technology
that meets people’s needs and aspirations. Too often in-the past,
“modern” health practices have been promoted without giving suf-
ficient thought to their relevance to the social and cultural back-
ground of the communities concerned. An effort must be made to
enable individuals and communities to play an active role in the
planning and delivery of health care.

(7) To assume such a role, people need guidance and encourage-
ment from the health care providers in ways of identifying their
health problems and of finding solutions to them. They also should
be able to set targets and translate these into simple and realistic
goals that can be monitored. Finally, they should realize the need
to refer to the policies behind the public health programmes in
setting priorities among the targets identified.

(8) ‘Health care providers require adequate training to: (a)
assimilate the concepts of a people-oriented technology and broaden
their concerns beyond disease prevention or control; (b) act as
“facilitators” of action by the people; and (¢) assume an advocacy
role for the cause of health vis-a-vis both the people and the decision-
makers. - :

(9) For this purpose, training programmes should: (a) be realistic,
and preferably start in the field rather than in a classroom setting;
(b) use teaching methods that call for participation and that would
thus prepare trainees for the approach they are expected to use later
with individuals and communities; (¢) provide opportunities for the
trainees to learn together with workers from other professions so as
to recognize the contribution other professionals can make to the
promotion of health.

(10) In addition to teachers one group of professionals that can
make important contributions to health education are the media
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personnel. Many media personnel have come to recognize their
social responsibilities in the development process and, in particular,
the power of the mass media in creating a political will in favour of
health, raising the health consciousness of the people, setting norms,
delivering technical messages, popularizing health knowledge, and
fostering community involvement.

(11) Greater involvement in health matters on the part of in-
dividuals and communities, however, in no way absolves health care
providers from their responsibilities. On the contrary, this approach
demands additional patience on their part to enable people to
develop effective action for health. The health care providers should
have a thorough understanding of the ‘‘health culture” of the com-
munities they serve and of how that culture is influenced by the
dynamics of social and cultural change and by the political and
economic organization.

(12) The influence of the social environment on health calls for
a reorientation of the health education approach from a focus on
changing individual behaviour—implying that the individual is
solely responsible for his plight-—to an approach taking into con-
sideration the social context in which the individual lives, i.e., the
political, economic, and environmental factors that have a negative
or neutralizing effect on health behaviour.

(13) This comprehensive approach also implies: (a) that health
education cannot attempt to influence particular behaviours (smok-
ing, overeating, etc.) without taking into account the general life-
styles of individuals and communities that are influenced by
traditional values, forms of communication, etc., and (b) that health
education models. based on human ecology should be developed
which take into account the interaction between the biological and
environmental factors influencing harmonious development.

(14) The integration of health education goals in the planning and
management of health programmes requires a systematic approach
at all stages, i.c., elaboration of policy, formulation of strategies,
planning and management, implementation, and monitoring of
progress.

(15) Strategy formulation should emphasize the importance of
integrating health education goals into relevant development
activities in other sectors such as agriculture, education, irrigation,
industry, literacy programmes, etc. Health is no longer the
prerogative of any single group; it is the concern of all those who are
involved in social and economic development.
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(16) *‘Feasibility”, “‘realistic improvement”, and *‘efficient use of
available resources” should be watchwords in planning and manage-
ment activities in health education. Furthermore, it is essential that
communities have a clear understanding of their role in the develop-
ment of policies and strategies for solving health problems.

(17) As a member of a team or a coordination body, the specialist
in health education has an important contribution to make at the
different stages of planning and management, particularly in defin-
ing the goals, approaches, objectives, and evaluation criteria for
health education, and in promoting community involvement
through appropriate technology.

(18) An essential objective of research should be to identify the
priority areas for action, in particular those in which the felt needs
of the people coincide with the epidemiologically assessed needs. In
planning programmes, priority should be given to goals that emerge
from such needs since the achievement of these goals will yield
maximum benefit.

(19) To assess the educational impact, evaluation mechanisms
should be built into programmes, with criteria reflecting a broad
ecological approach and a concern for measuring non-professional
inputs without imposing professional values.

(20) In conclusion, health education in primary health care aims
to foster activities that encourage people to: want to be healthy; know
how to stay healthy; do what they can individually and collectively
to maintain health; and seek help when needed. The new approaches
must match the people’s expectations to take a full part in the affairs
of the community and the world at large.
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