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INDEXED 

The Executive Board at its fifty -third session adopted resolution ЕВ53.R381 requesting 
the Director- General to submit the programme review on health education,2 together with the 
comments of the Executive Board on it, to the Twenty- seventh World Health Assembly for its 
consideration when the proposed programme and budget estimates for 1975 are reviewed. 

In accordance with this request, the Director -General has the honour to transmit to the 
Assembly the programme review document and the summary of the Executive Board's discussions, 
annexed hereto. 

1 Off. Rec. W1d 11th Org., 215, p. 28. 

2 
Document ЕВ53/8. 
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1 

1. At the thirty -first session of the Executive Board a suggestion was made by several 

members that it would be of value for a regular and comprehensive review of one of the 

Organization's programme activities to be undertaken at each future session of the Executive 

Board. 

2. The Director -General has now considered it appropriate for the programme review at the 

fifty -third session of the Executive Board to be on the subject of "Health Education ". 

Accordingly, the attached document is submitted for the consideration of the members of the 

Board. 

1 
Document ЕB31/Min/15 Rev.1, pp. 450 -451. 



ЕВ53/8 
page 2 

CONTENTS 

Page 

Summary 3 

1. Introduction 4 

2. Health education in family health care 9 

3. Health education for school -age children and youth 17 

4. Health education in environmental health 22 

5. Health education - communicable and non- communicable diseases 27 

6. Health education - health manpower development 33 

7. Studies and research in health education 41 

8. Priority needs for the development of health education services 44 

9. Conclusions 49 

Annex 1: Illustrations 

Annex la: Community involvement in health services - Panama 51 

Annex lb: Health education of school -age children and youth - Nigeria 53 

Annex lc: Health education of school -age children and youth - Philippines 56 

Annex ld: Health education - malaria eradication in Surinam 60 

Annex le: The rural latrine programme in Uttar Pradesh, India 64 

Annex 2: Numbers of fellowships awarded for study of health education by regions 

and periods (1947 -1972) 68 

Annex 3: WHO -assisted collaborative research in health education 69 

Annex 4: Obligations incurred by WHO in respect of health education for the 

years 1951 to 1972 72 

Annex 5: Meetings on health education convened (or sponsored) by WHO 73 



ЕВ53/8 
page 3 

SUMMARY 

This Review depicts some highlights of the Organization's programme of work in health 

education over a twenty -five year period. Reference is made to some main objectives, con- 

cepts, guiding technical policies, as well as to specific contributions of health education 

to WHO -assisted health programmes of its Member States. Particular reference is made to the 

role of health education in relation to: family health care, school -age children and youth, 

environmental health, communicable and non -communicable diseases, health manpower development, 

studies and research, and priority needs for the development of health education services. 

Activities cited in these areas cover a broad spectrum of assistance to field projects of 

Member countries, technical meetings, seminars, workshops, communications, publications, and 

cooperative endeavours with other international agencies and non -governmental organizations. 

Five illustrative examples depicting the practical application of health education are 

included in the first Annex to this document. 

Considerable emphasis has been given to the role of health education in enlisting active 

community participation in health programmes and in related programmes of socio- economic 

development. 

In addition, some difficulties and limitations are noted which have an important bearing 

on the effectiveness of health education aspects of health programmes in varying local and 

national circumstances. The Review ends with conclusions which also indicate some suggested 

lines for future action. 
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1. INTRODUCTION 

Health education is implicit in the preamble to the Constitution of WHO: 

"The extension to all peoples of the benefits of medical, psychological and related 
knowledge is essential to the fullest attainment of health . . . 

Informed opinion and active cooperation on the part of the public are of the utmost 
importance in the improvement of the health of the people. "1 

This concept has often been elaborated upon in World Health Assemblies and in meetings 
of Regional Committees and the Executive Hoard. 

The Twenty -third World Health Assembly, in establishing basic principles for the develop- 
ment of national health services, expressed its belief in "the health education of the public 
and participation of wide sections of the population in the carrying out of all public health 
programmes as an expression of the personal and collective responsibility of all members of 

society for protecting human health ".2 

The Organization's programme of work in health education has also been influenced and 
guided by: 

(1) the WHO Expert Advisory Panel on Health Education and expert committees, scientific 
and study groups, conferences, consultations and technical discussions devoted to health 
education; 

(2) the findings of WHO meetings representing other fields, in which specific references 

have been made to health education; 

(3) WHO- sponsored or WHO- assisted national, intercountry, regional and interregional 

seminars, working conferences, technical discussions, consultations and other meetings; 

(4) experiences derived from extensive and continuing contacts and dialogues with 
national health and related authorities in connexion with WHO- assisted national and field 

projects; and 

(5) collaborative activity in health education with the United Nations and other 

specialized agencies, and international non- governmental organizations such as the 

International Union for Health Education and the International League of Red Cross 
Societies. 

The WHO programme of work in health education 

The Health Education unit of the World Health Organization was established in 1949. Its 

objective has been: 

(1) to enlist the active participation of the public in national programmes of health 

and programmes of socio- economic development which affect health, and 

(2) to promote improved systematic planning, implementation and evaluation of the health 

education components of the Organization's programme in family health and related health 
services, development of health manpower, environmental health, and disease prevention 

and control. 

1 WHO Constitution, Basic Documents, 1972. 

2 
Off. Rec. Wld 11th Org., No. 184, p. 35. 
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The main functions of the Organization's programme of work in health education with its 

Member States are: 

(1) to provide assistance with the planning, organization, and evaluation of the health 

education aspects of health programmes; 

(2) to promote professional training in health education for health and other personnel, 

including health education specialists; 

(3) to stimulate and facilitate studies and research in health education and related 

social sciences; 

(4) to advise on the health education aspects of joint WHO activities with countries 
involving the United Nations and other specialized agencies, particularly those concerned 
with community development, the pre -service and in- service preparation of schoolteachers 

for health education, and the development of improved curricula and programmes for health 

education in schools, colleges and universities; 

(5) to assist other technical units of the Organization in planning and organizing 
meetings of experts, seminars and conferences involving health education. 

Through the years, and throughout the world, WHO has collaborated with the United Nations, 

as well as with other specialized agencies and non -governmental institutions, in introducing 

the health education component into programmes of health, education, agriculture and related 
community development. 

Health education has increasingly become involved in WHO- sponsored or WHO- assisted 
programmes in the health field, family health, including maternal and child health services, 

nutrition, environmental health, health manpower development, prevention and control of 

communicable and non -communicable diseases, health education of school -age children and youth, 
and multidisciplinary studies and research in health education and related behavioural sciences. 

What is health education? 

The report of the first WHO expert committee on health education, convened in 1953, 

stated that a principal objective of health education is to help people achieve health by 
their own actions and efforts.' 

The WHO Expert Committee on Planning and Evaluation of Health Education Services2 stated: 

"The focus of health education is on people and on action. In general, its aims are to 

encourage people to adopt and sustain healthful life practices, to use judiciously and 
wisely the health services available to them, and to make their own decisions, both 
individually and collectively, to improve their health status and environment." 

The report of the WHO Scientific Group on Research in Health Education3 suggested that an 
underlying objective of health education is "the development in people of (1) a sense of 
responsibility for their own health and for that of the community, and (2) the ability to 
participate in community life in a constructive and purposeful way. The possibility of such 
responsible participation being carried over into other spheres of life is great. Health 
education thus helps to promote on the one hand a sense of individual identity, dignity and 
responsibility, and on the other hand community solidarity and responsibility ". 

1 
Wld Hlth Org. techn. Rep. Ser., 1954, No. 89, p. 4. 

2 
Wld 11th Org. techn. Rep. Ser., 1969, No. 409, p. 8. 

Wld 11th Org. techn. Rep. Ser., 1969, No. 432, p. 7. 



ЕВ53/8 
page 6 

Health education is not a separate and distinct arm of the World Health Organization or 
of public health, It is an integral part of and an integrating force in all areas of health 
activity. Health education extends the reach of, and benefits from, all specialized 
activities within the health field. 

Accordingly, health education is not the province alone of a few practitioners with a 

given set of skills. It is a way of working with people that should be employed by every 
health worker from village level to the topmost levels of health administration and by other 
workers and volunteers engaged in services which promote human and socio- economic development. 

Health education in the context of total health services 

In the 25 years of WHO, health education has sought to involve people from all walks of 
life in helping to resolve preventable problems, believing that when people bring their 

collective judgements to the issues of the moment the soundest answers emerge. 

Support for health education's strong emphasis on community participation has evolved, 
as succeeding chapters of this document will attempt to show. However, the health education 

area of many health programmes does not yet receive the endorsement it deserves. 

In the fifty -first session of the WHO Executive Board consideration was given to a report, 

made by its own five -man working group, on an "Organizational Study on Methods of Promoting 

the Development of Health Services ". The report observed that a logical method for building 

or strengthening health services would be the involvement of consumer opinion: 

"The Board considers that a structuring of responsibilities within the health services 

which gives greater emphasis to consumer preferences need not detract in any way from 

the primary principle that health services must be thought of and planned as a coherent 

whole. "1 

Further: 

"Both the operation of a health service and the statement of goals and priorities 

requires consumer approval. "2 

The Board not only advanced opinions on the lines of action required to improve health 

systems, it drew a picture of the condition of those systems today: 

"There appears to be a widespread dissatisfaction of populations about their health 
services for varying reasons. They can be summarized as a failure to meet the expecta- 

tions of the populations; an inability of the health services to deliver a level of 

national coverage adequate to meet stated demands and the changing needs of different 

societies; a wide gap (which is not closing) in health status between different groups 

within countries; rapidly rising costs without a visible and meaningful improvement in 

service; and a feeling of helplessness by the consumer who feels (rightly or wrongly) 

that the health services and the personnel within them are progressing along an 

uncontrollable path of their own which may be satisfying to the health professions but 

which is not what is most wanted by the consumer. "2 

The document also suggested that "health service questions should be expressions of national 

will rather than of mathematical functions ". It added this note: 

1 Off. Rec. W1d Filth Org., No. 206, p. 105. 

2 
Off. Rec. Wld 11th Org., No. 206, pp. 106, 107. 
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'The health services must really be accepted by the persons they serve. It is not 

difficult to understand why health services have developed as an imposed system upon 

populations - something from outside which comes into a town or a village from the out- 

side. Medical literature and project proposals are filled with terms such as 'acceptors', 

'refusal rates', 'problem families', 'underutilization', which show clearly that the 

problem is seen as a failure on the part of people, rather than a failure of the health 

services; What is necessary now is to solicit community identification with, and 

participation in, the development of health services. This will require innovative 

approaches. "1 

After examination of the above- mentioned organizational study, the Twenty -sixth World 

Health Assembly expressed in a resolution "its strong conviction that each Member State should 

develop a health service that is both accessible and acceptable to the total population, 

suited to its needs and to the socio- economic conditions of the country, and at the level of 

health technology considered necessary to meet the problems of that country at a given time ".2 

A positive concept of community health 

Without further belabouring the less -than -satisfactory status of current health services - 

in which context health education must function - it seems appropriate to consider an 

enlightened concept of community health wherein all health services, including health education, 

can effectively emerge with new purpose and scope. Such a concept of community health, or 

public health, has been described by McGavran3 as: 

"A new science dealing with a new patient, a community; each community different 

and distinctive from every other community as each individual is different from his 

neighbor. 

A science determining mass phenomena of community needs, felt and unfelt - group 

pathology. 

A science of getting community understanding, involvement, and participation in its 

health condition, programs, and needed changes. 

A science of prescribing for remedy, establishing community priority, coordinating 

with other agencies - joint planning for community health. 

A science of administering, implementing, supervising, managing and evaluating 

community health programs and projects. 

A science of creating an interdisciplinary team of professional equals, all primarily 
focused and concerned upon a new patient, the community."3 

Thus health education equipped for and dedicated to helping evoke the community participa- 

tion which today seems so essential, seeks for itself and all areas of health and community 

development a new climate in which the expression of the people assumes paramount importance. 

Health viewed in a wider socio- economic context 

It has been stated that: "Man's health has come to be regarded as prerequisite for 
optimal socio- economic development. Instead of being considered merely as a complex of solely 
medical measures, public health services are being recognized as an important component of 
socio- economic systems, combining all the economic, social, political, preventive, therapeutic, 

1 
Off. Rec. Wld 11th Org., No. 206, pp. 106, 107. 

2 
Resolution WHA26.35, May 1973. 

McGavran, E. G. (1970) "Public Health's Achilles Heel ", Health Educators at Work, 
pp. 3 -5. 
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and other measures which human society, in any country and at any stage in its development, is 

using to protect and constantly improve the health of every individual and of society as a 

whole. "1 

This being so, it is not reasonable to expect people who are poor, hungry, ill- housed, 
ill- clothed, without clean water, without roads, without schools, without even the most 
elementary health care, to break out of their bonds without aggressive assistance. For 
these people bare existence and survival may be all they can manage. Health education cannot 
work miracles with people in producing dramatic health and developmental improvements so long 
as health and related services are non -existent, of inferior quality, or not characterized by 
genuine concern for people. This is a complex problem that has no easy solutions. 

What this programme review seeks to do 

The following pages present highlights of the Organization's programme of work in health 

education, 1949 -1974. Main objectives, concepts, guiding technical policies, as well as 

specific contributions of health education to WHO -assisted health programmes, field projects 
and manpower development efforts are cited. There are brief reports also on health education 
activity in technical meetings, seminars, conferences, studies and research, publications and 
cooperative endeavours with United Nations and other agencies such as ILO, UNESCO, UNICEF, and 

FAO, and international non -governmental organizations. 

Special reference is made here to the collaboration of WHO with the International Union 
for Health Education from its inception in 1951 and particularly since 1955 when this Union 
entered into relationship with the World Health Organization as a non -governmental organization. 

This has included WHO cooperation with (1) technical preparations for each of the eight 

international conferences of the IUHE, and (2) technical contributions to the now world -known 

official organ of the Union, the International Journal of Health Education. 

The review includes a number of annexes including illustrations of health education in 
action involving WHO support to health programmes in various parts of the world. 

The review is candid about difficulties and constraints facing health education and the 
health and socio- economic fields in which health education must function. It does, however, 

note some hopeful signs for the health education way of helping people to help themselves. 

Health education did not originate with WHO. It has had its genesis, under other names, 

in many cultures. The Organization is indebted to countless poineers who have contributed 

to concepts, knowledge, practices and experiences which typify the best of health education. 
Likewise, WHO is appreciative of the investment which individuals, other international agencies, 
governmental and non -governmental organizations have made in its evolving efforts, through 
health education, to beckon people into new responsibilities for their own health and well- 
being and for reaching out to the health and wellbeing of their own community and the world 
community. 

1 
Off. Rec. Wld Hlth Org., No. 193, Annex 11, Fifth General Programme of Work Covering 

a Specific Period (1973 -1977 inclusive), pp. 65 -81. 
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2. HEALTH EDUCATION IN FAMILY HEALTH CARE 

"The healthy development of the child is of basic importance; the ability to live 

harmoniously in a changing total environment is essential to such development." So states 

the preamble to the Constitution of the World Health Organization. 

Since its inception, WHO has given priority to the promotion of maternal and child health 

and welfare. Society today places a premium on the health and wellbeing of mothers and 

children. 

Mortality and morbidity reduction among mothers and children has been, and remains, a 

priority concern of many countries. However, the focus has expanded to embrace concern for 

the quality of life of the family as a unit. 

In 1948, the First World Health Assembly recognized that mothers of child -bearing age and 
children are the most vulnerable members of society, making up an estimated GO-70% of the 

population of the world. 

The essential role of health education in effective health care for mothers, children and 

the family has been affirmed repeatedly throughout WHO's history in recommendations of 
technical committees, and in an assortment of programme activities and evaluations. 

As early as 1952, a WHO expert group while discussing maternity care1 stated: "The 

object of maternity care is to ensure that every expectant and nursing mother maintains good 
health, learns the art of child care, has a normal delivery, and bears healthy children. 
Maternity care in the narrower sense consists in the care of the pregnant woman, her safe 

delivery, her post -natal care and examination, the care of her newly born infant, and the 
maintenance of lactation. In the wider sense, it begins much earlier in measures aimed to 
promote the health and wellbeing of the young people who are the potential parents, and to 
help them to develop the right approach to family life and to the place of the family in the 
community. It should also include guidance in parent -craft and in problems associated with 
infertility and family planning ". 

Another WHO Group reinforced this concept in 19662 while studying the role of the 
midwife, in maternity care. 

Recently attention has been paid in WHO to the health status of a changing environment. 
Studies have shown how the social forces of industrialization and urbanization are affecting 
all societies including family form and family life. Our concern for the health of the 
family unit is not limited to the immediate health problems of the mothers and children alone, 
but also to the prevention of problems determined by the social, physical, chemical and 
biological environment of which it is a part. Rapid changes are taking place in the 
environment, in particular by increased and varied migration: resettlement, refugee camps, 
seasonal migration for employment opportunities, and urbanization. Unplanned urbanization 
is a significant problem, often resulting in the development of the "septic fringe" or areas 
known as shanty towns, characterized by overcrowding, poor housing, lack of water and 
sewerage facilities. Apart from the hazards to physical health, the social change and 
problems of adaptability in the face of seasonal migration and settling in crowded cities, 
bring with them additional risks of mental and emotional stress from social disorganization. 

1 
Wld 11th Org. techn. Rep. Ser., 1952, No. 51. 

2 
Wld Hlth Org. techn. Rep. Ser., 1966, No. 331. 
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The interdependence of the family and society is widely recognized today. Therefore, 
it is transparent that the home cannot be an isolated entity. Accordingly, public concern 
mounts for the integrity of the home and family. Witness the emergence of new world 
programmes on famine and malnutrition, population dynamics, pollution and other environmental 
hazards, drug dependency, and others. These are aimed at bolstering the family unit so that 
it can weather the vacissitudes of rapid, complex social change. 

Nutrition education 

There is little need to consider improved family development if family members are hungry 
and thus susceptible to all the ills and consequences which beset the malnourished. 

The nature, extent, and gravity of the malnutrition problem throughout the world has been 
reviewed in a number of publications of WHO, FAO, UNICEF and others. Further, on two 
occasions, nutrition has been the specific subject of "programme reviews" considered by the 
Executive Board at the thirty -fifth (1965) and forty -ninth (1971) sessions, respectively. 

In both the aforementioned reviews, as well as in many other documents and reports, 
reference is made to the paramount importance of nutrition education. 

Despite all that has been done, a great deal of malnutrition still exists, in the 
economically more developed as well as developing countries. It is often a consequence of 
ignorance and of associated socio- economic circumstances, beliefs, customs, traditional food 
practices and other factors and constraints. 

Some selected highlights of major collaborative activities involving nutrition education, 
maternal and child health, and health education: 

(1) Since 1950, several FAO /WHO expert sessions have stressed the vital importance of 
public education in nutrition. The necessityfor health education for nutrition has been 
cited, also in connexion with maternal and child health and such related programmes as 
home economics, agricultural extension, general education, et al. 

The Fourth Joint FAO /WHO Expert Committee on Nutrition1 recommended that assistance 
be given to interested governments in developing nutrition education in schools and 
community health centres. It stressed the need for the health education component in 
training personnel and in convening conferences on the subject. Nutrition education was 
considered also by the fifth2 and sixth3 Committees. The eighth Committee stated that 
"education in nutrition is a major strategic method for the prevention of malnutrition 
and must receive emphasis in community nutrition programmes ".4 The eighth Committee 
also stressed: 

(a) the need to evaluate critically the actual effectiveness of existing nutrition 
education, e.g. nature, educational methods, content, time scale involved, and the 
resources required; 

1 Wld Hlth Org. techn. Rep. Ser., 1955, No. 97 (FAO Nutritional Meetings Report Series, 
No. 9). 

2 
Wld 11th Org. techn. Rep. Ser., 1958, No. 149 (FAO Nutritional Meetings Reports Series, 

No. 19). 

Wld 11th Org. techn. Rep. Ser., 1962, No. 245 (FAO Nutritional Meetings Reports Series, 
No. 32). 

4 
Wld 11th Org. techn. Rep. Ser., 1971, No. 477. 
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(b) the need to review the nature and effectiveness of nutrition education for 

school -age children and youth; and 

(c) the need to analyse nutrition education efforts in relation to the economic 

and other constraints affecting peoples' adoption and application of the nutritional 

practices being advocated. 

(2) Education in nutrition, particularly in relation to maternal and child health, has 

been emphasized also in several of the reviews and sessions of the UNICEF /WHO Joint 

Committee on Health Policy1'2 e.g. (1957), (1965). 

(3) In 1955, WHO units of Health Education and Nutrition, with FAO, and WHO Regional 

Offices of WPRO and SEARO organized an inter -regional FAO /WHO Seminar on Nutrition 
Education and Health Education,3 held at Baguio in the Philippines. The 70 participants 

included public health medical officers, agriculturists, nutritionists, educationists, 

nurses, health educationists, cultural anthropologists, home economists, social welfare 
workers and publicists from 22 Member States in the South -East Asia and Western Pacific 
Regions. The United Nations, UNESCO, UNICEF and the United States International 

Co- operation Administration were also represented. 

(4) Elaboration of problems affecting nutrition and nutrition education was a feature 
of a joint WHO /UNESCO Expert Committee on Teacher Preparation in Health Education4 held 
in Geneva in 1957, as well as the Joint FAO /UNESCO /WHO Meeting on the Teachers' Role in 

Nutrition Educations held at UNESCO, Paris in 1964. 

(5) In 1961, methods suitable for health and nutrition education in Africa were discussed 
at a seminar, organized jointly by WHO, UNICEF, FAO, the Commission for Technical Co- 
operation in Africa and the International Children's Centre at Pointe -Noire, Congo. 
Aspects of nutrition considered included education of the mother in infant feeding, 
education on home hygiene, health and nutrition education in schools, and education on 
the introduction of new foods. A feature of the seminar was the discussion of examples 
of actual work done in the field. 

(6) In 1965, evaluation of the health education components of FAO /WHO- assisted 
programmes of applied nutrition was considered by a joint technical meeting of FAO and 
WHO, based on a working document prepared by the WHO units of Health Education and 
Nutrition, in collaboration with FAO. 

During the past two decades, educational activities in nutrition have been an integral 
part of innumerable WHO /UNICEF- assisted health programmes in Member States devoted to 
nutrition services, maternal and child health, health education, and related aspects of family 
health care which belong in the context of community health services, education, agriculture 
and overall community development. 

1 Expansion of UNICEF Aid to Maternal and Child Nutrition (1957) Document E /ICEF /L.1123. 
2 
The Need to Strengthen Health Components in Nutrition Programmes (1965) Document 

J0.14 /UNICEF- WHO/6.65. 

Report of International Seminar on Education in Health and Nutrition, FAO Report 
Series No. 13. 

4 
Wld 11th Org. techn. Rep. Ser., 1960, No. 193. 

5 
Report of the Joint FAO /UNESCO /WHO Meeting on Teachers' Role in Nutrition Education 

(1965) UNESCO /ED /213, UNESCO, Paris. 
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A great many commendable efforts have been made in a number of countries, with 
international support, to give greater focus to education for nutrition. Nevertheless, the 
enormity of the unresolved problems is staggering. 

Experts in nutrition have pointed out that while education in nutrition has become 
recognized as of paramount importance, it is still not effectively planned, applied, and 
evaluated. There is an outstanding need for educational studies and research focused on 
peoples' nutrition practices in varying cultural and socio- economic circumstances. 

WHO family health care /family planning 

Resolutions adopted by five World Health Assemblies in the period 1965 -1969 have given 
the Organization a broad mandate to work in the health aspects of human reproduction, family 
planning and population dynamics. 

According to a resolution of the Twenty -first World Health Assembly, "family planning 
is viewed by many Member States as an important component of basic health services, 
particularly of maternal and child health, and in the promotion of family health, and plays 
a role in social and economic development; . . , every family should have the opportunity of 
obtaining information and advice on problems connected with family planning, including 
fertility and sterility ".1 

The role of health education in family health care programmes 

A WHO Study Group on Health Education Aspects of Family Planning recognized that the 

term "family planning is used in many contexts, and it is necessary to consider the economic, 
social, cultural, psychological and health factors concerned in their proper perspective ".2 
The Group viewed family planning as "a way of thinking and living that is adopted voluntarily 
upon the basis of knowledge, attitudes, and responsible decisions by individuals and couples, 
in order to promote the health and welfare of the family group "2 thus contributing to the 
social improvement of community, country, and the world community. It was recognized also 
that the term "family planning" does not restrict itself to the limitation of family size 
and spacing of children but also includes the helping of couples who are involuntarily 
infertile. 

This implies providing services at a time and place convenient to the users, and in a 

manner that preserves human dignity. It also involves coordination of all the resources 
upon which people depend for their information and services, so that people have a 
consistently favourable experience. 

"All personnel engaged in health programmes involving family planning care services need 
preparation in health education, so that they can involve people in taking their own decisions 
and actions to help improve the health and welfare of their family group, thereby contributing 
to the betterment of the quality of life in their community and in the nation.3 

The education and training of personnel may involve: (a) orientation or in- service 
education needed for preparing both personnel who are already engaged in health services and 
instructors in various institutions, and (b) the inclusion of health education and the health 
aspects of human reproduction, population dynamics, and family planning in the curriculum of 
educational institutions for prospective professional and auxiliary personnel in health and 
related fields. This long -term preparation is of particular importance. "4 

and Decisions, Vol. I, Resolution WHА21.43, p. 41 1 Handbook of Resolutions 
2 
Wld 11th Org. techn. Rep. Ser., 1971, 

1971, 

No. 

No. 

483, 

483, 

p. 

pp. 

5. 

16 -17. Wld 11th Org. techn. Rep. Ser., 

4 
Wld 11th Org. techn. Rep. Ser., 1971, No. 483, p. 24. 
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Strengthening health education aspects of family health care 

Since early 1970, with support from UNFPA, there has been an increase in the Organization's 

support of health education activities as integral components of better family health care 

programmes. The family health care programmes have embraced human growth and development, 

maternal and child care, nutrition and other related activities which are a natural part of 

the strengthening of community and national health services. 

The specific means for strengthening the health education area of family health care 
programmes has been through WHO assistance for: 

- conducting studies and research in health behaviour and health education; 

- education and training of health and allied personnel in health education; 

- appraisal, planning, and strengthening of health education aspects of family health 
and associated governmental health programmes at various administrative levels; 

- health and family life education of school -age children and youth; 

- systematic planning and development of health education manpower; 

- improvement of the quality and use of communication media and educational materials. 

As a consequence of the increased emphasis and demands for assistance with health 
education aspects of the Organization's programme in family health, a limited number of full - 
time WHO health education personnel, with UNFPA funding support, have been added respectively 
to the headquarters unit of Health Education and to inter -country advisory teams of WHO 
Regional Offices in Africa, South -East Asia, and the Western Pacific Regions. Prospects for 
additional staff in this field are now envisaged for the Regional Offices of the Americas and 
the Eastern Mediterranean. 

Health education training for health workers - family health 

Since 1970 there has been a steady increase in WHO assistance for training of all types of 
health workers involved in family health care (including family planning) in health education. 
This has involved Headquarters and the Regional Offices, particularly in the Americas, South - 
East Asia, Eastern Mediterranean and Western Pacific. 

WHO/SEARO: - In a WHO/SEARO inter- country workshop held in New Delhi in 1972 field training 

programmes in health education for health workers were scrutinized with a view 

to making them more relevant. Participants developed a draft guide on field 

training in health education which was later tested and applied to training 

programmes in their home countries, particularly in India, Indonesia, Sri Lanka 

and Thailand. The workshop guidelines were also utilized at an expert group 

meeting held in 1973 by ECAFE devoted to measuring the impact of training on 

job performance of field workers involved in family planning. 

- A WHO multidisciplinary inter -country workshop was convened in October 1973 in 

Nepal. Participants developed guidelines on the role of social, cultural and 

educational factors in planning and programmes for infant health care. Prior 

to the workshop, a study guide especially prepared by SEARO health education and 

MCI personnel was provided by WHO to each country for use by national study 

groups. 

- In 1973, a WHO consultant with staff members of the national health services of 

Sri Lanka helped to complete a detailed review of current training programmes in 

health education for health workers. The findings and recommendations resulting 

from this nation -wide study served as the focus for workshops in which various 

responsible staff members of local health services developed specific guides for 

in- service training of health personnel in family health education. 
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WHO /SEARO: 
(continued) 

WHO /EMRO 
and 

WHO /EURO 

Workshop 

WHO /WPRO : 

- In Indonesia WHO contributed to a systematic analysis of the duties of each 
member of the health team regarding educational components and opportunities 
in their work. Subsequently, more detailed plans were developed and applied in 
training courses in family health and related community health services. Four 
rural and four urban health centres in West Java Province, Indonesia, were 
opened up for this purpose. 

- In late 1972, an interregional workshop was held in Tunisia for participants 
from Algeria and Tunisia on health education for family health and wellbeing. 
This was designed to: offer practical training and experience in applied health 
education to senior supervisory staff concerned with maternal and child health 
and family planning; foster the integration of health education in health 
services; and develop team work in family health - with particular emphasis on 
family planning as a health measure. 

- During 1973, WHO /WPRO convened seminars on: (1) the role of health education in 
family planning; (2) the training of health workers in health education; and 
(3) family life education. The objectives of the WHO /WPRO Regional Seminar on 
the Role of Health Education in Family Planning were to analyse and review the 
contribution that health education can make to family planning within the context 
of health programmes and to consider the needs and requirements for strengthening 
health education activities in this field. 

- WHO advisory services and consultant support in health education were also 
provided to Malaysia for continuing a project designed to strengthen and extend 
the health education components of family planning, and for help with several 

other educational and training programmes for health education personnel in 
that country. 

WHO /РАНO : - In 1973, the WHO Regional Office for the Americas prepared a comprehensive five - 
year work plan in health and population dynamics (1974 -1978) for the Region. 

In the elaboration of this work plan, priority needs, strategies, and specific 

action proposals for the health education components evolved, including these 

emphases: relevant studies and research, role of education in strengthening of 
family health care within the context of health services, and health manpower 

development. Expression was given also to the need for education to help 
create more widespread awareness of the interrelationship of health and 
population dynamics among policy -makers, professional and auxiliary health 
workers, and other leading workers. The importance of family planning as a 
health measure interwoven with health and social services for families and 
members of community groups was stressed. 

- In 1973, a health education survey, with WHO assistance, was completed in 12 

Caribbean countries. The findings served as the basis for the planning and 
organization of a WHO/PAlO Caribbean Workshop on Health Education held in 
Kingston, Jamaica, in November 1973. The workshop formulated guidelines for 
planning and implementing a long -range plan for the development of health 
education services and training programmes in the Caribbean area. The plan 

included health education for family and community groups, as well as family - 
life education for school -age children and youth, parents and teachers. 

Headquarters staff and consultants in health education have assisted in fourteen WHO staff 
training courses for WHO personnel concerning human reproduction, health aspects of family 
planning and population dynamics. They have also participated in the assessment and future 
planning of these staff training activities. 
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Health education needs and approaches were reviewed in the WHO consultation on the role 

of traditional birth attendants in MCI and family planning, held in Geneva in March 1973. 

Following the çonsultation, a WHO health education consultant worked with WHO experts in 

nursing, maternal and child health, and others in the detailed development of a draft training 

manual for traditional birth attendants. This draft manual is to be tried out in selected 

field projects before it is revised and finalized. 

In 1970, WHO initiated on a contractual basis the preparation of a comprehensive review 

of published literature on studies and research relevant to health education practices in 

family health services involving family planning. This review was subsequently published in 
1973 as a two- volume monograph series.1 

A review of family planning aspects of family health, with special reference to UNICEF /WHO 
assistance, was the concern of a UNICEF /WHO Joint Committee on Health Policy at its Nineteenth 
Session, 1972. 

Reference was made to the key role of health education, supported by the following 
recommendation that: 

"UNICEF and WHO expand their current assistance to health education programmes; 
that they support education and health authorities in the systematic planning and 
implementation of the health education aspects of school and teacher education, including 
the health aspects of family life and population education; and that they assist the 
the training of health education workers in order for these workers to train the teaching 
staff of other disciplines in the techniques of health education to undertake studies of 
the educational needs of different groups of people to be served, and to plan the syste- 
matic integration cf health education in all aspects of health services • • . "2 

In 1973, WHO began closer coordination with FAO, particularly the Human Resources 
Institutions Division in association with the Planning for Better Family Living Service. 
Detailed preparatory plans were made to convene, in 1974, joint working meetings with 
objectives: 

(1) in accordance with the mandates of WHO and FAO as to population dynamics and family 
planning, to identify specific areas of collaboration on education aspects of health - 
related programmes and rural development; 

(2) to delineate practical ways and means for initiating and maintaining collaboration 
including assistance to Member countries as may be requested in such areas as: 

(a) training, (b) field services, (c) education, (d) studies and research, and 
(e) evaluation. 

Studies and research in health education 

To obtain a better appreciation of health -related behaviour of people, the need for 
additional research on planning and carrying out health education aspects of family health 
care and related programmes became obvious. Such research is important in order to help 
place the planning, implementation and evaluation of health education aspects of family health 
care and related health services on a more systematic and realistic basis, 

1 
Young, M. A. C. (1973) Studies and Research Relevant to Health Education Practices in 

Family Planning, Health Education Monographs, Nos 34 and 35, New York, Society of Public 
Health Educators, Inc. 

2 
UNICEF/WHO Joint Committee on Health Policy (Nineteenth Session) (1972) Report of the 

Nineteenth Session held at Headquarters of the World Health Organization, JC.19/UNICEF- WНO/72.4. 
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Accordingly, with the help of UNFPA, WHO has been gradually expanding its support to 
health education studies and research since 1971. The support has been contributed mainly to 
applied studies and research with regard to: what people know and do about health matters 
(including family planning); analyses of special problems and factors arising in health care 
delivery - such as failure, delay or apathy of consumers in using available health services; 
channels of communications through which people learn about new ideas and practices - such as 
health aspects of family planning, and others. (See also Chapter 7.) 

Planning, implementation, and evaluation of health education services 

Most Member States have some form of health education service as an integral part of the 
national health programmes at various administrative levels. With some exceptions, these 
services are manned by a limited number of qualified health education personnel who are already 
hard pressed to meet demands in such priority programmes as the prevention and control of 
communicable diseases, nutrition, and environmental health. With increased emphasis on family 
planning, the demands made upon existing health education workers have become even more acute. 

Few countries have made a critical review of their existing health education services, 

their requirements, and prospects for improvement and further development. An important 

beginning was made in 1972 by a cooperative effort of Headquarters with the Regional Office 
for the Americas. A draft guide was prepared for the review and appraisal of the educational 
components of national and local programmes concerned with the health aspects of family 
planning. During 1972 and 1973, pretesting of this draft guide was initiated in selected 
areas of the Americas, as well as in the African, South -East Asia and Western Pacific Regions. 

A more complete account is given in Chapter 8 of the Organization's support to Member 
States in their development of technical health education services. 

Improving educational materials and communication media 

With UNFPA support, WHO, since 1971, has fostered projects aimed at improving the quality 
of educational materials and of communication media. 

- An inter -country workshop on the development of educational media for family health 

education was held at New Delhi, in 1971. The objective was to produce practical 

guidelines for improved development and use of the entire range of materials and media 
in the interest of family health, including family planning. 

- In 1972 and 1973, WPRO convened workshops on the development of educational and 

informational materials on family health. The workshops emphasized the need for 

integrated educational approaches in nutrition, maternal and child health and health 
aspects of family planning, pretesting and production of information education 
materials for selected groups. As a follow -up of the workshops, an advisory team was 
formed to assist WPRO Member countries in these pursuits. The team was asked to 
assist with the educational materials projects in the Khmer Republic, Malaysia, 
Papua New Guinea, Philippines, Republic of Korea, Singapore, and Viet -Nam. 

- A UNESCO/WHO inter -regional conference on communication and education in family 
planning was held in New Delhi in December 1972 with participants from 12 countries 
representing health administration, maternal and child health, educational adminis- 
tration, communication, health education and social sciences. The report' of the 

consultation emphasized priority needs and suggested national strategies regarding 
programme planning and evaluation, studies and research, education and training of 
workers, educational programmes for school -age children and youth, production of 
materials, and maintenance of educational equipment. 

1 
World Health Organization (1973) Report of the UNESCO /WHO Interregional Consultation on 

Communication and Education in Family Planning, Document WНO/НЕ/73.2. 
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3. HEALTH EDUCATION FOR SCHOOL -AGE CHILDREN AND YOUTH 

As education of the young is tacitly accepted throughout the world as a fundamental human 

right, so education for health should be accepted as an integral part of the educational process. 

The UNESCO International Advisory Committee on the School Curriculum (1958) stated that 

the first objective of primary education is "to stimulate and guide the child's physical develop- 

ment and establish in him sound habits "; and that the general aim of education is the harmonious 

development of children "in order to enable them to develop to the fullest extent mentally, 

emotionally, physically and socially and to live a full and useful life while in school and in 

later years ".1 

The same Advisory Committee also proposed major areas of instruction to be included in 

the curricula of primary schools, "health and hygiene" being given specific emphasis. 

A major cooperative study of WHO and UNESCO, completed in 1966, asserts that "education 

and health authorities share a common interest in the health of children and youth. Today's 

schools seek to develop the kind of educated person who understands the basic facts about health 

and disease, protects and promotes his own health and that of his family and helps to improve 

the health of the community ".2 

"The impact of education interlocks with that of health, nutrition, and welfare in 

promoting child development ", according to the joint educational policy of UNESCO and UNICEF 

as revised in April 1972.� The statement also affirmed that, since school -age children and 

youth constitute the reservoir of human resources for the future, health education must 

therefore be considered an important investment in total national development. 

The school is one of many agencies contributing to the total development of school -age 

children and youth. The needs of children and youth are served by family, school and 

community. Thus health education, if it is to make positive impact upon the young, must of 

necessity apply also to the family and to the community as a whole as well as to the education 

of school -age children and youth. 

Components of sound health education for school -age children and youth 

Given the seriousness of health and related problems affecting or characterizing school 

age children and youth, the need for the right kind of health education assistance has been 

repeatedly enunciated in WHO technical expert sessions on maternal and child health, family 

health, health education, health planning and administration, environmental health, nutrition, 

mental health, drug dependence, malaria, venereal diseases, genetic counselling and others. 

From joint WHO /UNESCO meetings, and in regional seminars, working conferences, and technical 

discussions have come an assortment of concepts and considerations basic to sound programmes for 

the promotion of better health for school -age children and youth: 

1 UNESCO (1958) Report of the Second Session of the International Advisory Committee on 

the School Curriculum, Paris, p. 7. 

2 
UNESCO (1966) Planning for Health Education in Schools, A study undertaken by 

C. E. Turner on behalf of WHO and UNESCO. UNESCO Resource Book, Longmans, London. 

3 
UNESCO Assistance to Education, UNICEF Executive Board 1972, E /ICEF,L,1279. 
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(1) Education, including health education, must be based on a comprehensive approach 
to the child's needs, interests, and desires. 

(2) A majority of school -age children and youth are out of school in many of the 
developing areas. Health education must, therefore, extend beyond the confines of the 
school; it must reach out to educationally deprived school -age children and youth 
wherever they are. 

(3) Health education of school -age children and youth occurs in different settings 
through (a) formal and informal teaching in schools; (b) contact with health services 
within the home, school and the community; (c) daily living experiences of children and 
youth in the home, school and community; and (d) various cooperative school, home, 
community activities and experiences. 

(4) To obtain and to sustain practical results in helping the young it is essential to 
improve and strengthen the health services' infrastructure, increase nutritional resources 
and make notable improvement in environmental conditions and facilities; these constitute 
essential backstops for practical home -school- community health education activities. 

(5) Education, health and related agencies - at all administrative levels - must work 
together if improved planning and action on behalf of school -aged children and youth are 
to materialize. 

(6) Innovative approaches to education for health are essential for capturing the 
interest, support, involvement and commitment of students, teachers, parents, health 

workers, administrators, legislators, and other political leaders. 

(7) Adequate preparation of teachers and parents is an important prerequisite for 

effective, realistic health education for in- school and out -of- school youth. Training 
in special health education methods is also important for medical officers, nurses, 

dentists, nutritionists, environmental health personnel, health educationists and other 

health service personnel because these workers touch the lives of the young. 

(8) To keep educational programmes relevant to the interests and needs of children and 

youth, continuous critical and systematic evaluation of these programmes must be maintained. 

WHO involvement in the health education of school -age children and youth 

Since 1949, WHO, in association with UNESCO, UNICEF and other agencies, has been helping 

interested countries in a number of undertakings aimed at improving the health and wellbeing 

of school -age children and youth. The assistance given has included: training courses for 

teaching and health personnel, preparation of publications on school health education, in 

different languages, sponsorship of and support to technical meetings, technical discussions, 

regional and intercountry seminars and national working conferences, provision of advisory 

and consultant services, fellowship assistance, planning and development of health education 

curricula and syllabi, and development of research projects. 

(1) The Joint WHO/UNESCO Expert Committee on Teacher Preparation for Health Education, 

convened in Geneva in 1959, considered: the nature and scope of the school -teacher's 

responsibility for maintaining and improving the health of children and for influencing 

community health; practical ways in which the school - from its own resources or through 

cooperation with parents, health agencies and other organizations - can help to meet 

health needs of the school -age child; ways in which teachers can incorporate education 

for health into the school programmes; the kinds of attitudes, knowledge and skills 

teachers need if they are to make the best use of their opportunities for education; 

principles for planning, organizing and administering the curriculum for preparing teachers 
for health education and effective methods for that preparation; and what further develop- 

ment, studies and research would be profitable. 
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(2) An important landmark of 1966 was the publication of the UNESCO Source Book Planning 

for Health Education in Schools, a joint study started in 1962 with the aid of a WHO 

consultant. This book was designed primarily as an annotated agenda for curriculum 

committees or planning groups responsible for developing health education programmes for 

primary schools, secondary schools and teacher training institutions. It does not 

propose a model or standard programme applicable to all areas. (Since publication in 

1966 in French, English, and Spanish, there have been several additional translations. 

The initial draft of this major publication was sent for criticism and comment by the 

Directors -General of UNESCO and WHO respectively, to the Ministries of Education and the 

Ministries of Health of all the respective Member States. Ninety -four countries responded 

with many suggestions and documents which led to a substantial revision of the initial 

draft.) 

(3) In 1967, the Organization assisted in a discussion of health education in primary 

schools, one of the two main subjects at the Thirtieth Session of the International 

Conference on Public Education, organized jointly by UNESCO and the International Bureau 

of Education. Education authorities of 94 countries had previously responded to a world- 

wide inquiry carried out by the International Bureau of Education along with UNESCO, with 

the technical collaboration of WHO. The Conference strongly commended to ministries of 

education 18 points regarding health education in primary schools. 

Regional, intercountry, and country activities 

(1) In 1956, the strengthening of health education programmes in schools was the subject 

of the technical discussions held during the Ninth Session of the Regional Committee for 

South -East Asia. It was also included in the technical discussions on health education 

(1956) by Sub -Committee A of the Regional Committee for the Eastern Mediterranean. 

School health was the subject of the technical discussions during the Fifteenth Session of 

the Regional Committee for the Eastern Mediterranean (1965), leading to a resolution 

proposing that: (a) governments give high priority to school health services including 

health services for schoolchildren and school personnel, health of the school environment, 

school health education, teacher preparation in health education, and mental health; 

(b) medical colleges and schools give special attention to school health and health 

education; and (c) assistance be provided to governments in order to develop and promote 

the health of the schoolchildren. As a consequence, a WHO Regional Seminar on School 

Health Education was held in Kuwait in 1966, which was preceded by a review of the status 

of health services and of the health education aspects of school programmes of countries 

throughout the Eastern Mediterranean Region. 

(2) In 1961, a joint WHO /UNESCO Symposium on the Preparation of Teachers for Health 

Education was held in Paris, organized by EURO in close collaboration with UNESCO. One 

of the recommendations of the Symposium was that the importance of health education in 

schools requires that it be given a clearly defined place in the curriculum and in the 

training of teachers. 

(3) In 1969, the second WHO Regional Seminar on Health Education in the Western Pacific 

Region on Preparation of School Teachers for Health Education was held in Manila. The 

objectives of the Seminar were: to provide teacher educators and others responsible for 

health education in schools with an opportunity to consider the needs and problems faced; 

to exchange views and information and to establish guidelines for the preparation of school 

teachers for health education; and to consider how pre -service, in- service and continuing 

education programmes for teachers can prepare them to carry out effective health education 

through instruction in the classroom, school health services and school -home -community 

relations. 

1 
Turner, C. E. (1967) Planning for Health Education in Schools, UNESCO Resource Book, 

Longmans - UNESCO. 
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(4) In South -East Asia an Intercountry Workshop on Health Education in Schools was held 
in Bangkok in November 1970. The Workshop featured a thorough review of school health 
programmes in countries of the Region. Also considered were needs and problems incident 
to planning and implementing school health programmes as well as methods for evaluating 
the effectiveness of such programmes. 

(5) In 1973, a PAID /WHO regional consultation on the health aspects of family life 
education for school -age children and youth in Latin America was held in Caracas. A main 
objective was to elaborate guidelines to assist Member governments to plan and develop 
health education for school -age children and youth, including the health aspects of family 
life education within the home, school and community. 

(6) WHO and UNICEF assistance was provided to India during 1964 -1969, with several 
activities directed toward health education of school -age children and youth. These 
included: studies carried out by the staff of the School Health Education Division of 

the Central Health Education Bureau with the education authorities in four teacher -training 
institutions, and in primary schools in or near New Delhi where teacher -trainers practise. 
A method of assessing the current health education components of courses and new syllabi 
was devised and tested. Assistance was given also in organizing working conferences, 
seminars, and workshops on school health services, planning and implementation of health 
education in schools and in- service courses for health service personnel, school administra- 
tors, teachers and supervisors. Several teaching guides and instructional materials were 
prepared and produced. 

(7) WHO, with UNESCO and UNICEF, assisted in the development of two major school health 

education projects in the Philippines and Nigeria respectively. (See Annexes lb and lc.) 

(8) In recent years in the Region of the Americas, considerable impetus has been given, 

with WHO assistance, to the strengthening of health education for school -age children and 

youth, particularly in Argentina, Brazil, Chile, Ecuador, El Salvador, Jamaica and 

Venezuela. In Argentina, for example, a National Joint Advisory Commission on Health 
Education was established in 1971 to coordinate the work of education and health 

commissions existing in a majority of the provinces. A survey of knowledge, practices, 

opinions and attitudes among nearly 2500 parents, teachers and children was carried out 

in eight provinces of greater Buenos Aires; the findings of this survey were used to 

develop health education curricula for schools and for training of teachers. Three 

workshops were held for members of the provincial commissions in which school superinten- 
dents, principals, teachers and health workers took part. This was the first step 

towards a nation -wide review of health education programmes in schools and teacher -training 

establishments with strong emphasis on community participation. 

(9) From the early 1960s to the present, WHO, together with UNICEF and UNESCO, has 

gradually increased its assistance also to other interested countries in the development 
of health education for school -age children and youth and associated teacher education, 
family, and community education projects. The countries assisted included: Afghanistan, 

Bolivia, Burma, Cameroon, Egypt, Ethiopia, Fiji, Ghana, Indonesia, Khmer Republic, Kuwait, 
Malaysia, Nepal, Peru, Republic of Korea, Singapore, Sri Lanka, Uganda, Viet -Nam, and 

Zambia. 

Problems and limitations 

While considerable assistance has been extended to health education for school -age children 
and youth, and while there are pockets of school health education success in various countries, 

there remain innumerable problems which must be faced. Definitely, much more scope and much 
more cooperative effort are indicated if there are to be more dynamic developments in the future. 
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Field experience has shown conclusively that much could be done to improve health education 

for school-age children and youth if objectives were clearly defined, guiding principles 

followed, and analysis made of the obstacles to further progress. Among the constraints in 

school health education: 

(1) The low priority allotted to health and health services in many national, state, 

provincial and local budgets which reflects the low status assigned to health education 

and to those who are engaged in health education activity. 

(2) The lack of adequate recognition by education and health administrators of the need 

for the cooperative development of programmes aimed at promotion of the health and well- 

being of school -age children and youth. As a consequence, the health education component, 

along with other health emphases, is missing from many educational programmes designed for 

school -age children and youth as well as for school teachers and others. 

(3) The existence of overwhelming health problems, aggravated by the inadequacy or lack 

of basic health and related services. 

(4) Fragmentation of the services which may exist, often intensified by interprofessional 

conflict. In such a context the health and welfare of children, their families and their 

community may be neglected or forgotten. 

(5) Lack of recognition and consideration by policy makers of the importance of a 

comprehensive health programme, including health education, in the total developmental 

plans and programmes of countries. 

(6) Lack of active involvement in planning and development of projects of those who are 

most concerned: pupils, parents, teachers, community leaders, health workers, and other 

local administrative personnel. 

(7) The content of health instruction often bears inadequate relevance to the needs and 

interests of school -age children and youth, their families and their communities. Such 

irrelevant instruction, imposed on the unwilling, can engender genuine resistance. 

(8) Inadequate preparation of teachers charged with health education at various levels. 

This includes those health workers and teachers who are in close contact with the 
school -age children and youth. 

Health education for school -age children and youth, and for their parents and teachers 

as well, needs a realistic setting if it is to flourish. There is no practical value in 

advocating personal cleanliness in the absence of adequate water supplies and sanitary 

facilities. There is no use in promoting better nutrition when food and agricultural resources 

are in woefully short supply. 
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4. HEALTH EDUCATION IN ENVIRONMENTAL HEALTH 

Programmes for the promotion of environmental health are major concerns of many 
governments and related agencies throughout the world today. 

In the developing countries, concentration is on the improvement of basic sanitary 
services, consisting of water supply, disposal of human excreta, other solid and liquid wastes, 
vector control, food sanitation and housing which are fundamental to health. Communicable 
diseases arising out of lack of these basic amenities continue to contribute to most of the 
morbidity and mortality in these countries. Infant mortality is still above 150 per 1000 in 
many of the developing countries. 

On the other hand, the developed nations, having made considerable progress with the 
provision of basic sanitary services, are now faced with new problems arising out of industria- 
lization, atmospheric and water pollution, accidents, urban housing and town planning, all of 
which are interrelated with the physical, mental, emotional and social health and wellbeing of 

people. This is not to deny the existence of pockets within the developing nations where 
urbanization and industrialization are creating problems frequently even worse than those of 

the developed areas. In fact, their parallel existence, along with the more pressing need 
for basic sanitary services, compounds the difficulties experienced in solving the environmental 
health problems. 

The design of environmental health interventions in the past was often characterized by 
its emphasis on science and technology. But increased understanding of the interaction of 
human factors, social forces, and technology and its effects has created a need to consider 
the interrelationship of the physical, biological, psychological, economic and political 
factors implicit in comprehensive planning and implementation of environmental health 
programmes. 

In developing countries, particularly in rural areas, the demand for water supplies is 
usually made for other than health reasons. There are many instances where facilities built 
for excreta disposal remain unused. There is evidence that protected water supplied outside 
homes may not contribute to an appreciable reduction in water -borne diseases. 

Why health education is needed in environmental action 

In many areas poor sanitary practices among the people have their roots in centuries -old 
customs, styles of living and habits. These are not easily altered. Change cannot be 
effected without conscious, sustained efforts to encourage people to adopt needed changes and 
practices and to reinforce peoples' own efforts to cultivate new ways of doing familiar things. 
People, regardless of their stage of development, must see for themselves the necessity for 
revising their habit patterns and be willing to join with fellow members of the community in 
seeking the advantage of a cleaner, more pollution -free environment. 

It is for this reason that countries are recognizing the need to stimulate individuals 
and groups to assume active responsibility in helping to reduce environmental hazards, and to 

use and to help maintain available sanitation facilities. 

That health education is needed in national environmental health programmes has been 
stressed since 1950 by expert committees and other meetings on environmental health. Notable 
are those technical meetings which have considered the planning, organization and administration 
of national environmental health programmes; occupational health; basic environmental 
sanitation; solid wastes disposal and control, water pollution control; environmental health 
aspects of metropolitan planning and development; air pollution; reuse of effluents; methods 
of waste -water treatment and health safeguards; disposal of wastes; and food hygiene. 
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As proposed by the Expert Committee on National Environmental Health Programmes: Their 

Planning, Organization, and Administration,' health education has three main objectives: 

(1) "to educate the people in the principles of environmental health so that they 

develop a proper understanding of their own needs and develop healthy personal habits; 

(2) to secure acceptance by the public of community measures for the improvement of 

environmental health and to develop an active demand for improvements; 

(3) to keep environmental health administration in line with the needs and wishes of 

the people, and to encourage close collaboration between the officials responsible for 

this work and the people they serve." 

Present -day needs under environmental health in developing and developed nations are too 

great to be met with governmental resources alone. A survey2 conducted in 1970 by WHO of the 

status of community water supplies in selected developing countries showed that only 23% of 

the population had access to safe water. Within urban communities 50% of the population 

obtained water through individual house connexions, while 23% used public standposts. In 

rural areas, more than 85% of the population - more than one billion people - did not have 

safe water available to them. Further, in many of the piped urban supplies, service was 

intermittent - a situation which rendered a water system potentially hazardous to health. 

The increase in population in some areas will result in increased waste production, 
predicting increased problems in the disposal of excreta and other wastes. The overall 

picture of sewerage and excreta disposal is even worse than for water supply. It is estimated 
that currently 28% of all urban people are served by a public sewerage system and a further 

45% have a household system. In rural areas it is estimated that 91% of the population have 
inadequate excreta disposal facilities - more than one billion people following primitive 

excreta disposal practices which lead to unnecessary illness, debility and death. 

Rapid progress in the provision of basic sanitary services will depend not only on the 
readiness of the community to demand these vital services but also to pay for them and to 

help assume responsibility for their maintenance. There are many instances, even in poor 

countries, where the community has demanded and paid a substantial portion of the cost of the 
facilities when citizens were educated to realize the advantages accruing from community 
participation. 

Experiences in Chile have shown that the cost of a waste disposal plan could be reduced 
by 15 -30% if labour contribution could be obtained from the community. The provision of 

environmental health services to the community could be accelerated if financial and labour 
participation is solicited from the community. Health education, with emphasis on the 
community organization approach, is one of the promising ways of achieving such community 
participation. It could, from an educational point of view, encourage better use of 
services; people tend to attach more value to those things in which they have played active 
roles through planning and building. 

Health education in national environmental plans and programmes 

Since 1949, health education aspects have been incorporated in selected WHO /UNICEF- 
assisted national environmental health plans, field projects, and training courses for 
environmental sanitation personnel, e.g. sewage disposal schemes in the urban areas of the 

Caribbean; training courses in Costa Rica, Egypt, Ghana, Guinea, India, Indonesia, Kenya, 

1 Wld 11th Org. techn. Rep. Ser., 1970, No. 439, pp. 40-41. 

2 
Disposal of Excreta and Waste Water in Urban Fringe Development, Working Paper by CWSS 

Unit of WHO (CWSS /WP/73.7). 
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Korea, Malaysia, Morocco, Nepal, Nigeria, Pakistan, Senegal, Singapore, Togo; field projects 
for rural water supply programmes in Costa Rica, El Salvador, Guatemala, Honduras, Nicaragua, 
and Panama. 

In the Region of the Americas, in 1972, a working group was formed to prepare a manual on 
community development supporting rural water supplies for Latin America; the guidelines are 
based on field experiences acquired in various countries of the Region. In 1972, health 
education was one of the main aspects considered at a regional technical meeting held for 
environmental health workers who are engaged in WHO -assisted environmental health projects in 
several countries of the South -East Asia Region. 

Authorities in Nigeria, realizing that the active collaboration of the people was essential 
for the success of the WHO- assisted project for sewerage, drainage and solid wastes disposal 

systems in the city of Ibadan, requested WHO to assign a specialist in health education to this 

project; he assumed his duties in 1971. In an attempt to help solve the problems of human 
wastes disposal in areas where no sewerage system exists, the Ibadan authorities decided upon 

a "comfort station" programme. Each station includes toilets, shower, and a laundry complex 

to serve a population of 300 -600. Some of the stations are now in use. Epidemiological, 

environmental and sociological surveys were undertaken in connexion with the building of the 

first three stations. Based on the findings about peoples' practices, attitudes and beliefs 
regarding excreta disposal, and their interest in self -help projects, specific educational 

objectives were established. A systematic health education plan of action is now being 

developed to involve the citizens •in the expanded comfort station programme. The project is 

employing a full -time community development organizer who is working through opinion leaders 
among the families in the project area. The hope is that, through proper health education 

activities, the people will become involved in promoting proper use and maintenance of toilets 
and in the cleanliness and repair of comfort stations. Following this experiment further 
plans in Nigeria call for health education training for environmental health workers and for 

more focus on environmental health in school health education programmes. 

During 1955 -1960, the Government of India requested WHO assistance in health education 
for the research - cum -action projects in environmental sanitation launched in that country. 

The WHO adviser in health education worked with the All India Institute of Hygiene and Public 
Health, Calcutta, in its project located at Singur, West Bengal, during 1956 -1958. The main 
aim of the project, which was action research in design, was to evolve practical health 

education measures aimed at encouraging rural population to adopt and use environmental health 
facilities, particularly sanitary latrines. In Annex le of this document, an account is given 

of some highlights of a WHO -assisted rural latrine programme in Uttar Pradesh, India. 

Assessment of the UNICEF /WHO- assisted environmental sanitation and rural water supply programme 

During the period 1959 -1968, about 80 countries received assistance from UNICEF /WHO for 
plans which have concerned improvements of rural water supply and excreta disposal. These 

were demonstration projects, serving as catalysts for planning and implementing nationally 
supported country -wide rural environmental improvement programmes. Recognizing the need for 
health education for successful implementation of the projects, the UNICEF /WHO Joint Committee 

on Health Policy had previously, in March 1960, stressed the urgent need for community 
participation and laid down as one of the criteria for UNICEF assistance "an organization of a 

well -planned and intensive health education programme to be carried through every staff member 

in the programme ".1 

In 1968 an assessment was made of UNICEF /WHO- assisted environmental sanitation and rural 

water supply programmes. It was stated in the review that "education does accompany and give 
some measure of support to most of the UNICEF /WHO- assisted environmental health activities. 

1 
Report of the UNICEF Executive Board Meeting of March 1960 (E /ICEF /398) Clause (ICiii). 
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There is little doubt, however, that health education coverage could be greatly improved; 

some of the poor results of the past were due in part to a lack of effort and support in this 

field. 

was noted that the best health education contacts were the sanitarians and sanitary 

engineers, nurses and other health workers who were able to explain exactly what the improve- 

ments would be and what benefits might be expected. The necessity for such explanations did 

not seem to be fully appreciated in some areas by national staff, who seemed more concerned 

with the physical aspects of the improvements they advocated than with participation and 

intelligent use of the improvements by the population. 

Schools (where they exist), one of the most obvious channels for health education, were 

not being extensively used to educate for health. A number of instances were noted where 

modern hand washing, drinking and excreta disposal methods had actually been planned in schools, 
but the poor or total lack of maintenance of these facilities reduced considerably the 

potential educational impact and use of the facilities. 

Among the WHO /UNICEF- assisted environmental programmes, as in Guinea, Jamaica, Liberia, 

Tonga, and Venezuela, the factors noted as contributing to achievement included: commitment 
and degree of sustained government support of the projects in terms of policy, administration 
and finance; participation of the local communities and use made of health education to 
support the planning, construction and popular adoption of the improvements; provision for 
training of personnel; simplicity of programme design; plans adapted to the local situation; 

good liaison among various authorities within the country at national, provincial and local 

levels; and the existence of organizations to accommodate and maintain completed programmes. 

One particularly successful water supply project within the programme was that of Jamaica. 
The specific success factors here were: 

(1) Parish personnel were closely associated with the Government authorities at all 
stages of the programme. 

(2) Excellent support was given by the Ministry of Health. 

(3) Health education activity by parish staff was vigorous and effective. 

The UNICEF /WHO Joint Committee on Health Policy in March 1969, recommended that: 

(1) more field studies are required on ways and means of increasing the effectiveness 
of health education aspects of environmental sanitation and rural water supply programmes; 

(2) the maximum community participation at local levels should be encouraged at the 
planning, construction, and operational stages of environmental health to foster 

responsible involvement through health education of local people to ensure adoption, 

wise use, and maintenance of the facilities provided; 

(3) the introduction of health education should be encouraged in developing educational 
curricula for school -age children and youth, teaching staff, and others in order to 
enlist their active interest and support. 

1 Assessment of Environmental Sanitation and Rural Water Supply Programmes Assisted by 
UNICEF and WHO (1959 -1968) JC.16 /UNICEF- WH0/69.2, p. 8. 

2 
UNICEF/WHO Joint Committee on Health Policy, Report of the 16th Session, 5 March 1969. 
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Recommendations were made to accord the highest priority to the training of all grades 
of staff and to include health education as part of the training, particularly of sanitarians, 
sanitary engineers, nurses, and other health workers involved in environmental health 
programmes. 

Strengthening of health education aspects of WHO environmental health programmes 

In 1972 and 1973, a consultant was engaged to prepare draft proposals and guidelines for 
the integration of health education in environmental health programmes. The objectives of 
these guidelines are: 

(1) to enable those concerned with planning and implementing environmental health 
programmes to understand the basic methods and processes of health education; 

(2) to enable environmental health planners to incorporate health education into the 
planning, implementation, and evaluation of environmental health programmes; 

(3) to provide assistance to those who train, supervise and guide the implementation 
of health education activities in environmental health programmes; 

(4) to enable planners and administrators: (a) to formulate programmes for development 
of manpower for health education in environmental health; and (b) to develop programmes 
for environmental health teaching among schoolchildren; and 

(5) to bring about increased acceptance and utilization of environmental health 
services and thus a consequent improvement in general health. 

Occupational health 

In most of the WHO- assisted projects in occupational health, in more than 40 countries 

of the world, there has been an element of health and safety education for workers in industry, 
agriculture and mining. The education is aimed at enlisting participation of both management 

and labour in applying preventive health measures at workplaces as well as reducing occupational 
diseases and injuries. Particular consideration has been given to the educational aspects of 
programmes in those developing countries which are becoming more industrialized and where 
agriculture is becoming more mechanized. As workers move from manual to skilled labour 

status, a number of important physical, psychological and social adjustments are demanded of 

them. 

Statistics on occupational diseases and accidents reveal that the prevalence of occupa- 

tional diseases may be 6 -10 times higher among the workers employed in developing countries 

than among those in the industrialized nations. 

Examples of WHO- assisted educational programmes in occupational health work among 

workers and management are as follows: 

(1) A main recommendation of the WHO Expert Committee on Environmental and Health 

Monitoring in Occupational Health (1973) was that it is necessary to educate both 
management and workers if new or expanded occupational health services are to be 

effectively offered. 

(2) Education of trade union leaders and members in the health aspects of their work 
was a main objective of the East African Conference on Occupational Health in Agriculture, 

held in Addis Ababa in 1973. This conference, which was organized with WHO technical 
guidance, was attended by representatives of trade unions, employers, and physicians 
engaged in occupational health programmes. 

(3) The Joint ILO/WHO Committee on Health of Seafarers (1973) recommended proper 

health education for seafarers as a principal method for reducing risks involved in 

handling dangerous goods aboard ships, as well as for modifying the psychological stresses 

encountered by this occupational group. 
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5. HEALTH EDUCATION - COMMUNICABLE AND 

NON- COMMUNICABLE DISEASES 

The following brief survey of health education activity in special programmes by no means 

exhausts what has been done with WHO support to help countries to incorporate health education 

in various programmes directed to specific disease problems. Through health education pro- 

grammes for school -age children and youth, family health care, environmental health, and 

others, much educational activity has also been and is ongoing as regards these and other 

diseases. 

Malaria 

The Ninth Report of the WHO Expert Committee on Malaria 
1 
suggested that accent be placed 

on public participation through health education. In considering health posts in pre - 

eradication phases of malaria programmes, the Report states: 

"Health posts should have primary responsibilities in the various fields, 

including: 

health education, which should have as its ultimate objectives to promote the 

active participation of the local population in the solution of their own health 

problems." 

From 1950 onwards, particularly from 1957 to the present, at least 14 WHO technical 
expert meetings and conferences on malaria have referred distinctly to the role of health 
education. In 1972, the WHO Inter -regional Malaria Conference held in Brazzaville gave con- 
sideration to the "role of health education in obtaining the cooperation and participation of 
the people in antimalaria activities ".2 

Examples of specific activities in health education which are integral aspects of WHO - 
assisted malaria programmes are listed below: 

(1) Health education was included as one of the 22 minimum provisions for an acceptable 
plan of operations for malaria eradication.3 In the Fourteenth Report of the WHO Expert 
Committee on Malaria (1968)4 the provision of health education was again underscored. 
As a consequence of this emphasis, reference to health education was made in "plans of 
operations" for several WHO -assisted malaria eradication projects. 

(2) A guide was prepared on health education and malaria by the unit of Health Education 
in cooperation with the Division of Malaria Eradication. This guides was designed to 

serve as a working guide for reference and use by staff of health and malaria services and 
as a resource for the production of regional or national manuals dealing with the health 
education aspects of malaria operations. Health education aspects were incorporated also 
in the WHO Handbook on Malaria Training (1966). 

1 Wld 11th Org. techn. Rep. Ser., 1962, No. 243, p. 6. 

2 
World Health Organization, Report of the Inter -regional Malaria Conference for Countries 

where Time -limited Malaria Eradication is Impracticable at Present, Brazzaville, 30 October - 
10 November 1972, Ref. МЕ /72.11, pp. 22 -35. 

Manual on Preparation of Malaria Eradication Programmes, 1961 (unpublished document 
WHO /МЕМ /3). 

� Wld 11th Org. techn. Rep. Ser., 1968, No. 382, p. 8. 

� World Health Organization (1967) Health Education and Malaria, НЕ /67.1. 
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(3) WHO health education consultants and /or full -time staff were assigned to WHO - 
sponsored training centres for malaria personnel and others in Jamaica, Nigeria, the 
Philippines, Togo, and United Arab Republic. In addition, health education support was 
provided to WHO- assisted malaria projects in British Solomon Islands Protectorate, 
Cameroon, India, Iran, Nepal, Nicaragua, Pakistan, Sri Lanka, Surinam, Turkey. 
(See also Annex ld.) 

In 1970, WHO and the Indian Council of Medical Research founded jointly in New Delhi a 
unit on the genetic control of mosquitos. The purposes were twofold: "(1) determining the 
operational feasibility of genetic techniques for the control and eradication of Culex fatigans, 
and (2) obtaining data on the reproductive biology and the population dynamics of Aedes aegypti 
for the genetic control of this species ". It was recognized by the authorities that a pre- 

requisite to the success of the programme was the cooperation of the community. Therefore, a 

careful study was made of community structures, leadership patterns, and channels of communi- 

cation in representative rural villages in Delhi State. The research also included data on 
the attitudes, beliefs, and knowledge of village leaders (formal and informal) and of the 

people at large, their literacy status, and their occupational patterns. The findings were 

used to develop an educational plan of demonstrations and inter -personal communications which 

later proved of considerable value in enlisting active cooperation and support of the people. 

A full account of this important experiment was published in 1972.1 

Venereal and treponemal diseases 

Emphasis was placed on health education at four WHO expert meetings on venereal and 

treponemal diseases, and a WHO- sponsored seminar on venereal disease control held in Tokyo 

(1958) gave considerable attention to health education aspects of control programmes in Asian 
countries. 

Much discussion was devoted to behavioural 
2 

aspects of the rising incidence of venereal 
infections and their implication for health education by the participants at the second WHO 
Regional Seminar on Venereal Disease Control held in Manila in 1968. The report3 of this 

Seminar underscores the need for more studies concerning "behavioural patterns and community 
attitudes related to historical, cultural, psychological, and other factors in rapidly 
developing society so that the present methods of health education can be more effectively 

applied and new methods developed may be better suited to local social environment ", It 

also draws a relevant conclusion which holds true for many other areas of the world, namely, 

"health education in the venereal disease field in the Region varies greatly. The point has 

been made that health education should not be blamed for its failures in venereal diseases 

when, in spite of much lip service, it has scarcely been tried ". 

Smallpox 

Reference was made to health education particularly, by two expert meetings devoted to 

smallpox. From 1971 onwards, plans of operation of WHO -assisted projects in countries in 

smallpox eradication stated that "appropriate health education be instituted to achieve maximum 

possible cooperation of the community as well as political and religious leaders ". 

1 
Singh, Darshan et al. (1972) "Genetic Control of Mosquitos - The Importance of an 

Educational Diagnosis ", Int. J. 11th Educ., Vol. XV, 1972/74, pp. 269 -273. 

2 
Burton, John, "Behavioural Diagnosis and Educational Treatment - Some Notes on the 

Control of Venereal Diseases ", WHO /HQ Document WPR /VDT /68. 

World Health Organization (1968) Report on the Second Regional Seminar on Venereal 
Disease Control, Regional Office for the Western Pacific Region, pp. 33.35. 
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Health education has been included as a specific part of the training for workers in 

smallpox eradication projects. A section on "education for cooperation" was prepared by the 

WHO Health Education unit in collaboration with the Smallpox Eradication unit. The section 

was included in the WHO Handbook for Smallpox Eradication Programme in Endemic Areas.1 

Health education aspects of smallpox eradication have been an integral part of a number 

of WHO- sponsored seminars, working conferences, etc., on health education, smallpox eradica- 

tion, and others. For example, education and smallpox were discussed at a regional group 

meeting2 convened by WHO /EMRO in 1967. 

Since 1967 WHO advisory services on health education, in collaboration with national staff, 

have been provided in smallpox programmes in countries such as Afghanistan, Ethiopia, India, 

Nigeria, Pakistan, and the Sudan. 

Trachoma 

Considerable reference was made to health education aspects in three expert meetings on 

trachoma. 

Health education approaches have been an integral part of WHO -assisted programmes in 

trachoma and communicable eye diseases in Algeria, India, Jordan, Libya, and the Sudan. 

Health education components wère incorporated into a guide on trachoma control prepared 

by the WHO Regional Office for the Eastern Mediterranean Region.3 In addition, the Health 

Education unit has collaborated with the unit of Virus Diseases in the preparation of a 

manual on Methodology for Trachoma Control4 (1970) and a Manual for Trachoma Control Workers, 

planned for publication in 1974.5 

Leprosy 

Health education was stressed in four expert meetings on leprosy, and the WHO Guide on 

Leprosy Control6 (1966) gives further emphasis to needs and importance of education in 

leprosy control programmes indicating that such education is needed for (1) the patient and 

his family, (2) medical students, professional and auxiliary health personnel, and (3) the 

general public. 

In 1965, a WHO adviser in health education assisted with a comprehensive study of popular 

beliefs and prejudices about leprosy carried out by health authorities and staff members in 

the Republic of Korea.7 

1 
World 

Areas (SE /67 

2 
World 

(ЕМ /НЕР /З1). 

Guide 
4 
World 

5 
World 

document). 
6 
World 

7 
World 

Attitudes to 

Health Organization, Handbook for Smallpox Eradication Programme in Endemic 

.5 Rev.1, July 1967). 

Health Organization, WHO Group Meeting on Health Education, Alexandria, 1967 

for Health Education in Trachoma Control, 1964 (mimeographed). 

Health Organization, Methodology for Trachoma Control (VIR /70.3). 

Health Organization, Basic Methods for the Control of Trachoma (unpublished 

Health Organization, A Guide to Leprosy Control (РА/66.214). 

Health Organization, Preliminary Comments on a Study of Prejudices and Negative 

Leprosy in Two Geographical Areas in Korea (WPR /Leprosy /41). 
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Other communicable diseases 

Extensive consideration of socio- economic factors and educational measures was given by 
an expert meeting in 1963 devoted to enteric infections.' There were nearly 40 technical 
expert meetings which have made specific references to the role and requirements for the health 
education aspects, e.g. helminthiases, malaria, schistosomiasis, smallpox, tuberculosis, 
trachoma, venereal and treponemal diseases, etc. 

Cardiovascular diseases 

Six WHO technical groups on cardiovascular diseases have referred to health education in 
sessions devoted respectively to rheumatic diseases, atherosclerosis and ischaemic heart 
disease (preventive aspects), rehabilitation of patients with cardiovascular diseases, and 
prevention of rheumatic fever. 

Prominent attention was given to health education and cardiovascular diseases by experts 
who participated in the meeting on the world -wide cooperative effort to control cardiovascular 
diseases held in 1973.2 

The meeting stressed that: 

(a) the control of cardiovascular diseases depends to a very considerable degree on 

how people behave in their daily lives; 

(b) the essence of present -day health education is its concern with health -related 
behaviour of people; 

(c) more effective prevention and control measures for rheumatic fever, Chagas' heart 
disease, pulmonary heart disease, hypertension and ischaemic heart disease depend upon 
the cooperation and participation of patients, their families, and the public; 

(d) intensive and extensive behaviour -oriented research and evaluation are needed for 

development and improvement of the role of health education in the promotion of cardio- 
vascular health and in the control of cardiovascular diseases. 

In 1967 and 1968 WHO consultants assisted the WHO Regional Office for Europe in a review 
of health education in Europe with special reference to the cardiovascular diseases. In 

1969, WHO /EURO convened an informal working group on health education and cardiovascular 
diseases attended by epidemiologists, cardiologists, behavioural scientists, and specialists 
in health education. 

Since 1970, WHO has been associated with a community study for the prevention of cardio- 
vascular diseases in North Karelia, Finland. The principal aims of the project are: 

(1) to reduce the known risk factor of cardiovascular diseases in the population of North 
Karelia, and (2) to promote the early diagnosis, treatment, and rehabilitation of patients 
with cardiovascular disease. Health education is a main element of this particular study, 
focusing on enlistment of active personal and community involvement in the project. During 
1973, the WHO /EURO adviser and a consultant in health education were invited to assist with 
a technical review of the relevant behavioural and educational aspects of this project in 
Finland. 

1 Wld 11th Org. techn. Rep. Ser., 1964, No. 288, pp. 20 -22. 

2 
Draft Report (unpublished) World -wide Cooperative Effort to Control Cardiovascular 

Diseases, World Health Organization, Geneva, 30 April - 4 May 1973. 
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Health education was an important aspect also of technical meetings on cardiovascular 

diseases in recent years such as: (1) the WHO /EURO working group on methodology of multi - 

factor preventive trials in ischaemic heart disease held in Innsbruck, Austria; and 

(2) several meetings on behavioural and operational components of health intervention pro- 

grammes, held in the Netherlands, USSR and Geneva. 

Dental health 

In 1969, a WHO Expert Committee on Dental Health Education, organized jointly by 

headquarters units of Dental Health and Health Education, suggested that, since oral and 

dental health depends largely on regular personal and group behaviour throughout life, 

effective utilization of the educational approach is central to any widespread improvement in 

oral and dental health. The reportl describes priority dental health problems and specifies 
educational implications for each type of dental disease. The report also addressed itself 

to the need for health education training of all personnel involved in dental health programmes. 

Practical field experiences utilizing sound health education approaches, including 

community involvement in use of dental health services, now typify a growing number of training 
programmes for various types of dental auxiliaries - e.g., WHO -assisted projects in Jamaica, 
Papua New Guinea, and Senegal. In some areas health personnel are being trained whose sole 
responsibility relates to the educational and preventive aspects of dental health. Other 
health personnel, and such non -health personnel as teachers, are being added to the dental 
health team and introduced to proper health education methods. 

WHO assisted the Regional Office for the Western Pacific with the preparation of a 

booklet "Guidelines on Oral Health - a Manual for Health Personnel ".2 The purpose of the 

manual is to familiarize health personnel and others with oral health problems particular to 

the Region. The manual encourages concern not only for dental diseases but also for social 
and cultural patterns of a given community in order that realistic approaches to dental health 
may be developed with the people themselves. 

Drug dependence 

Educational aspects have been considered by three WHO expert sessions devoted to drug 
dependence and the prevention and treatment of alcoholism. In 1971, a WHO Study Group on 
Youth and Drugs considered a number of important matters with regard to the use of dependence - 
producing drugs, circumstances of use, special features associated with age, social attitudes 
and responses, community treatment and rehabilitation services and research needs. 

The above -mentioned study group also agreed with views on education and drug dependence 

stressed by a previous WHO Expert Committee on Drug Dependence.3 In April 1973, in Hamburg, 

Federal Republic of Germany, WHO/EURO convened a meeting on Health Education Programmes 
Concerning Drug Abuse in Young People.4 

WHO has participated also in three recent meetings convened by UNESCO in the field of 
drug dependence. These were: (1) Education in More Developed Countries to Prevent Drug 
Abuse (1972); (2) Specialists on Methodologies for Evaluation of Mass Media Programmes for 
Prevention of Drug Abuse (1973); and (3) Youth and the Use of Drugs in Industrialized 
Countries (1973). 

1 
Wld 11th Org. techn. Rep. Ser., 1970, No. 449. 

2 
WPRO, 1971 (English, French, Chinese and Vietnamese translations). 

Wld 11th Org. techn. Rep. Ser., 1970, No. 460, p. 33 (section 3.4.2). 
4 
World Health Organization, Regional Office for Europe. Report on Health Education 

Programme Concerning Drug Abuse in Young People. Reference 5418 IV. 
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Health consequences of smoking 

In 1970, there was substantial technical collaboration by the Health Education unit with 

the WHO Division of Noncommunicable Diseases and with two consultants in the preparation of 
a Reportl on "Smoking and Health" presented by the Director- General to the Twenty -third World 
Health Assembly (1970) in accordance with a resolution2 taken by the forty -fifth session of 

the Executive Doard. 

The report pointed to the need for an effective programme for the education of youth, but 

registered doubt whether it would be of any value by itself "as long as young people live in 

a world populated by large numbers of cigarette -smoking adults ". Specific reference to the 
education of youth was included also in the resolution3 taken by the Twenty -third World Health 

Assembly on Health Consequences of Smoking. 

Technical health education collaboration was continued from 1970 onwards in various 

follow -up steps taken by the Director -General as a consequence of Assembly resolution WHA23.32. 

These included assistance with planning and conducting a consultants' meeting in 1970 to 

prepare a document4 for the forty -seventh session of the Executive Бoard5 (1971); this was 

subsequently presented by the Director -General to the Twenty -fourth World Health Assembly.6 

Health education staff of the Organization have also served as WHO representatives to 

the two World Conferences on Smoking and Health held in New York (1967) and in London (1971), 

They served as WHO representatives on the Planning Committees established for the afore- 

mentioned Conference held in London (1971) and are currently serving with WHO representatives 

on the Planning Committee for the Third World Conference on this subject scheduled, in 

New York, for June 1975. 

1 
Fletcher, C. M. & Horn, D. (1970) A Report on Smoking and Health, presented to the 

Twenty -third World Health Assembly. 

2 
Off. Rec. Wld 11th Org., No. 181, p. 7. 

Off. Rec. Wld 11th Org., No. 185. 

4 
Document ЕВ47/25, Annex, 

5 Off. Rec. W1d 11th Org., No. 189, p. 24. 

6 
Off. Rec. Wld H1th Org., No. 194. 
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6. HEALTH EDUCATION - HEALTH MANPOWER DEVELOPMENT 

Health education should be a natural part of the work of all health and related 

workers - physicians, nurses, midwives, environmental health staff, nutritionists, social 

workers, teachers, agricultural extension workers and related community development personnel. 

Many health workers already use health education methods in their contacts with patients, 
family members, school, industrial and community groups. However, as an Expert Committee 
stated in 1957 ". . . with a more systematic and specific training in health education, this 
influence could be widened and increased in effectiveness. . . . the trend today is to base 

health programmes on the assumption of extensive personal and public participation and 
responsibility on a well informed basis. Therefore, it is essential that all members of 
the health team acquire a thorough understanding of the most appropriate educational methods 
and means which can serve to enlist this public participation and thus enable the people to 

do as much as they can for themselves with the aid of technical health services ".1 

Health education as part of training of all health workers 

Over the past two decades, numerous expert committees, study groups, seminars, working 
conferences, technical discussions, and consultations have examined in depth the need for the 

preparation of all health personnel in health education. A WHO Expert Committee on 

Professional and Technical Education of Medical and Auxiliary Personnel, held in 1950,2 

recommended that an adequate background knowledge of public health should be incorporated 

into the basic training for each of the categories of health workers essential to a health 

team, stressing community application of their respective disciplines in association with 
studies in epidemiology, public health administration, statistics, sanitation, health 

education, etc. The first report of the WHO Expert Committee on Health Education of the 

Public3 stated that the establishment of training facilities for health education is of the 

greatest importance in developing the educational skills and competence of professional 

health personnel, auxiliary workers, educationists, and socially -minded voluntary leaders. 
A subsequent report on the training of health personnel in health education4 elaborated in 

considerable detail the objectives, roles and opportunities in health education of physicians, 

nursing and midwifery personnel, environmental sanitation workers, auxiliary health workers, 

health education specialists, and others. Included in the report is extensive reference to: 

(1) the planning, organization and conduct of health education training, and (2) the need for 

studies and research. 

In 1959, technical discussions on health education were held during the Twelfth World 

Health Assembly. The participants in the technical discussions emphasized the following: 

more detailed, specific yet flexible planning of the educational components of health 

programmes is necessary; physicians, nurses, midwives, environmental health workers, 

teachers and social workers could make their health service with individuals, families and 

various groups more effective through person -to- person contact, practical methods of family 

and group education, community organization approaches, and use of local communication 

channels and leadership involvement. They underscored the importance of all health workers 

having basic preparation, as well as in- service training, in health education. The role of 

the health education specialist was also discussed as well as the qualifications and training 

necessary for his work. 

1 Wld Hlth Org. techn. Rep, Ser., 1958, No. 156, p.6. 

2 
Wld 11th Org. techn. Rep. Ser., 1950, No. 22. 

Wld Hlth Org. techn. Rep. Ser., 1954, No. 89. 

4 
Wld 11th Org. techn. Rep. Ser., 1958, No. 156. 
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Health education emphasizing the preparation of health and allied workers was the 
subject also of technical discussions held in connexion with meetings of Regional Committees 
of the Organization, namely SEARO (1956), (1957); EMRO, Sub -Committee A (1956); AFRO (1964); 
WPRO (1965) (Annex 5). In 1973, the Technical Discussions held during the XXII Meeting of 
the Directing Council of the Pan American Health Organization were devoted to "Community 
Health Services and Community Involvement ". The participants called attention to the 
"pressing need for support and participation of the community in the planning and 
implementation of health programs for improvement of the delivery of health care ". In the 

resolution which was passed at the conclusion of the technical discussions, the Regional 

Director was asked "to give high priority to the training of health and related personnel in 

health education, and provide as soon as possible the necessary facilities for the 

implementation of training programs to meet the needs of the community ".1 

Health education training for physicians 

In 1965, WHO convened an Expert Committee on the Training and Preparation of Teachers 

for Medical Schools with Special Regard to the Needs of Developing Countries. The report 

of this expert committee recommends much greater emphasis in medical education on the 

"community, social and preventive responsibilities" of medical graduates. It suggests 

specifically that preparation of medical students is needed "in the basic sciences of 

community understanding, including epidemiology, biostatistics, preventive medicine, health 

education, sanitation and community organization, while the behavioural sciences, genetics, 

and human growth and development,'with special stress on psychological factors, must not be 

neglected ". 

Another important example of support for health education in medical education is the 

report of the Expert Committee on the Use of Health Services Facilities in Medical 

Education.3 The report states ". . . every physician, wherever he practises and at whatever 

level he does so, must be familiar with the community aspects of medicine, for even if he 

does not himself have the direct responsibility for the administration of such services, he 

must none the less play an important role in their operation through health education in 

providing specific measures of protection, and, in carrying out surveillance".3 This report 

suggests also that in community- oriented medical education the main subjects to be taught 

should include: "(a) health administration and practice, including (i) community 

organization, (ii) health education, (iii) environmental hygiene, and (iv) medical care 

organization; and (b) behavioural sciences and economics ". 

Comparable emphasis is placed on community organization, health education and 

behavioural sciences in other reports devoted particularly to the professional and technical 

education of medical and auxiliary personnel.4 

Several countries in the European Region have given particular attention to the role 

of physicians vis -à -vis health education. In 1963, the WHO Regional Office for Europe 

convened a working group on the training of physicians in health education. Some of the 

participants reported on the substantial efforts being made to introduce training in health 

education into the medical curricula. Especially from reports of participants from 

countries in Eastern Europe it was noted that health education was considered as a method of 

preventive -curative medicine, and had been established as an integral part of all health work 

1 Pan American Health Organization. Report of XXII Meeting of Directing Council - 

Resolution XXII - Technical Discussions on the Topic "Community Health Services and 

Community Involvement ". Document CD22/35, October 1973, pp. 28 -29. 

2 Wld 11th Org. techn. Rep. Ser., 1966, No. 337, p. 14. 

Wld 11th Org. techn. Rep. Ser., 1967, No. 355, pp. 7 and 25. 

4 
Wld 11th Org. techn. Rep. Ser., 1964, No. 257; 1964, No. 269; 1967, No. 351; 1968, 

No. 385; 1970, No. 442. 



EB53/8 
page 35 

in which physicians played an active and important role. However, participants from these 

countries indicated that they still needed better preparation of their doctors for their work 

in health education. This working group "was fully aware that there were many ways of 

promoting the interest and activity of doctors in this sphere".1 They advocated three main 

approaches through: "(a) health education in the undergraduate medical curriculum, (b) special 

courses in health education for doctors in strategic positions, and (c) short orientation 

meetings on health education for members of the medical profession in leading positions ".1 

In 1959, a WHO visiting professor in health education was requested by Israel to serve on 

the faculty of a medical school in Jerusalem. Within a three -year period he was able to 
assist in the creation of a health education unit within the medical school and in the 
initiation of postgraduate studies in health education. The way was paved for physicians 

and other categories of health workers, at both the medical school and the Ministry of Health, 

to gain access to health education training, practical field experience and opportunities for 

action research in health education. 

During the past decade in particular, experienced nationals qualified in health education 
have been appointed also to a gradually increasing number of faculties of medicine and 
dentistry in countries such as Chile, Denmark, India, Japan, Malaysia, and the Republic of 
Korea. 

Health education for nurses and midwives 

As noted by an expert committee,2 health education is implicit in each of the major 
functions considered to be essential if the nurse is to fulfil her role in health programmes. 
This was delineated in the report of the technical discussions on "Nurses: Their Education 
and Their Role in Health Programmes" which were held during the Ninth World Health Assembly 
in 1956.3 

"Nursing, including midwifery, is a personalized service, close to the people. Because 
of services rendered in time of emergency, nursing, like medicine, commands respect and 
provides a proper climate for health education, through the nursing service in the home, 
health centre, special school, clinic, hospital, or industrial medical service. The 

individual services provided by the nurse to the patient, or to families and community groups, 
present many important opportunities for health education. The public health nurse, for 

example, working closely with people, knows their particular conditions, their economic 
situation, and their special beliefs and prejudices. Her educational work with families on 
specific health problems can therefore be geared to their several circumstances. "4 

In many parts of the world the midwife, as a member of the health team, has great 

opportunities for health education with families and community groups. Nearly always she is 

of local origin and the only health worker living and working with people in the villages. 

Her influence with people is sometimes greater than that of anyone else. Special emphasis 
was given to the health education aspects of midwifery service by a WHO expert committee on 
midwifery training held in 1955.5 

1 Report of the Working Group on 

Regional Office for Europe, 1964, pp. 

2 
Wld 11th Org. techn. Rep. Ser., 

Chron. Wld 11th Org., 1956, No. 

4 
Wld 11th Org. techn. Rep. Ser•, 

5 Wld 11th Org. techn. Rep. Ser., 

the Training of Doctors 
4, 21. 

1958, No. 156. 

10, p. 207. 

1958, No. 156, p. 13. 

1955, No. 93, p. 4. 

in Health Education, WHO 
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Technical reports and other relevant WHO documents are replete with references to the 
educational functions of nursing and midwifery personnel.1 

Leading nursing experts, in considering aspects of public health nursing, have pointed 
out that while educational functions are an integral part of nursing, they may not have been 
applied in nursing services as often as they should have been: "People tend to consider the 
nurse in terms of specific services and to ignore the part the nurse can have in face -to -face, 
family, group, and community education essential to enlisting people's participation in 
prevention and in promoting and safeguarding the health of their families. The nurse is 
limited not only by what patients expect of her but also by the expectations of her co- workers. 
Her health teaching will be affected by the value people place on health, their attitude to 
the inevitability of illness and its place in human life, and their ideas about the family 
group, the community, and the urgency of health problems ". 

Health education for auxiliary health workers 

The education and training of auxiliary health workers was the main subject of a WHO 
interregional conference held in 1962 in Sudan. The report of this session states that: 
"Strong support was given to the proposition that since health education was one of the main 
functions of auxiliary personnel this subject should be emphasized whatever the training 
course. It was suggested further that at least one member of the teaching staff of 
institutions training auxiliary health workers should be well qualified and experienced in 
health education ". 

From 1949 onwards, the education and training of professional and auxiliary health 
workers and of related community workers has been a highly important aspect of numerous 
WHO- sponsored regional and inter -country meetings and WHO- assisted national working 
conferences and seminars. These have included 32 WHO regional health education conferences, 
study groups, seminars or working conferences - in Africa, the Americas, the Eastern 
Mediterranean, Europe, South -East Asia and the Western Pacific (Annex 5). An important 
characteristic of these WHO sessions devoted to health education has been their multi- 
disciplinary character, involving persons experienced in such disciplines as health 
administration, epidemiology, maternal and child health, health education, environmental 
health, social sciences, and nutrition. 

Cooperation with other agencies in training personnel 

For the past two decades, WHO, UNICEF, bilateral health agencies, and others have been 
actively involved with innumerable nationally sponsored basic training, in- service and 
refresher courses, seminars, working conferences, and field training projects in which health 
education components have figured prominently. From the data available, a very conservative 
estimate suggests that WHO full -time staff and consultants have been actively associated with 
more than 100 nationally sponsored education and training projects in health education for 
various categories of professional and auxiliary health personnel and related workers, e.g., 

health officers, nurses, midwives, medical assistants, and sanitarians. A large majority of 

1 Wld H1th Or techn. Rep. Ser., 1950, No. 24, 5, 12, 19; 1952, No. 49, 8• g• Р• , � pp. , � � p. , 

1954, No. 91, p. 5; 1956, No. 105, pp. 13-14; 1959, No. 167, pp. 5-6, 10; 1966, No. 331, 

pp. 5, 9-13; 1966, No. 347, p. 18; 1970, No. 442; 1971, No. 476; 1971, No. 483; Wld 11th 
Org. Publ. H1th Pap., No. 4, pp. 11-12, 133-139; No. 33, pp. 15-20; No. 55. 

2 
Chron. Wld 11th Org., 15, No. 3, March 1961, pp. 81-82. 

World Health Organization (1962) Report of Inter -regional Conference on the Training 

of Health Auxiliary Personnel, Geneva, WHO /EDUC /109. 
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these national training projects in health education involving WHO, UNICEF and other inter- 

national assistance was carried out in 65 countries served respectively by the Regional Offices 

for Africa, the Americas, South -East Asia, Eastern Mediterranean Region, and the Western 

Pacific Region. 

WHO role in strengthening postgraduate training in health education 

WHO has assisted in developing and strengthening postgraduate training in health 

education and related social sciences for various categories of students attending schools 

of public health, or the equivalent. Such assistance has included fellowships to prepare 

professional teaching staff in health education, the provision of WHO specialists in health 

education to serve on the faculties of selected schools of public health (both short -term and 

long -term teaching assignments), participation in curriculum studies which have also involved 

consideration of the nature, scope and methodology of academic instruction, plus the 

establishment of centres for field training experiences. 

In 1962, WHO co- sponsored with PAl0 an interregional conference of health workers in 

health education, attended by 70 participants from 30 countries representing disciplines such 

as health administration, maternal and child health, public health engineering, preventivQ 

medicine, health education, behavioural sciences, and public health nursing. The report 

of this conference suggests priority needs, objectives, and guidelines for determining the 

scope, content, methodology and field experience relevant to the postgraduate preparation in 

health education for various categories of health personnel, including health education 

specialists. Reference is made in the report to suggested functions and qualifications for 

postgraduate faculties, important need for studies and research on educational and behavioural 

problems encountered in field health programmes, and the possible role in these operations of 

governmental and non -governmental agencies and organizations. 

In 1969, a regional seminar, held in Buenos Aires and sponsored by WHO and PAlO with the 

collaboration of the Government of Argentina, was devoted to the preparation of health 

professionals in health education and behavioural sciences. The principal topics of 
discussions were: (1) a review of priority educational and social components involved in 

health at present in Latin America, (2) educational and social factors of particular 

relevance to programmes for maternal and child health and welfare, (3) an analysis of the 

educational roles and responsibilities of professional health manpower, including professional 
health education workers, (4) ways and means of strengthening the training of health 

professionals in. health education and behavioural sciences in accordance with health needs 

and resources and services available. 

As early as 1949, the services of a WHO consultant were requested by the Government of 

India to assist with the health education aspects of a WHO /UNICEF- assisted postgraduate 

education programme being developed by the All India Institute of Hygiene and Public Health at 

Calcutta. Further assistance to this Institute was proviaed in 1954 through health education 

courses for diploma students in public health administration, maternal and child health, and 

occupational health. During 1956 -58, a full -time WHO adviser in health education assisted 

with the planning and organization of practical field experiences for postgraduate students 

of the Institute; the field territory was the rural area served by the Health Centre of 

Singur. Subsequently, WHO visiting lecturers in health education helped to extend the 

health education courses of the Institute and to establish the first postgraduate course, 

approved by the Government of India in 1958, for the health education certificate for both 

medical and non -medical university graduates. During the past decade, two additional 

postgraduate centres have been established in India, with WHO assistance. 

1 Wld 11th Org. techn. Rep. Ser., 1964, No. 278. 
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Since 1953, WHO assistance has been provided also to other countries for the planning, 
establishment, and development of postgraduate health education curricula and field 
experience centres of schools of public health or equivalent institutions in countries such 
as: Brazil, Chile, Egypt, Indonesia, Iran, Japan, Lebanon, Malaysia, Mexico, Singapore, 

Thailand, Turkey, United Kingdom, United States of America, Venezuela, and the Republic of 
Viet -Nam. 

Since 1949, participants in several of the previously mentioned WHO -sponsored regional 
and interregional meetings (Annex 5) have advocated that, as a minimum, the cadre or nucleus 

of qualified health education specialists in a country should preferably have a university 

degree in biological sciences, social sciences, or the equivalent, followed by postgraduate 

courses in public health with specialization in health education and the related social 

sciences. This minimum standard has now been adopted by several national health authorities 

in all Regions. In fact, the candidates awarded WHO fellowships as recommended by national 

authorities for postgraduate studies in public health /health education have included several 

graduates in medicine as well as experienced candidates with academic degrees in the 

biological or social sciences or advanced studies in education including communications 

(Annex 2). 

In 1972, the WHO Regional Office for Africa, with the aid of a consultant, carried out 

a study at several universities in Africa to identify facilities and resources for the 

development of postgraduate and undergraduate training in health education. Follow -up plans 

are now in process, with WHO assistance, to establish two regional centres for training in 

health education in Africa for French -speaking and English - speaking candidates respectively, 

under the auspices of interested universities and with the collaboration of the appropriate 

governmental authorities and others. 

for the development of postgraduate and undergraduate training in 

health education in the African Region was prepared and sent by the Regional Director of 

WHO /AFRO to all the ministries of health in the African Region. This particular guide 

outlines the need for and scope of health education in the African Region and "indicates 

broadly the requirements of courses for training health education specialists and the nature 

and types of course content needed for developing such courses. It also describes the 

future pattern of health education services needed to be developed in the countries of 

Africa ".1 

The suggested functions for professional health education workers included in the afore- 

mentioned guide, as in relevant WHO technical reports,2 comprise: 

(a) educational programme planning, implementation and evaluation including analysis, 

study and educational diagnosis of the health problems in the community; 

(b) community organization and group work; involvement of voluntary and professional 

agencies, and others; 

(c) education and training of health and related personnel in health 

curriculum development, teaching methods and aids; 

(d) behavioural studies and research focused on priority educational 

health and medical care programmes in varying cultural, socio- economic 

education, 

problems in 

circumstances; 

1 AFR/HE /51- AFR /E &Т/66, A Guide for Development of Postgraduate and Undergraduate 

Training in Health Education in the African Region, WHO Regional Office for Africa, 

Brazzaville, 30 April 1973. 

2 
Wld Hlth Org. techn. Rep. Ser., 1954, No. 89, pp. 29 -20; 1958, No. 156, p. 29; 

1964, No. 278, pp. 16 -20; 1969, No. 409, pp. 16 -22; 1969, No. 432, p. 22; 1971, No. 483, 

pp. 36 -39. 
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(e) fostering cooperative planning and action for health education of school -age 

children, youth, teachers, in the context of total national educational objectives and 

systems; 

(f) mass communication and use of indigenous educational methods and media; 

(g) pretesting, production and distribution of printed and other audiovisual material. 

A most promising, comprehensive, and well -planned approach to health education manpower 

development has been under way in Indonesia since 1971 under the active leadership of the 
Ministry of Health of Indonesia with support of APHA(USAID) and WHO. The objectives of this 
project are: (1) to increase the number of practising health education specialists from three 
to 60 within a five -year period, (2) to integrate the specialists in health education within 

the health services, and particularly in maternal and child health (including family planning 

services), nutrition, communicable disease control, and environmental health so as to increase 

the overall effectiveness of those services, and (3) to establish by 1974 a viable post- 

graduate training programme in health education within the School of Public Health, University 

of Indonesia. 

Major elements of the aforementioned manpower project in Indonesia include: 

(1) basic orientation courses in public health and social sciences of approximately 
six months' duration; 

(2) twelve months of supervised practical field work experience in the application of 
health education by: (a) working as participating members of local planning -action 
groups composed of staff members of health centres and local leaders; (b) assisting 
community members in planning and implementing self -help improvement projects on a 
demonstration basis; and (c) assisting the rural health centre with training courses, 
as well as with planning and conduct of local workshops on village problems and projects 
involving health centre staff and the community. 

For those candidates who complete successfully the above -mentioned basic orientation 
courses and supervised practical field work experience, there is provision for their pursuing 
postgraduate studies (18 months) in public health /health education leading to masters' 
degrees in public health or the equivalent. 

The field training programmes in health education were critically reviewed in South -East 
Asia by country study groups convened in 1971 and 1972. Their reports were considered and a 
draft guide was prepared at an inter -country workshop convened by the WHO Regional Office for 
South -East Asia in 1972. As follow -up, during 1973, the participants took steps to help 
make the field training experiences of public health students in health education more 
practical and effective. The outcome of the 1972 workshop and the findings from the 1973 
field activities were utilized also at a meeting, convened by ECAFE, on developing indices 
for measuring the impact of training on job performance of field workers in programmes 
involving family planning. 

Problems and limitations 

There has been some encouraging progress in the provision of health education in the 

training of all types of health workers, as well as for professional personnel for health 
education services. However, the health education component of health manpower development 
has not yet acquired the world -wide emphasis which seems indicated. Some of the reasons 
are: 

(1) The component of health education in the formal or in- service education of an 

overwhelming number of health workers at all levels is conspicuously lacking. 
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(2) There is a dearth of persons well qualified to teach health education and the 
social sciences to service on the faculties of medicine, dentistry, public health 
and such related education and training institutions as those for nursing, midwifery, 
and environmental health personnel. 

(3) In postgraduate schools of public health or equivalent institutions, the health 
education and behavioural science elements of the curricula are too often minimal or 

lacking. 

(4) There exists a tremendous shortage of appropriate textbooks, references and 
teaching aids which feature valid and relevant educational approaches that are 
suitable for health and related socio- economic and cultural circumstances. 

(5) The instruction in health education for health workers, both inside and outside 

institutions preparing health manpower, tends to be too theoretical and does not take 

into sufficient consideration the local problems, life styles, customs, values and 

constraints, faced by the people. 

(6) There is a need for more diversity among faculties teaching community health/ 
health education essential to community involvement. The active contribution is 

required of health planners and administrators, epidemiologists, health education 

specialists, behavioural scientists, nurses, midwives, environmental health personnel, 

biostatisticians and others. In other words, a multidisciplinary approach to the 

education and training of health and related workers should be regarded as essential. 

(7) Practical field experiences are too seldom at the heart of community health /health 

education preparation. There is really no adequate substitute for first -hand field 

experience. 

(8) Frequently findings from relevant field studies and research are not communicated 

to educational institutions to help influence and improve the planning, content, and 

methodology of health education and related social science aspects of manpower 

development. 

(9) Both formal studies and field training in community health and health education 

often suffer from narrowness of scope. Working for total health entails the need to 

understand and to capitalize upon the fact that improvements in general education, 

agriculture, employment, roads, transportation and other aspects of socio- economic 

development have an important bearing on health development. 
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7. STUDIES AND RESEARCH IN HEALTH EDUCATION 

Research in health education seeks to contribute to the practical solution of problems. 

It is therefore, generally described as action research or applied research. 

The WHO Scientific Group on Health Education Research, convened in 1968, noted that 

"health education concerns all those experiences of an individual, group or community which 

influence beliefs, attitudes and behaviour with respect to health ". Health education is also 

concerned with the efforts and processes which produce change when change becomes necessary to 

prevent problems and to promote health and wellbeing. This all -inclusive view of health 

education takes cognizance of the fact that many experiences, both positive and negative, have 

an impact on what people think, feel and do about health as an integral part of their daily 

living. The Scientific Group outlined a conceptual framwork for placing needed types of 

research in perspective in order that they might relate to each other so that health education 

can be viewed as "concerned primarily with behaviour and practices" as well as with "the process 

of behavioural change, the nature of the educational approach to such change ", and the 

educational methods and aids required to bolster the change process. 

Taking into account what is known about human behaviour and the process of change, health 

education research is concerned not only with the forces within the individual but also with 

the outside forces that interact with the forces within the person and have an impact on his 

behaviour. 

Health education research is now becoming more and more centred on health -related 

behaviour. This view is implicit, for example, in the report of the WHO Expert Committee on 

Planning and Evaluation of Health Education Services held in 1968, which suggests that the 

degree to which the educational goals of community health programmes can be realized is 

determined by a series of interrelated factors; 

"The accessibility of health advice and health services in which the individuals 

have trust; 

the economic feasibility of putting into practice the health measures being 

advocated; 

the acceptability of the proposed health practice in terms of the customs and 

traditions that the individuals, families and groups observe, the beliefs that they hold 
and the attitudes of their peers; 

the extent to which people already have the kinds of learning experience needed to 

enable them to understand or to desire the benefits to be derived from a new or modified 

health behaviour, which may often require a considerable sacrifice of a financial, social 

or psychological nature. "1 

WHO's role in health education research 

WHO has had a long -standing interest in studies and research to improve the role of 

health education in health and related aspects of development. A WHO Expert Committee on 
Health Education of the Public (1954) specified the need to give attention to "implementing 

carefully planned field studies, research, and experimental programmes" and stated that "to 

date, comparatively few studies and field experiments have been carried out, and the methods 

and procedures used have therefore been based on experiences in other fields ".2 

1 
Wld Hlth Org. techn. Rep. Ser., 1969, No. 409, p. 8. 

2 
Wld 11th Org. techn. Rep. Ser., 1954, No. 89, p. 33. 
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In 1962, WHO convened an inter -regional conference on the postgraduate preparation of 
health workers in health education. Its report' draws attention to the scarcity of qualified 
research workers, the inadequacy of methods of research and evaluation, the need for financial 
support for research, and the lack of appreciation of the value of research in relation to 
its cost. Particular reference was made to the need for social scientists interested in 

applied health -related behavioural research to be associated with professional health education 
workers and other allied health personnel in multidisciplinary behavioural studies focused on 
problems encountered in health and related programmes. The report also stressed the 
importance of: (1) research training opportunities for professional workers in health 
education, and (2) studies and research related to training of health manpower in health 
education. 

An Expert Committee on Planning and Evaluation of Health Education Services (1968) 
considered it desirable that much of the research should be conducted within the context of 
ongoing community health programmes. For example, considerable value could be derived even 
from modest field studies planned to take advantage of the various practical educational 
opportunities which local health workers, teachers and other local leaders have in their direct 
contacts with people. In addition, considerable value could be derived from practical studies 
of the role, specific functions, and educational and experience requirements essential for 

health education personnel working in various geographical, technological, economic, and 

administrative settings.2 

In 1962, in connexion with the Fifth International Conference on Health Education of 

the International Union for Health Education, a compilation was made of published research 
related to health education practice published by the Society of Public Health Educators.3 
In 1966, WHO sponsored an updating of the volume, and the resulting six volumes were devoted 
respectively to: (1) what people know, believe, and do about health; (2) psychological and 
cultural factors related to health education practice; (3) communication methods and 
materials; (4) patient education; (5) programme planning and evaluation; and (6) school 

health education. This series was published4 during 1967 and 1968 with the cooperation of 
WHO. 

The report5 of the WHO Scientific Group on Research in Health Education, convened in 

1968, refers to a number of problems requiring studies and research. This Scientific Group 
also underlined the fact that research on behavioural problems and associated constraints 

encountered in health programmes is at present critically deficient both qualitatively and 

quantitatively. The shortage of competent research workers and of educational centres for 

preparing them was prominently mentioned. 

From 1967 to 1971, only modest provisions were made in the Organization's regular budget 

for research in health education. Thus it was possible for the Organization to make a very 

limited contribution to research projects in this area. From 1971 onwards, owing to some 

increase in allotments from UNFPA funds, it became possible to increase activities in this 

field. Eleven WHO- assisted study and research projects in health education are either in 

operation or in process of being completed (Annex 3). 

1 Wld 11th Org. techn. Rep. Ser., 1964, No. 278, pp. 38 -40. 

2 
Wld 11th Org. techn. Rep. Ser., 1969, No. 409, p. 30. 

SOPHЕ Research Committee (1963) Research related to health education practice, 

New York, Society of Public Health Educators, Inc. 

4 
11th Educ. Monogr., 1967, 1968, Nos.23 -28. 

5 Wld Hlth Org. techn. Rep. Ser., 1969, No. 432. 
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Support to research projects 

In the South -East Asia Region, WHO support is being given to studies and research in 

India, Indonesia, Sri Lanka, and Thailand. The subjects studied include: status of health 

education in teaching hospitals and health centres; the adoption of health and family planning 

practices in rural communities; the impact of activities of primary health centres on 

community health practices, including family planning, as conceived by consumers; factors 

influencing adoption of practices related to health aspects of family planning by patients in 

hospitals and their families; and experimental approaches to the training of health staff in 

health education. 

WHO is contributing to a research project in Korea on behavioural problems in the 

sequential process of awareness -adoption in family planning. 

In Nigeria, a study is being made to determine educational and community organization 

factors influencing the regular utilization and proper maintenance of "comfort stations ", a 

combination of laundry, washing, bathing and toilet facilities, constructed under the WHO - 
assisted wastes disposal and drainage project in Ibadan (see page 24). 

In the European Region, assistance is beginning in research and studies associated with 

the prevention of cardiovascular diseases, including the WHO- assisted North Karelia project 
in Finland referred to on page 30. 

WHO is assisting a study in Jamaica on the use of health education for promotion of child 

health in the hospital and community. Assistance is being given also to a study in Ethiopia 

on the impact on neonatal mortality of the training of local midwives in public health and 

health education. Both seek to improve those health education aspects of maternal and child 
health which are essential to reducing neonatal and infant morbidity and mortality. 

In Iran, research is in progress on a study of the knowledge, attitudes and behaviour of 
high school biology teachers regarding family planning. In Brazil, a study is under way of 

the influence of children on the adoption by their family of health practices learned in 

school. 

In Sri Lanka, attempts are being made to develop and maintain an inventory of all research 
reports in behavioural and related sciences relevant to health education; to design and 

conduct studies eliciting data needed for development of sound family health education 

activities; and to organize a multidisciplinary group of health workers and behavioural 

scientists to investigate needs and conduct studies for improved planning and application of 

the health education components of such priority health programmes as family health and 

environmental health. 

In 1973, the WHO Regional Office for South -East Asia convened in Bangkok an inter -country 
training course on social science research methodology as applied to health education. 
Participants were research workers, social scientists, health administrators, communication 

and media specialists, health education specialists from countries within the Region. Other 

organizations and agencies represented were UNDP, UNESCO, UNICEF, and FAO. 

In 1973, a comprehensive reviewl of the literature on studies and research relevant to 
health education practices in family planning was published with WHO assistance. 

1 
Young, M. A. C. (1973) Studies and Research Relevant to Health Education Practices in 

Family Planning, Hlth Educ. Monogr., Nos.34 and 35, New York, Society of Public Health 

Educators, Inc. 
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8. PRIORITY NEEDS FOR THE DEVELOPMENT OF 
HEALTH EDUCATION SERVICES 

Since 1949, one of the main functions of WHO in relation to its Member States has been to 

give support to the planning, organization and evaluation of health education services as an 

integral component of country health programmes at various administrative levels. In response 
to requests of governments it has provided both short -term and long -term advisers in health 

education to more than 60 countries in all Regions to assist with the development and 

strengthening of health education services. Further, advisory services and support in the 

health education field have been provided on a continuing basis by the regional advisers in 

health education now serving full -time in all but one of the Regional Offices. In recent 

years three Regions (AFR, SEAR and WPR) have been obliged to appoint additional advisers in 

health education to help with increased programme demands involving health education. 

From its inception, the unit of Health Education has established and maintained close 

working relationships with Regional Offices and has thus been actively involved in many of the 

important WHO -assisted national, inter -country, and regional programmes involving health 

education. 

Support for the establishment and upgrading of health education services of national 

health programmes has been voiced in several technical discussions on health education held 

in connexion with the World Health Assembly (1959) and with meetings of Regional Committees - 

EMR (1956), SEAR (1957), AFR (1964), and WPR (1965). 

In 1967, WHO convened an Expert Committee on Planning and Evaluation of Health Education 

Services.1 This Committee, made up of health administrators and directors of health education 

services, focused on suggested objectives, functions, technical standards, manpower requirements, 

budgetary needs, and guiding principles for the planning, evaluation and organizational aspects 

of health education services within the framework of priority health programmes and services 

at various levels. It stressed that much more systematic, substantial and detailed consi- 

deration and support need to be devoted to the planning, organization and evaluation of health 

education services within the context of total national health systems. "Unfortunately, 

however, in most countries of the world, efforts in health education and related social 

sciences have not, to date, been systematically studied, planned, applied, and supported on 

a sustained basis so as to have real impact on the social orientation of health care systems 

and of related efforts in community development.' 

The Seventeenth and Eighteenth Sessions (1964, 1965) of the WHO Regional Committee for 

South -East Asia drew particular attention to: (1) the importance of health education at all 

stages of planning and implementation of health activities; (2) the need to evolve a 

methodology for assessing its effectiveness; and (3) the difficulties and complexities 

involved in trying to assess the impact of health services, including health education. 

Nevertheless, it was considered essential to try and plan health education aspects of health 

programmes on a more scientific basis. As a consequence, SEARO, with the countries of the 

Region, set in motion a major project which culminated in 1967 in an inter -country workshop on 

the methodology of planning, implementation, and evaluation of health education. The main 

participants were health administrators, trainers of health personnel, and health education 

specialists. 

1 Wld 11th Org. techo. Rep. Ser., 1969, No. 409. 

2 
From a statement by the Director -General, Inaugural Session, Eighth International 

Conference on Health Education, International Union for Health Education, Versailles, France, 

July 1973. 
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Prior to the SEARO Workshop in 1967, country working groups had been organized in the 

countries of the Region to pretest draft guidelines for planning health education aspects of 

programmes in smallpox eradication, leprosy control, malaria eradication, tuberculosis control, 

and nutrition. After some revisions based on the pretesting, the guidelines were further 

tested by application to programmes of: (a) maternal and child health - protein malnutrition 

in children in the 1 -3 year age -group, (b) tuberculosis, and (c) environmental health - a 

safe water supply. From 1967 onwards the guidelines1 have been further tested through use in 

actual programme planning in several countries; in 1968, for example, they were used as a 

basic working document in a national workshop on health education held in Indonesia. 

In 1969, РАНО convened in Peru a Latin American seminar on health education and planning, 

attended by a group of senior executives with responsibilities in national health services. 

Its recommendations were designed to: "(a) vitalize the planning process in Latin America, 

(b) incorporate social, cultural and sociopsychological factors into this process, (c) promote 

the multidisciplinary efforts indispensable to the incorporation of these factors into health 

planning, and (d) establish priority research topics and problems which will facilitate the 

incorporation of the above -mentioned components into the health planning process. 

In 1968, EMRO convened in Iran an inter -country course on measurement and evaluation 

techniques in health education.3 This course was planned in response to a specific 

resolution emphasizing the need for promotion of health education in the Region adopted during 

the Fourteenth Session of the Regional Committee for the Eastern Mediterranean held in 1964. 

Subsequently, an EMRO group meeting on health education held in 1967 underscored the need for 

organizing a course on evaluation and research in health education as essential to improved 

planning and implementation of the educational aspects of health programmes. 

In 1971, the WHO Regional Office for Africa convened a Seminar on Evaluation of Health 
Education Programmes. Prior to this Seminar, in 1970, AFRO carried out a survey by 

questionnaire of health education services of countries in the African Region. The findings 

of the survey revealed that in the 34 countries in the African Region at that time there were 

18 established national health education units. Six countries reported that health education 

units were to be established in the near future.4 

The Ten -year Health Plan for the Americas (1971 -1980) - Final Report5 of the Third 

Special Meeting of Ministers of Health of the Americas made important observations and 

recommendations with respect to health education services in countries of the Region. As of 

1972, all but two of the countries of the Region had health education services. Nevertheless, 

they stated that "at the operational level the coverage of health education programmes is very 

limited and there are shortcomings in the continuity and effectiveness of community educational 

activities. There are also weaknesses in the planning of educational programmes caused by a 

shortage of human, material, and financial resources assigned to health education services. 

1 Health Education - Comprehensive Guidelines on Planning, Implementation, and Evaluation 

of Health Education, WHO Regional Office for South -East Asia, New Delhi (1969). 

2 
Report - Latin American Seminar on Health Education and Planning, Ica, Peru, Pan 

American Health Organization /Regional Office of the World Health Organization, Document 

RSPHWHESS /11, August 1969 (mimeo). 

Report on the Course on Measurement and Evaluation Techniques in Health Education, 

WHO /EMRO, Document ЕМ /HЕР /35. 

4 
World Health Organization (1971) Report of a Regional Seminar on Evaluation of Health 

Education Programmes, WHO Regional Office for Africa, Brazzaville (Document AFR /НE/47). 

� Pan American Health Organization Ten -year Health Plan for the Americas. Final Report 

of the III Special Meeting of Ministers of Health of the Americas, Official Document No. 118, 

January 1973. 
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Another important factor is the ineffectiveness of the mechanisms for coordinating health 

education programmes with the general educational systems and with community, labour, and 

social institutions active in the communities ".1 Their main recommendation was: 

"Consolidate, reorganize, and reorient health education units to enable them to channel the 

educational process and thus contribute to obtaining the conscious participation of the 

community in the activities and programmes of the services, establishing health education 

services in countries where they do not exist ".1 

To implement the above -mentioned recommendation, the Ministers of Health of the Americas 

suggested the following activities: 

Perfect or define, in each country, the health education policy 

health policy of the sector and ensure its inclusion in the legislat 

Perfect the training of specialized health education personnel, 

curricula in line with the sociocultural realities of the countries 

of the health services. 

in line with the 
ion. 

orienting the 
and the development 

Develop and perfect the infrastructure of the health education services, giving them 

the means to develop adequately the educational component of the health programs. 

. Continue studies in depth to enable health education to be included in the health 

planning process. 

Support the educational process that is being conducted with health workers and with 

the community, through the mass communication media, bringing in other sectors such as 

education and agriculture, ensuring effective coordinated action by the entire health 

team and also the active participation of the population. 

Stimulate and advise Ministries of Education with a view to strengthening primary and 

secondary school curricula and encourage greater participation by the teaching profession 

in health education. 

Develop appropriate machinery for inter -sectoral coordination, so that health 

education activities have a multiplier effect in other related fields. 

Develop and strengthen regional teaching centers in Latin America and the Caribbean 

area with a view to increasing the number of health educators. 

Establish and strengthen the teaching of health education in postgraduate training 

of schools of public health. 

. Establish and progressively strengthen the teaching of health education in the basic 

training centers for professional health personnel. Develop and strengthen the teaching 

of health education in inservice training programs. 

Promote studies and research on the behaviour of individual communities in regard to 

health and on new educational techniques and materials in this sphere. "1 

Comparable recommendations2 were made at the Fifth Caribbean Health Ministers Conference. 

In a resolution on "community participation" the Conference recognized that "community 

participation is essential to improving the health of the people and that health education is 

the means by which this participation is attained ".3 

1 Pan American Health Organization Ten -year Health Plan for the Americas. Final Report 

of the III Special Meeting of Ministers of Health of the Americas, Official Document No. 118, 

January 1973. 
2 

Caribbean Health Ministers Conference, Dominica, February 1973, 

Management of Health Service. 

Caribbean Health Ministers Conference, Dominica, February 1973, 

Community Participation. 

Resolution 16, 

Resolution 20, 
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Some of the points stressed by technical groups and health authorities are the following: 

1. Whenever manpower and budgetary resources permit, the progressive strengthening of 
health education services requires staffing of a multidisciplinary nature with expertise 

in planning and evaluation of educational components of health programmes, methodology 

of action -oriented studies and research on educational problems encountered in health 

programmes, school health education, education and training of professional and 

auxiliary workers in health education and behavioural sciences, mass communications and 

educational materials and media. A multidisciplinary service should desirably include 
health education specialists, behavioural scientists, experts in health education of 
school -age children and youth, information and communications experts, mass media 

technicians, and others. 

2. Where programmes are being planned for the strengthening and development of health 

services, systematic and specific consideration will need to be given to the capacity of 
health education services of health ministries to carry out the essential functions and 

tasks required. In those cases where national health education services are not yet 
able to provide the help required, assistance should be given to building them up 
progressively to the strength needed in accordance with existing and potential manpower, 

funds, facilities and related resources. 

3. Professional staff of health education services of WHO, and of health ministries of 
member countries, should desirably be involved together with other health professionals 

in the planning, implementation, and evaluation of priority national health programmes 
which require personal, family, and community involvement and action. In addition, 

health education services should be active partners in cooperative governmental health 
projects associated with such broader developmental schemes as rural development, new 
town planning and urban renewal, regional planning of comprehensive services, and others. 

4. "An important factor for the effective functioning of a health education service is 
the position it occupies in the administrative hierarchy of the ministry of health. 
This should be at a level high enough to permit the director and staff of the health 
education service to work directly with the directors and staff of all other technical 
programmes and service units of the health organization. It is desirable also that the 
director of the health education service be directly responsible to the permanent head 
of the national ministry or department of health. In any event, some form of direct 

representation in the national health administration is essential to the effective 

planning and achievement of the agency's health goals and for the progressive development 
of a viable health education service. 

It is desirable that the service should be so placed administratively that all 

technical programmes have ready access to it. When this is not the case, a health 
education service tends to become identified with a particular segment of the health 
agency's activities and, therefore, can seldom fulfil its technical obligations to the 

agency as a whole. This is not to say that individual programmes may not require full - 
time health education staff. "1 

5. In several countries, technical health education services of ministries or depart- 
ments of health are being established or reorganized at national, state, provincial, or 

other administrative levels. An increasing number of these units are being run by 
qualified specialists in health education. However, it is stressed that, in the majority 

of the countries where they exist, health education services need considerable 
strengthening in manpower, facilities, funds, and essential administrative support. 

1 Wld 11th Org. techn. Rep. Ser., 1969, No. 409, pp. 14 -15. 
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This is of critical importance in order that they may contribute more effectively to 

planning and developing the educational aspects of national health services involved 

with such priority programmes as family health care, communicable and non-communicable 

diseases, nutrition, health of school -age children and youth, environmental health, 

health manpower development, and community health studies and research. 

6. Since 1949, participants in several WHO Expert Committees, technical discussions, 

seminars, and conferences concerned with health education have considered the academic 

requirements and experience desirable for professional personnel who are responsible 

for the technical planning, direction, and development of health education services in 

health programmes at various administrative levels. At these meetings, it has been 

advocated that each country should desirably have, as a minimum, a cadre or nucleus of 

qualified health education specialists, who should possess a university degree in 

biological sciences, social sciences or education, or the equivalent. These minimal 

qualifications are now required of candidates seeking admission to academic institutions 

which offer postgraduate courses in public health with specialization in health 

education and the related social sciences. As mentioned previously, several graduates 

in medicine have, on the recommendation of their governments, received fellowship 

assistance for postgraduate studies in public health with specialization in health 

education. 

7. In so far as education for health is a vital component of health programmes, it 

must be subject to the process of more systematic and scientific evaluation. The 

purposes of evaluation have been ably summarized by Roberts: 

"We evaluate to aid future planning and to improve programs to increase our 

understanding of health education practice, to add to the body of knowledge upon which 

our work is based. We evaluate to help achieve operational efficiency and, related to 

this, to obtain data that permit interpretation of program effectiveness so as to obtain 

administrative support, community support, even financial support. We evaluate for 

reasons associated with motivation - to give staff and volunteers satisfaction, and a 

sense of success. To give priority to these purposes . . . we evaluate primarily to 

study the effects of practice so that we can turn our findings back into practice and 

improve it and, at the same time, strengthen the scientific basis of practice in health 

education. 

Roberts, В. Ј. (1962) Concepts and Methods of Evaluation in Health Education, Int. J. 

11th Educ., Vol. V, No. 2, p. 3. 
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9. CONCLUSIONS 

In summary, this review of health education has endeavoured to depict some highlights 
of the Organization's partnership with its Member States and other international agencies 
over the past quarter of a century. Considerable emphasis has been given to the role of 

health education in enlisting the active participation of people in programmes of health and 
in related fields. However, the health education aspects of many health programmes have not 
yet been systematically planned, applied, and supported on a sustained basis. 

If health education is to play a more pronounced role in helping people to assert 
themselves and to make a favourable impact upon the health and social systems established for 
their benefit, there are some principal and specific suggestions to be considered. The 
World Health Organization, with interested Member States and other international agencies 
could endeavour: 

(1) to make more effective the role and function of health education services of health 
ministries and related agencies in support of national, state and local health programmes. 
If the participation of the people is to be utilized for improving health services at 

every level, health education which serves to promote such participation should be 
central to the planning, organization and implementation of health policies and programmes; 

(2) to lend stronger support to preparation in health education, behavioural sciences and 
communications of all types of health manpower at every level. A start would be for all 
WHO advisers in technical fields to become better equipped themselves in those methods 
of involving and working with people which elicit the greatest response and result in the 
most effective action. There is much advocacy today for multidisciplinary teams to work 
in health and related fields within countries; those teams therefore, need to be trained 
in their approaches to work together with the people; 

(3) to lend increasing support to action -oriented studies on health -related behaviour; 
these studies should preferably be done in the context of ongoing programmes; 

(4) to help make possible more effective use of recent developments in the field of 
communications. The media can be better cultivated to serve the public with education 
which supports, but does not supplant person -to- person, group and community organization 
methods of working with people. New communication tools, which are the products of 
modern technology, are urgently needed for the education of health and allied staff, 
schoolteachers, students, voluntary workers and leaders, and others. Also, better use 
should be made of indigenous means of communication between and among people; 

(5) to respond more forcefully to educational appeals and educational efforts being made 

on behalf of the health and wellbeing of school -age children and youth; this segment 

of the population is being subjected to particular stress in this time of change and 

transition; 

(6) to strengthen their support to those institutions which are preparing prospective 

health personnel, encouraging them to review their curricula to make way for more 
adequate and relevant preparation in health education and the behavioural sciences; also 

the interested institutions should be assisted to institute realistic field training 
experiences which are relevant to the health problems and socio- economic circumstances 
which the potential health workers will encounter on their jobs; and 
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(7) to exert more leadership in assuring, as manpower and budgetary resources permit, 
that health education specialists, behavioural scientists, experts in communication 
media, and others are prepared in sufficient numbers: (a) to staff technical health 
education services, (b) to serve as research workers, and (c) to serve as members of 
faculties in schools of public health and related institutions, schools of medicine, 
dentistry, nursing and midwifery, environmental health, and others. Today's complex 
demands require more individuals, in all areas of health and social services, who can 
work effectively with people. 

If the keystone of the future is more community participation, and if health education is 
to have a major responsibility in drawing people into that participation, the health education 
services in countries must be developed and strengthened. 

In the planning and implementation of health care systems a continuing dialogue and a 

relationship of confidence and respect for people are necessary. By strengthening human 

relationships through educational approaches, including community organization, grass roots 

health education and community development can and must exercise a more vital role in fostering 

improved consumer satisfaction and effective use of available services. Given the appropriate 

encouragement and opportunities, people from all walks of life will surely take an increasingly 

active and responsible part in helping to shape their respective human destinies. 



ЕВ53 /8 

page 51 

ANNEX la 

ILLUSTRATIONS 

COMMUNITY INVOLVEMENT IN HEALTH SERVICES - PANAMA1 

The Panama experience supports the importance of the role of ministries 

of health in organizing and guiding community involvement in the development 

of health services. 

The Panama Ministry of Health regards the active and organized involve- 
ment of community citizens as paramount to raising the level of the individual 
and his environment. Consequently, the Ministry, with the help of its. Health 

Education and Social Services Division, has instituted a form of popular 
organization - the Health Committee - by means of which the community can 
organize itself for health purposes. Provision was made for the health 
committees to be established in all localities where medical services existed. 
The committees were originally to assume responsibility for administration of 

funds obtained from the delivery of health services in state institutions, as 

well as to cooperate in all health activities in their communities. These 
ministerial concepts were incorporated into the National Health Plan. 

Health Committees Authorized by Law 

In 1970, by Cabinet decree, health committees became authorized by law. 
The scope of committee functions was broadened: 

- to make the community aware of its health needs and problems 
and encourage its participation in solutions; 

- to achieve more efficient and coordinated participation by 
members of the community in Ministry of Health programmes 
and campaigns; 

- to administer the proceeds of the medical and paramedical 
services and to develop activities to collect and augment 
them; 

- to keep the public informed about activities undertaken by 
the Health Committee in managing its funds. 

Expansion of the Committee Movement 

In a period of two-and-a-half years 600 Health Committees have been 
established in Panama. It is planned, over the next three years, to extend 
coverage to 300 more communities, each with about 500 inhabitants. New 
attention will be given by these committees to the solution of nutrition 
and water supply problems as well as to environmental health and conservation 
and also community health resources. 

The new communities chosen for involvement in the Health Committee 
programme will be selected on the basis of specific criteria. Initial 
studies will be done on the socio- economic and health status of each 

community. On the basis of the data it will be determined whether the 
community has the capacity to organize itself, to set goals and to achieve 
its goals. Periodically, progress will be assessed. 

1 Based on Working Document - Community Health Services and Community 
Involvement, CD /27 /DT /1 - Technical Discussions XXII Meeting of Directing 
Council of PAHO, XXV Meeting of the Regional Committee of the World Health 
Organization for the Americas, October 1973. 
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Operational Methods 

Each community Health Committee appoints working commissions to tackle 
specific problems - e.g., safe water or food production. 

A community health seminar is held, attended by all interested citizens. 

Here discussions are encouraged to deal with the most important problems of 

the community. Working groups are formed to make recommendations on the 

basis of decisions as to the major problems needing attention. Neighbouring 

community representatives are often invited by the team of the sector Health 

Centre to foster stimulation -to- action in other communities. 

The health team of each Health Centre gives advisory assistance to all 

communities in its area. A Sectorial Coordination Commission is established 

enabling a group of communities with similar needs and problems to function 

together. 

The Sectorial Coordination Commission brings periodically together all 

Health Committees under its jurisdiction. Meetings are arranged and 

discussions are fostered on problems common to the area. Decisions are 

made which affect all equally. 

Examples of Committee Action 

Over the past few years the Committees have demonstrated considerable 

capacity for action. Some of their diverse accomplishments include: 

helping to construct health facilities through provision of labour and 

funds; buying medical supplies and equipment; buying mobile units for 

the institutions of the area; paying the salaries and expenses of service 

personnel; effecting repairs to buildings; providing latrines for the 

poor; purchasing vaccines for vaccination campaigns; and providing 

volunteer workers needed for various health activities. 

Clearly, this Health Committee programme, approved and sponsored by 

the Ministry of Health, is serving the health and the overall best interests 

of the people of Panama. In essence the people themselves, aided by 

dedicated health teams, are building the health programme of the nation. 
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1 

HEALTH EDUCATION OF SCHOOL -AGE CHILDREN AND YOUTH - NIGERIA 

This project in Nigeria, a collaborative effort of the Federal Ministry of Health and 

the Federal Ministry of Education of Nigeria, consisted of WHO consultative assistance for 

the development of health education for school -age children, youth, teachers and others at 

Federal, State and local levels. A major aspect of the project was the development of 
health education curricula, teachers' handbooks, and textbooks for use at primary, secondary 

and teacher -training levels. 

WHO assistance had been requested by the Government and the project was started in 1962 

and ran for one year. In August 1968, a WHO school health education adviser joined the 
project to work with the deputy chief medical adviser of the Federal Ministry of Health and 
an education adviser from the Federal Ministry of Education. Many national staff members 
became involved - educational authorities, teachers, educational supervisors, medical officers, 
nutritionists, dentists, epidemiologists, and health educators. Assistance was given by a 

UNESCO curriculum expert, a WHO epidemiologist, a UNICEF public health nutritionist, and 
others. 

A federal advisory committee was first formed in 1968 with representatives from the 
Federal Ministries of Health and Education, Lagos State Ministries of Health, and of 
Education and Community Development, the University of Lagos, et al. This group set the 

following goals: 

- to ensure coordination between government agencies responsible for the health of 
school -age children and young children; 

- to develop school health programmes; 

- to develop teachers' manuals; 

- to assist in the preparation of health textbooks for schools; 

- to develop health education courses; 

- to provide surveillance as an integral part of the project. 

Next steps 

Lagos State was selected by the Advisory Committee as a pilot area. Curriculum 
development was started with the help of many institutions and agencies. 

- In the fall of 1970 the project was extended to the other 11 States through three 
"tours" made by the WHO adviser and the team. The activity in each State involved: 
a survey of health education at primary school, secondary school, and teacher - 
training levels; contacts with State Ministries of Health and Education urging 
coordination; and provision of health education materials. The Ministries in all 
States welcomed the opportunity to work cooperatively and proposed formation of 
inter -ministerial advisory committees. 

- The group went to work on development of school health programmes embracing health 
instruction, healthful school environment, school health services, and health 
coordination (school /home /community). Progress was made in these areas in the 
Lagos pilot demonstration project. 

1 
Project Nigeria 4501 - WHO /AFRO- assisted project in health education in Nigeria 

(August 1968 - December 1971). 
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Curriculum development 

- At the Advisory Committee's request, a primary school syllabus was completed, with 
the adviser's help in preparation of the health education content. The document 
was crucial in that it spelled out what primary teachers were required to teach. 

- From this basic document, six teachers' handbooks on health and home science were 
developed and provided primary teachers throughout Lagos State. 

- Under the sponsorship of the Federal Ministries of Education and Health, six 

additional teachers' instructional guides in health and home science, including what 
to teach, why, and how, plus concise lesson plans, were developed for primary 

teachers. 

- At a national health education seminar in 1971 a secondary school health education 
committee was formed to consider content of the health science syllabus then in use, 

look into health needs of students and make recommendations for improvement. This 

resulted in a health education syllabus for secondary schools. From that syllabus 
then evolved four health education courses which were presented at workshops. A 

strong recommendation was made that health education become a required course for all 
secondary school students. 

- Two health education syllabi were developed for the teacher -training level by 

members of the teacher -training committee formed at the national health education 
seminar. 

Training 

- Some 2000 primary school teachers were given instruction in use of the new Lagos 

State Primary School Syllabus; and at eight locations throughout the State inservice 

training on health education aspects of the syllabus were presented. 

- The Lagos City Council, Department of Public Health, commenced in 1968 annual health 

education seminars for primary school teachers. Papers from these seminars were 

printed and issued. In addition, this agency began preparation of a school health 
handbook for headmasters and teachers. 

Textbooks 

- A survey was made of available textbooks for primary, secondary and teacher -training 

institutions; they were found unsuitable. A health textbook subcommittee of the 
Advisory Committee was formed. It recommended that qualified African authors be 

encouraged to write health textbooks. The recommendation was being carried out at 

the close of the adviser's tenure. 

Evaluation 

- To further evaluation, a form was developed and made available to help States and 

local school systems identify school health problems regarding: (a) a healthful 

school environment; (b) school health services; (c) health instruction; and 

(d) health coordination (within the school and between the school and the community). 

Use of these criteria did flush out weaknesses in the experimental primary schools 

attempting to use the new syllabus so that corrective action could be initiated. 

- An in -depth evaluation, done by a former WHO fellow at the University of Lagos, 

showed deficiencies in the secondary school health instruction and influenced 

development of content for four health education courses. 
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- A similar study was done for teacher -training institutions. The evaluation 

revealed that physical education rather than general health education was receiving 
most of the emphasis. Accordingly, change was instituted to accommodate the 
findings. 

- An evaluation of health problems among Univeristy of Lagos students was undertaken. 

Many health problems were uncovered. Recommendations were made for consumer 

education, family life and sex education, a personal and community health course 
and counselling as a part of health services. 

Summary 

By the end of the assignment of the WHO adviser in 1971 the main accomplishments of 

this national project were: 

(1) the health education project had been extended to all 12 States of Nigeria; 

(2) health education curriculum development had been provided at primary school, 
secondary school and teacher -training levels; 

(3) thirteen courses in health education had been developed for the primary, secondary, 
teacher -training and university levels and health textbooks for all levels were in 
process of preparation. 
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HEALTH EDUCATION OF SCHOOL -AGE CHILDREN AND YOUTH - РHILIPPINESI 

National interest, in the Philippines, in the health of schoolchildren 

dates back to 1911 when legislation was passed requiring medical inspection 

of schoolchildren. The responsibility for the health of school -age children 
is legally vested in two Government entities, the Department of Health and 

the Department of Education. 

From 1963 to 1965, WHO assistance was provided together with continuing 

UNICEF support which had been provided previously. 

The objectives of the original project were to: develop a coordinated 

health education programme between the Department of Education and the 

Department of Health (together with other institutions and agencies); 

strengthen the training of administrative, teaching, and school health 

personnel; develop a modern health curriculum for children; develop better 

understanding of the relationship between theory and practice; and develop 

better understanding of the roles and responsibilities of official and 

voluntary agencies and institutions which should be involved. 

Orientation Survey 

The first step was to obtain background data needed to assist the 

Government in replanning and implementing the then health education project. 

This was done by utilizing a survey team comprised of teachers, educational 

measurement specialists, division school superintendents, teachers and the 

project executive officer. 

Sources of information for the survey came from countless interviews; 

visits to areas where trainees of the national project were working; follow -up 

questionnaires to those who attended relevant meetings, seminars and workshops; 

study of all available workshop and institute reports and recommendations; 

in -depth study of pilot school programmes; study, in depth, of the 

administrative and organizational structure of the project in relation to 

objectives and plan of action, etc. 

Action 

A revised organizational structure was devised. The new structure 

included a project director, an assistant project director, an executive 

officer, six technical coordinators and an advisory board. The former 

advisory board was considerably expanded to include representatives of the 

three bureaux of the Department of Education, four of the bureaux of the 

Department of Health, the Philippine Normal College, Graduate College of 

Education and Institute of Hygiene of the University of the Philippines, and 

ex- officio representatives of UNESCO, UNICEF, WHO, the National Economic 

Council and Office of the Secretary of Health. 

These advisory committee members were directly involved in policy making, 

periodic review and assessment and advising on action required to achieve more 

effective results. In addition subcommittees were set up on steering, 

scholarships, curriculum, healthful school living and health service. 

1 Philippines 0073 (Documents WPR /396/67 and APR /280/70). 
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With a strengthened organization, and a revitalized advisory board in 

control, these technical methods and activities followed: 

- Summer institutes were held in which the student trainees took 

leadership in curriculum revision, improvement of environmental 

sanitation, development of pilot schools and organization of 

school -community health councils. 

- One -week workshops were held in six geographical regions; 

these constituted training experiences planned to stimulate 

the interest and active support of supervisors, superin- 

tendents, principals, physicians, dentists, nurses and other 

key personnel. The regional workshops led to follow -up 

through provisional and municipal workshops. 

- Fellowships, scholarships and study stipends were awarded 

to various categories of health and education personnel to 

study health education in national institutions as well as 

abroad. A special one -year curriculum was developed to 

meet needs of normal school instructors of health education 
who did not have prerequisites for enrolment in the 

graduate programme of the local universities. 

- Special evening, Saturday, and summer classes were set up 

for inservice personnel who wished to earn college or 

graduate academic credits in health education as part -time 

students. 

- An elementary school and a secondary school were developed 

as pilot schools in health education in cooperation with the 

Philippine Normal College and the University of the 

Philippines. These schools served as off -campus laboratories 

for practical experience by prospective teachers and provided 
demonstration areas for inservice personnel. 

- Basic clinic equipment and supplies were provided for 300 

schools in Mindanao and Visayas, the clinics to be used by 

school and health personnel. 

- All project trainees committed themselves to make practical 

application of training for the improvement of health 
conditions upon return to their local areas. To assist in 

the implementation of the project participants' action 

programmes, inter - agency teams of education and health 
specialists visited the activities throughout the Philippines; 
they looked at the carry -over value of the training and 
encouraged the new practitioners. 

Building on the framework previously laid, a second WHO consultant, 
provided in 1966, and nationals in education and health, teamed -up with the 
steadily increasing trained manpower in education aid health to prepare for 
the future. Coordination between the Departments of Health and Education 
was tightened; training in health education of personnel from both areas 
was developed further; health education curriculum development for schools 
at all levels, elementary through college, moved on apace; and evaluation, 
spurred by regular "evaluating teams" was locked into the effort. 
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There were, in fact, so many developments over the Phase II period, 
1966 -68, that capsuling the evolution is difficult. Throughout the 
process, it must be emphasized, the active involvement of the people 
concerned - whether individuals advanced in health and education or mothers 
and fathers of a remote community - was woven into the plans that were 
made and the actions taken. 

A sampling of Phase II developments: 

- The National School Health Council grew in influence, 
planning and/or appraising school health activities in 

terms of national health policies and standards covering 
health education, health services and healthful living. 

- Curriculum development proceeded scientifically. First, 

charts were made outlining physical, mental, emotional 
and social -cultural characteristics of Filipino young 
people at various levels of their development. Next, 

basic physical and emotional needs for the young people, 
at the various stages of their development, were 
identified. Then, detailed "health scope and sequence 
charts" for elementary and secondary schools were prepared 
to provide health concepts around which health lessons 
were to be constructed. Finally came the health 
instruction, planned in workshops by a coterie of teachers, 

principals, supervisors, health specialists and curriculum 
specialists, and geared to meet the precise needs of 
Filipino school -age children and youth at every level of 

growth. 

- Twelve health instruction guides for teachers were developed, 
six for the 200 000 elementary school teachers; four for 

secondary school teachers; and two for college level. These 
were carefully pretested and revised before printing. Other 

school health materials were developed. 

- Over 3500 persons were given training in health education 
through inservice training, undergraduate courses, graduate 
courses, scholarships, fellowships, workshops, and seminars. 
They were expected to assume active leadership in follow -up 

efforts throughout all the regions of the country. 

- There was an upgrading of school health education in 

teacher -training institutions. In addition to basic 
health education training provided to future teachers, 
opportunities became available for further graduate and 
postgraduate studies. 

- A spin -off of the focus on health education in schools 
was a growing interest in the need to improve the health 
aspects of the school environment, through better toilet 
facilities, construction of safe water supplies and 

better planning of school plants. Concrete evidence 
of this is the fact that the Government appropriated, 
for five continuous years, funds allocated for school 
water supplies, toilet facilities and lighting for its 
own schools. UNICEF assistance was provided with water 
supply projects for schools and health centres. 
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- School -community cooperation for health and development 

became the norm in many areas. Records from the Bureau 

of Public Schools showed conclusively that many self -help 

projects involving school, home and community cooperation 

were generated by the practical health programmes started 

in the schools. Those schools and communities where 

pilot demonstrations in health education were in effect, 

showed constructive changes. (As a single example there 
was Santo Nino in Paranaque. The school and community 
were isolated from the larger community nearby. The 

name of the place connoted alienation. But when the 
school health programme got in full swing, the citizens 
changed the name of their community and built a wide, 

durable bridge connecting the community with the 
neighbouring communities. In Santo Nino and the other 
pilot communities, neighbourhood groups sprang up; junior 
scouts programmes started; adult organizations sprouted; 
clean -up activities were initiated; toilets and garbage 

disposal pits were constructed; blind drainage was 
installed; voluntary help built new school clinics, and 
so on. ) 

Summary 

In 1969, after seven years of joint WHO and UNICEF assistance, marked 
progress had been made by the Philippines in strengthening the health 
education programmes of school -age children, teachers, parents and health 
workers throughout the nation. The programme had expanded so naturally and 
dynamically that it began, at least in a few areas, to have some effect on the 
social and economic development of the people. One of the most specific 
indications of national will, and support to continue was the readiness of 

the Government to carry on the school health education programme by its 
appropriation of 50 000 000 pesos for each year (1969 -1974) for the 
improvements of sanitation in the schools, providing safe water, toilet 
facilities, and lighting for public schools. 

Responsible nationals have recognized forthrightly, however, that in 

spite of the many years of effort and now the impetus of additional funds, 

the task still remains unfinished. There continue to be many priority 

problems which need resolving and are essential to improved health and 

well -being of the school -age children and youth, their families aid communities. 
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HEALTH EDUCATION - MALARIA ERADICATION IN SURINAM 

By 1961, malaria transmission had been essentially eliminated from the 
coastal areas of Surinam by the health authorities in Surinam with the 
cooperation of WHO. However, in the interior of the country, resistance to 
spraying and surveillance had increased alarmingly. In 1961, a WHO 
Assessment Team visited Surinam to study the problem. One of its main 
recommendations concerned the appointment of a WHO health education 
specialist. In early 1962, a WHO health education adviser and a WHO short - 
term consultant in epidemiology with background in social science were sent 
to the area to study the causes and the nature of the nature of the refusals. 

This fact -finding study revealed these reasons for refusal of the 
people to cooperate: 

- The people in the interior of the country distrusted town 
people who were in charge of the spraying teams. 

- Most of the national staff in charge of spraying teams 

considered the local villagers untrustworthy. 

- In initiating the malaria eradication programme, insufficient 

attention had been given to studying the local culture and 

planning the programme on the basis of the findings. For 
example, the local chief reported that no one had informed 

him of the malaria programme before the spraying team arrived 
on his river to begin work. As a consequence, he resented 
that apparent snub and, as a result, had given only lukewarm 
support. 

- At the time of the arrival of the WHO adviser and consultant, 
only missionary doctors and nurses provided medical service 
for the local villagers. This was limited in the beginning 
but later became quite extensive with considerable government 
subsidization. The malaria eradication group originally made 
no effort to involve the missionaries in the programme. 

- Very few villages had missionary schools. Therefore, most 
villagers were illiterate. 

Villagers gave their reasons for spurning the malaria programme: fear 
that the insecticide would weaken or destroy the protective power of their 
gods; fear for the loss of domestic animals (dogs and chickens); fear that 
the insecticide would cause personal harm to householders and their families; 
envy of the salaries of locals working with the spraying teams; increase in 
the cockroach population aid consequent economic penalties after DDT replaced 
use of dieldrin (the cockroaches ate up the villagers' food supplies); fear 
that to give blood smears, by allowing metal to enter their bodies, would 
reduce the protective powers of their gods; general belief that spraying could 
not keep sickness away from their houses. 

1 This illustration is a summary of a more complete account by: 

Seymour Barnes (WHO /PAHO Adviser in Health) "Malaria Eradication in Surinam. 

Prospects of Success After Five Years of Health Education ", Int. J. 11th Educ., 

Vol. XI (1968/1) pp. 20 -31. Published with permission of the Government of 

Surinam and the Pan American Health Organization /Regional Office of WHO for 

the Americas, Washington, D.C. 
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The main goals of the malaria eradication programme were: (a) collecting 

blood smears for laboratory examination from a certain percentage of the 

population; (b) the treatment of all persons found positive with malaria 

parasites; (c) the spraying of all dwellings at regular intervals; and 

(d) further reducing transmission by distributing medicated salt. The 

consultants reasoned, therefore, that the educational programme had to be 

mapped to accommodate the realities. 

The educational objectives were set: 

(1) to bridge the gap of suspicion and enmity between the local 

people and the spraying team members of the malaria eradication 

project; 

(2) to induce villagers to permit spraying their houses twice 

yearly; 

(3) to promote consumption of medicated salt by everyone in 

the high -refusal area; and 

(4) to encourage villagers to give blood samples. 

Bridging the gap between local villagers and the spraying teams 

Extensive effort went into establishing channels of communication with 

the local chiefs. The consultants remained a month in the village of one 
chief who assumed the task of teaching them the local dialect. Proud of his 

guests, he spent many hours a day with them and invited visitors, including 

other chiefs and their captains, from his and nearby villages. The established 
rapport was accompanied by a free exchange of ideas about the Government and 
the malaria eradication programme. 

Problems caused by actions and attitudes of the spraymen were attacked 
first. Inservice training was given, using role playing, during which 

these workers were given insight into the feelings of other village men about 
their activities. The approach worked. The spraymen actually expressed 
appreciation for being helped to "see themselves and to understand how their 
actions negatively affected the entire campaign ". 

Evaluators, all of whom were educated men from the towns, were also given 
training in interviewing and human relations, with special emphasis on how to 
deal with minority groups. Later, provision made for training of local 

people to become evaluators greatly reduced tensions. 

Since the villagers had expressed disagreement with the Government on 
policies other than the malaria campaign the Government gradually became 
more understanding of the problems after communications improved. Numerous 
projects were started to upgrade the villagers' lives. They have been 
given suffrage. Schools and clinics have been built. Many villagers have been 

given responsible administrative positions with district commissioners in their 
areas. 

Inducing villagers to permit spraying 

Direct attention was given to the refusals among villagers who lived 
along four rivers in remote areas. 
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Malaria films had a drawing power, but observations of viewers indicated 
they were missing most of the message. ( "When I see the movie I can't under- 
stand the talk; when I listen to the talk I can't follow the pictures. ") 
The negative experience caused the consultants to produce a slide series. 
One, titled "Adona" tells the story of a young married villager's experience 
with malaria ending with his taking the proper actions to prevent or cure the 
disease. Villagers were used as actors. The series was well accepted but 
caused no appreciable improvement in spraying coverage. 

Meanwhile, the health education adviser kept up his person -to- person 

contacts in the most difficult areas to determine the biases and barriers 

to spraying. The problems varied from one village to another. Listening 
infinitely he was able to help effect compromises. Not everything he tried 
worked, but in a good percentage of cases eventually some cooperation was 

gained. Sometimes it was a matter of using regular project spraymen and 
cultivating the influence of village chiefs; on other occasions it was 

necessary to hire local spraymen to allay the concerns. 

Promoting consumption of medicated salt 

Health education components were carefully woven into the effort to 
promote consumption by the villagers of medicated salt (MS). Errors made in 
early activities in the spraying campaigns were averted. 

Since cultural surveys revealed that the villagers trusted medical 
missionaries in hospitals and clinics, the missionary physicians and nurses 
were involved from the beginning in planning and carrying out the plans; 
the role of the eradication programme was subordinated. The clinics and 
hospitals distributed MS and kept records on the numbers of patients who 
returned for second and third issues. 

Simple educational booklets were developed on MS for use by the 
missionary personnel in answering patients' questions. New questions 
posed by the villagers were incorporated into new additions. Posters showing 
people using MS to cook their meals and preserve their fish were conspicuously 
displayed. 

All spraying team members working in the pilot project areas were given 
bags of MS to use when cooking their meals as they travelled village -to- 
village. 

Missionary physicians and nurses held meetings with village leaders to 

explain that large MS supplies would soon arrive and that malaria project 

personnel would need to distribute them because only they had proper trans- 

portation; this was accepted by the villagers arid provided a way for the 

eradication programme to become directly involved in the salt project without 

alienating the inhabitants. 

All localities on the Surinam River eventually accepted MS, except one. 

The health education specialist, having studied family patterns among the 

people of the reluctant village, obtained the help of a local sprayman 

well known to the powerful medicine -woman who made major decisions for the 

village; within days the entire village was using the salt. 
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Inducing the villagers to give blood smears 

Before distribution of the medicated salt began, a mass blood survey was 

carried out by the Surveillance Section with the cooperation of the Health 

Education Section. In the beginning there was resistance because villagers, 

especially children, did not want their fingers pricked. The team brought 

along tiny candy drops to remove the bitter taste left by the presumptive 

doses of malaria drugs given them. The candy may not have been educational, 

noted the team, but it was motivational . . . for both children and adults. 

Some villagers refused to have smears because they had never received 

reports on smears previously taken. This negligence was promptly remedied. 

A sacred village and a very hostile village had consistently refused 

smears. Two local boatmen in the employ of the eradication programme 

were found to have contacts with powerful medicine -men in the villages. 

Friendly negotiations resulted in success. 

Summary 

The eradication programme ran into difficulty in the tribal areas of 

Surinam because of a general lack of knowledge about local cultural patterns. 

Each eradication programme failure compounded the hardening of attitudes 
between workers and villagers. The cultural research done for helping 
spraying provided guidance for sound planning of the medical salt project. 
The salt project would have failed without involvement of the trusted 
missionaries. 

The people knew malaria but did not understand the relationship between 
the vector and the disease. However, the team learned that actual understanding 

of this vector -disease relationship would not necessarily have motivated the 

villagers to positive action; it was useless to belabour education on 
scientific aspects of the disease and its control. Human relations proved 
to be the key. "It is not so much a matter of what is said or done but who 
says or does it ", observed the health educator. "Knowing key persons takes 

time and ceaseless questioning. The general acceptance of MS is a 

shining example of human resource utilization. We merged our programme 

with the successful pre-existing efforts of the missionaries and we were 

able to accomplish our purpose." 

This is a trial and error story. Its main point is that by listening 

carefully to the people and by involving them in decisions, progress was 

made in malaria control and prevention. 

1 
Вarnes, S. (1968) "Malaria Eradication in Surinam. Prospects of 

Success after Five Years of Health Education ", Ind. J. Pith Educ., Vol. XI, 

No. 1, p.31. 
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THE RURAL LATRINE PROGRAMME IN UTTAR PRADESH, INDIAI 

The interest in rural sanitation of the Planning, Research and Action Institute in Rural 
Sanitation, Uttar Pradesh, India, dates back to 1956 when the Rural Health Section was 
established. During 1958 to 1964, the rural latrine programme was conducted with assistance 
of WHO advisers in environmental health, namely an engineer and a sanitarian. The national 
counterpart, Senior Associate (Rural Health), was a physician -health education specialist, 
who had received postgraduate preparation in health education with WHO fellowship assistance. 

The project represents a classical illustration of what can be achieved by teamwork of 

environmental experts, physicians, health education workers working in tandem with other 

members of the health team. It also dramatizes the effectiveness of community participation 
in constructive community action. 

Early experiments 

Improvement in excreta disposal methods, as a major step toward improving the health of 

the people, was the specific objective of the project. Early (1956 -1958) efforts had already 

been made to establish the public health criteria for whatever disposal system would evolve 
and to determine precisely what kind of latrine design would be most acceptable to the people 

in terms of: existing beliefs and habits, convenience, simplicity of construction, durability, 

space to be occupied and cheapness. 

Eleven different types of latrines were selected for experimentation. An adequate 

sampling of people was asked to try out the types and to specify preferences. When the 

results of this survey were analysed, a special design, which met the criteria of both the 

engineers and the citizens, had been established. 

The overall purpose of the programme was to demonstrate improvement in the public's 

health through the provision of an uncontaminated water supply, a better system of excreta 

disposal and more public understanding of filth -borne diseases. In addition, it was planned 

to: 

(1) develop and construct simple, practical, acceptable, economical sanitary structures 

suited to the maintenance skills, customs and means of the population; 

(2) put into effect a continuing programme providing for proper care, repair, and 

replacement of the sanitary devices; 

(3) carry out a programme of health education and demonstration aimed at stopping the 

transmission of water and filth -borne diseases and enlisting public support for the 

project; 

(4) train sanitarians, technicians and other health personnel in methods of constructing 

and installing the latrines; and 

(5) appraise the effects of environmental improvements in public health. 

The Planning, Research and Action Institute of Uttar Pradesh assumed overall management 

of the project. 

1 WHO -assisted environmental sanitation project, Uttar Pradesh, India -84, Rural Latrine 

Programme - P.R.A.D., State Planning Institute UP, Lucknow. 
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Care was taken to select four areas for pilot demonstration. Criteria for the selection 

specified: each area should be located in a Community Development Block so that the services 

of Block staff would be available; area should be representative of the climatic, socio- 

economic and other conditions in that particular zone of the State; area should be close to 

a rural dispensary or health centre with laboratory facilities; area should be easily 

accessible. 

In addition to the WHO sanitary engineer and sanitarian and their national counterpart, 

the health educator, there was a national sanitary engineer, two rural health workers, a part - 

time social worker and field teachers involved in the work. The junior staff members were 

given 15 days' training. 

A Central Project Advisory Committee was appointed for the overall project and area 

advisory committees were established in the four sections chosen for demonstration. Included 

as members were medical, public health, engineering, planning and local Government personnel. 

A first step in project implementation was setting up workshops in the four demonstration 

areas for manufacture of the latrine parts. Cost of the latrines was three -fourths paid by 

the Government with one -fourth paid by the villagers. Field teachers contacted the village 

people, sought their active participation and help in the installation of latrines, and 

collected the peoples' contributions. 

Results 

- During a five -year period, 67 903 special latrines had been installed and 10 more 
manufacturing workshops had been set up in different regions of the State to expand 
the influence of the programme. 

- The health impact studies revealed significant, steady decline among the populations 
of common helminthic or protozoal infections as well as a decline in the incidence of 

diarrhoea in children. A third survey taken in 1966 on hookworm infection for 

instance, showed that whereas at the beginning stage of the effort 80% of the people 
were infected, the percentage had been reduced to 22% - a decline of 58% - attributed 
to regular use by the people of the new latrines. 

Reasons for peoples' acceptance and use of latrines 

Considerable effort was expended by the team in determining why people did or did not 
accept the latrines and why, once installed, the latrines were or were not used. 

Principal reasons for non -acceptance: no space, latrines felt not necessary, dislike of 

the latrine, no money. 

Interestingly, health was not found to be the primary reason for latrine acceptance. 

Convenience, privacy, and the influence of neighbours were shown to be main reasons the 

villagers permitted installation. Acceptance sometimes required six visits by the field 

worker. 

Analysis of the data revealed that agricultural workers were the first to respond 
positively to the programme but the percentage of labourers desiring latrines rose signifi- 
cantly over a period of time. 

Reasons for not using the latrines, once installed, were found to be largely due to 

faulty construction, disrepair, etc.; however, wrong sites ranked sixth on the list of 

disappointments in the facility. 
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The role of health education in enlisting involvement of the people 

The national physician /health education specialist assigned to the project not only pro- 
vided leadership to the development of a social health education programme for the people, 
but he also had simultaneously to train all field personnel who were to work with the people 
in such a way as to encourage them to become actively involved in the project which required 
considerable adjustments and changes in their living habits. 

The problems incident to effecting behavioural change were early assessed: "However 
unimportant it may appear that the villager has agreed to have a latrine inside his house, 
yet it is an event of great significance for him. He has his kitchen or place of worship 
nearby. He has some time -old prejudices based on traditions, practices, beliefs and 

ignorance. He is now face -to -face with a new situation. Previously each member of the 
family had his own time and place of defaecation - a bush, depression or open field; now 
everyone is required to use the same place. "1 

The educational objectives were set: 

(1) help the family make a decision to instal a latrine, use it and maintain it; 

(2) help the family understand the purpose of the programme as far as the individual, 

the family and community health were concerned. 

The educational policy was established: creating awareness and interest among the 
villagers; helping the villagers evaluate the new device - each according to his own circum- 
stances; and helping each interested villager try out the facility and learn about 
maintenance, etc. 

Educational methods utilized embraced: orientation of the field workers in proper 
methods and techniques of working with individuals and villages; village meetings, 

demonstrations, individual contacts and group discussions; training camps for school teachers 
and village leaders; field trips; preparation of suitable audio- visual material; and a 

seminar on environmental sanitation for state and national leaders to disseminate findings 
from the project. 

Space does not permit examination here of all the educational methods exploited. The 

emphasis placed in the programme on individual contacts is worth noting. 

"From the roots of clinical medicine comes the time -honoured practice of dealing with 
health problems on an individual basis . . "2 The main purpose of an individual contact is 

to help the family make a decision and take action. "By an individual contact is not meant 

a casual talk with the villager when he is going towards the field or has some other work at 

hand, By it we mean a visit to the home, a visit to the latrine with a senior member of the 
family, and polite and tactful discussion which brings out good and bad aspects of the 

situation, and finally constructive suggestions by the visitor. The best time for contact is 

when the villager is relaxed. "3 

1 Rural Latrine Programme - Environmental Sanitation Project U.P. India -84. 

Research and Action Division, State Planning Institute, Lucknow, U.P., P.R.A.I. 

Publication No. 340. 

2 
Rural Latrine Programme - Environmental Sanitation Project U.P. India -84. 

Research and Action Division, State Planning Institute, Lucknow, U.P.,, P,R,A.I. 

Publication No. 340, p. 46. 

Rural Latrine Programme - Environmental Sanitation Project U,P. India -84. 

Research and Action Division, State Planning Institute, Lucknow, U.P., P.R.A.I. 

Publication No. 340, p. 48. 

Planning, 

Planning, 

Planning, 
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"From our observations, a field teacher can conveniently take four to five new families 

per day and a similar number of follow -ups. The visits should be repeated frequently, 

preferably after a week or fortnight. "1 

"One of the principal difficulties faced by us, we learned, was that we did not have 

female field workers who could approach the women. Though it was correct that decisions 

were made by the family head, yet we realized women are important because only through them 

can children be educated. "1 

Evaluation 

Evaluation was built into the project from the beginning. Some of the important 

findings at the Gorakpur project: 

(1) Observation showed that 53% of the latrines were being consistently used, the bulk 

of them properly maintained. 

(2) Group meetings proved no less effective than individual contacts because they 
promoted inter -personal communication, better understanding and reinforcement. The high 
acceptance villages had more group meetings. 

(3) Educational literature was used by a small proportion of the population although 
50% of the sample population was literate. 

(4) Demonstrations organized did not prove effective because they were set up too 
indiscriminately and some of the individuals with latrines would not allow visitors of 
another caste. 

(5) High acceptance villages had more visits from field teachers than low acceptance 

villages. 

(6) It was learned that women had more influence on decision- making than expected. 
Female as well as male field teachers were recommended for future activity. 

(7) Acceptors proved more knowledgeable about the project as a measure to control 
disease than were non -acceptors. 

(8) Latrines installed inside houses were used more frequently and better maintained 
than those located in fields. 

(9) There was a slightly higher use of latrines among women than men; the largest 
number of users belonged to the age -group 7 -35. A large number of users were engaged 
in domestic work or were educated. 

Summary 

No needed element in the process of arousing villagers to take action on behalf of their 

own and the community's health seemed lacking in this example. There was excellent teamwork 
among the sanitary engineering, health education and other health personnel and the local 

leaders and the families. The process involved scrupulous data collection; sound planning; 

diligent education of field staff, school teachers and community leaders; use of many diverse 

educational techniques; effective community organization; and steady evaluation with 

findings absorbed in later planning and action patterns. 

There were mammoth problems but ways were found around many of them by working con- 
scientiously with the people and their leaders. 

1 
Rural Latrine Programme - Environmental Sanitation Project U.P. India -84. Planning, 

Research and Action Division, State Planning Institute, Lucknow, U.P., P.R.A.I. 

Publication No. 340, p. 48. 



NUMBERS OF FELLOWSHIPS AWARDED FOR STUDY OF HEALTH EDUCATION 

BY REGIONS AND PERIODS 

(1947 - 1972) 

REGION 

1947 -1953 

г 

1954 -1958 1959 -1963 1964 -1968 1969 -1972 
T47-1s 

1947 -1972 
Combined 

Total 
Degree 

Courses 

Other 

(1) 

Degree 

Courses 

Other 

(1) 

Degree 

Courses 

Other 

(1) 

Degree 

Courses 

Other 

(1) 

Degree 

Courses 

Other 

(1) 

Degree 

Courses 

Other 

(1) 

TOTALS 19 18 75 45 58 66 86 67 85 105 323 301 624 

AFRO - - 15 2 17 8 12 2 6 18 50 30 80 

AMRO 11 2 10 4 14 5 18 10 26 13 79 34 113 

SEARO 2 1 17 6 5 4 9 14 18 36 51 61 112 

EURO 2 6 8 16 7 30 5 28 4 7 26 87 113 

EMRO 1 6 14 11 5 15 5 5 14 15 39 52 91 

WPRO 3 3 11 6 10 4 37 8 17 16 78 37 115 

(1) 
Including short -term courses, travel seminars and observation visits 



WHO- ASSISTED COLLABORATIVE RESEARCH IN HEALTH EDUCATION 

No. 
Institution Performing Research 

and Principal Investigator (PI) 

. 

Subect of Research Year 
Grant 

in US $ 

Source 

of Funds 

1 National Institute of Health Administration 

and Education, New Delhi, India. 

Health Education Status in Teaching Hospital 

aid Associated Health Centre Set-up 

1971 -2 4 665 Regular 

P.I. - Dr S. Nagaraj, Professor of Health 

Education 

2 Central Health Education Bureau, Ministry 

of Health and Family Planning, New Delhi, 

India. P.I. - Dr S. K. Sandhu, Director, 

Central Health Education Bureau 

Study of Adoption of Modern Health and Family 

Planning in a Rural Community 

1971 4 700 UNFPA 

3 National Institute of Health Study of Factors Influencing Adoption of 1971 -2 8 710 UNFPA 

Administration and Education, New Delhi, 

India. P. I. - Dr K. G. Rao, Professor 

of Social Sciences 

Practices Relating to Health Aspects of Family 

Planning by the Hospital Patients /Relatives 

1972 -3 8 420 UNFPA 

4 Department of Social and Preventive Study in the Use of Health Education for the 1971 -2 6 554 Regular 

Medicine, University of West Indies, 

Jamaica. P.I. - Mrs I. McGhie, Health 

Promotion of Child Health using the Hospital 

and Community Setting 

1972 -3 6 500 Regular 

Education Specialist, Department of 

Social and Preventive Medicine 

5 Centre of Social Medicine and Community Study of Impact of Activities of Primary Health 1972 -3 8 404 UNFPA 

Health, Jawaharlal Nehru University, 

New Delhi, India. P.I. - Dr D. Banerji, 

Chairman, Centre of Social Medicine and 

Centres on Community Health Practices including 

Family Planning as conceived by the Consumer 

Community Health 



WHO- ASSISTED COLLABORATIVE RESEARCH IN HEALTH EDUCATION (continued) 

No. 
Institution Performing Research 
and Principal Investigator (PI) 

. 

Subect of. Research Year 
Grant 

in US $ 

Source 

of Funds 

6 School of Public Health, University of 

Teheran, Iran. P.I. - Dr M. Soraya, 

Associate Professor of Health Education 
and Social Sciences, University of 

A Study of Cognition, Attitude and Behaviour 

of High School Biology Teachers regarding 

Family Planning 

1972 -3 6 975 UNFPA 

Teheran 

7 School of Public Health, University of 

Sáo Paulo, Brazil. P.I. - 

Dr R. Marcondes, Professor of Health 

Influence of Children upon the Adoption by 

their Family of Health Practices they have 

learned in School 

1972 -3 9 480 UNFPA 

Education, School of Public Health 

8 School of Public Health, Seoul National 
University, Seoul, Korea. P.I. - 

A Study of Some Behavioural Problems in the 

sequential Process of Awareness - Adoption in 
1972 -3 10 920 UNFPA 

Dr H. J. Park, Dean, School of Public Family Planning 
Health 

9 Department of Preventive Medicine and The Impact of Training Local Midwives in Public 1972 -3 7 588 UNFPA 

Public Health, Haile Sellassie I Health and Health Education on Neo -Natal 

University, Addis Ababa, Ethiopia. Mortality - A Control Study in Rural Ethiopia 
P.I. - Mr H. Zerit, Health Education 

Specialist, Department of Preventive 
Medicine and Public Health 



WHO- ASSISTED COLLABORATIVE RESEARCH IN HEALTH EDUCATION (continued) 

No. 
Institution Performing Research 
and Principal Investigator (PI) 

Subject of Research Year 
WHO Grant 
in US $ 

Source 

of Funds 

10 

11 

Faculty of Medicine, Department of Social 

and Preventive Medicine, University of 

Ibadan, Ibadan, Nigeria. P.I. - 

Dr Z. A. Ademuwagan, Lecturer in Health 
Education, Department of Social and 
Preventive Medicine 

Directorate General of Research, Ministry 
of Health, Jakarta, Indonesia. 
P.I. - Dr Pudjiastuti Pranjoto, Director 
of the Health Education Manpower 
Development Project, Indonesia 

A Study of the Health Education Component of the 

Comfort Stations in Ibadan, Western State of 

Nigeria 

A Study of Two Approaches to Strengthening the 

Health Education Services including Health 

Education and Family Planning in Two Provinces 

of Indonesia 

1973 -4 

1973-4 

7 460 

11 000 

Regular 

UNFPA 



OBLIGATIONS INCURRED BY WHO IN RESPECT OF HEALTH EDUCATION 

FOR THE YEARS 1951 TO 1972 

(expressed in thousands of dollars) 

z т � 
z аа сл 

т \ 
-) 

� N 

Regular Other funds All funds 

Percentage 
Head- 

quarters q 
inter- Inter- 

Head- 

quarters 
Inter- 

Year 
and Within 

regional 
Total Within 

regional Total 
and Within 

regional Total of total 

and and other and all expenditure 
regional country regular country regional country 
advisory 

* 
services 

inter- 

country 

inter- 

country 

funds 
advisory 

services 

inter- 

country 

funds 

1951 50 - 4 54 16 - 16 50 16 4 70 7.5 

1952 60 12 17 89 76 - 76 60 88 17 165 1.2 

1953 86 49 75 210 27 5 32 86 76 80 242 1.9 

1954 74 48 26 148 7 29 36 74 55 55 184 1.5 

1955 85 28 44 157 25 28 53 85 53 72 210 1.5 

1956 68 23 37 128 52 25 77 68 75 62 205 1.3 

1957 63 60 86 209 54 58 112 63 114 144 321 1.8 

1958 89 41 56 186 72 32 104 89 113 88 290 1.3 

1959 69 28 19 116 46 15 61 69 74 34 177 .7 

1960 95 46 57 198 36 11 47 95 82 68 245 .9 

1961 96 35 71 202 37 63 100 96 72 134 302 .9 

1962 81 41 68 190 48 40 88 81 89 108 278 .6 

1963 102 73 44 219 24 10 34 102 97 54 253 .5 

1964 122 96 18 236 80 22 102 122 176 40 338 .7 

1965 163 86 26 275 57 26 83 163 143 52 358 .6 

1966 204 187 44 435 99 54 153 204 286 98 588 1.0 
1967 216 129 23 368 109 24 133 216 238 47 501 .7 

1968 193 155 41 389 148 43 191 193 203 84 480 .6 

1969 201 169 69 439 63 24 87 201 232 93 526 .7 

1970 211 136 85 432 98 69 167 211 234 154 599 .7 

1971 204 240 57 501 172 133 305 204 412 190 806 .8 

1972 265 263 52 580 161 359 520 265 524 411 1 200 1.0 

2 797 1 945 1 019 5 761 1 507 1 070 2 577 2 797 3 452 2 089 8 338 

* Since the accounts were not maintained separately for these categories before 1969, these figures to 1968 are based on the 

estimated costs of the Health Education Section at Headquarters and the Health Education Advisory staff attached to Regional Offices. 
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ANNEX 5 

MEETINGS ON HEALTH EDUCATION CONVENED (OR SPONSORED) BY WHO 

1. Expert Committees, Scientific Groups, Study Groups, Seminars, 

Consultations, convened by Headquarters, and Technical Discussions 

during the World Health Assembly 

DATE TITLE PLACE 

December 1953 Expert Committee on Health Education of the Paris 

Public 

October- Expert Committee on the Training of Health Geneva 

November 1957 Personnel in Health Education of the Public 

May 1959 Technical Discussions of the Twelfth World Geneva 

Health Assembly: Health Education of the 

Public 

1961 WHO Travelling Seminar on Health Education 
in the USSR 

July 1962 

November 1959 

November- 

PAHO /WHO Inter -Regional Conference on the 
Postgraduate Preparation of Health Workers 

for Health Education 

USSR 

Philadelphia 

Joint WHO /UNESCO Expert Committee on Teacher Geneva 

Preparation for Health Education 

Expert Committee on Planning and Evaluation Geneva 

December 1967 of Health Education Services 

December 1968 Scientific Group on Research in Health Education Geneva 

December 1969 Expert Committee on Dental Health Education Geneva 

December 1970 Study Group on Health Education in Health Geneva 

Aspects of Family Planning 

December 1971 

December 1972 

Joint UNESCO /WHO Consultation on Planning for Geneva 

Health Education in Schools 

Joint UNESCO /WHO Inter -regional Consultation 
on Communication and Education in Family 

Planning 

New Delhi 



EB53 8 

page 74 

Annex 5 

2. Regional Seminars, Consultations, Working Conferences and Inter - 
Country Workshops, plus Technical Discussions during Meetings of 

Regional Committees 

DATE 

REGION OF AFRICA 

March 1957 

June 1962 

September 1964 

June 1971 

TITLE 

Seminar on Health Education of the Public in 

Africa 

Seminar on Health and Nutrition Education in 

Africa, sponsored jointly by WHO /FAO /UNICEF, 

the Commission for Technical Co- operation 
in Africa, and the International Children's 

Centre 

Technical Discussions at 14th Session, 
Regional Committee for Africa: Health 

Education in Africa 

Seminar on Evaluation of Health Education 
Programmes 

REGION OF THE AMERICAS 

September 1953 

April 1969 

August 

September 1969 

May 1971 

April 1972 

September 1973 

October 1973 

Regional Conference on Health Education 

Latin American Seminar on Health Education 

and Planning 

PAHO /WHO Regional Seminar on Preparation for 

Health Education and Behavioural Sciences 

of Health Professionals 

PAHO /WHO Interdisciplinary Study Group on the 

Innovation Process Applied to Health 

Education 

PAHO /WHO Consultation Meeting on Health 

Education in Family Planning 

PAHO /WHO Consultation on the Health Aspects of 

Family Life Education for School -Age 

Children and Youth in Latin America 

Technical Discussions at XXII Meeting РАНО 

Directing Council, and XXV Meeting WHO 

Regional Committee for the Americas: 

Community Health Services and Community 

Involvement 

PLACE 

Dakar 

Pointe-Noire 

Geneva 

Brazzaville 

Mexico City 

Paracas, Ica 

Buenos Aires 

Washington, 
D.C. 

Washington, 
D.C. 

Caracas 

Washington, 
D.C. 
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DATE TITLE PLACE 

REGION OF THE AMERICAS (contd) 

November 1973 PAHO /WHO Caribbean Workshop on Health Education Kingston 

REGION OF SOUTH -EAST ASIA 

September 1956 Technical Discussions at 9th Session New Delhi 

Regional Committee for the South -East Asia: 

School Health Education in South -East Asia 

September 1957 Technical Discussions at 10th Session Regional Rangoon 

Committee for the South -East Asia: Health 

Education of the Public in South -East Asia 

November 1967 Inter -country Workshop on the Methodology of New Delhi 

Planning, Implementation and Evaluation of 

Health Education 

October 1968 Inter - country Workshop on Training in Health New Delhi 

Education 

November 1970 Inter- country Workshop on Health Education in Bangkok 

Schools 

October 1971 Inter -country Workshop on Development of New Delhi 

Health Education Media with Particular 

Reference to Family Health 

November 1972 

October 1973 

Inter-country Workshop on Field Training in New Delhi 
Health Education 

Inter -country Workshop on the Role of Social, Kathmandu 
Cultural and Education Factors in Planning 

and Programming for Infant Health Care 

November- Inter -country Training Course on Social Science Bangkok 
December 1973 Research Methodology Applied to Family Health 

Education 

REGION OF EUROPE 

April 1953 European Conference on Health Education of London 

the Public 

June -July 1957 European Conference on Health Education of Wiesbaden 

the Public 

October 1960 Joint WHO /IUHEP European Seminar on Research Frascati 
in Health Education 

December 1961 Joint UNESCO /WHO European Symposium on the Paris 
Preparation of Teachers for Health Education 
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DATE TITLE PLACE 

REGION OF EUROPE (contd) 

December 1963 

March 1969 

October 1969 

October 1969 

July 1970 

April 1972 

May 1973 

Working Group on the Training of Doctors in Copenhagen 
Health Education 

International Seminar on Health Education: Hamburg 

the Federal Centre for Health Education under 

patronage of Ministry of Health, Federal 
Republic of Germany with WHO collaboration 
of WHO /EURO 

Seminar on the Teaching of the Social Sciences Hanover 
in Medical Education 

Working Group on Evaluation of Health Education Copenhagen 
in Cardiovascular Diseases 

International Seminar in Health Education 
organized by Health Education Council (UK) 

in cooperation with Department of Social and 

Preventive Medicine, University of Manchester, 

with collaboration of WHO /EURO 

Manchester 

Working Group on Health Education Programmes Hamburg 

concerning Drug Abuse in Young People 

Working Group on the Evaluation of Mental Nancy 

Health Education Programmes 

REGION OF THE EASTERN MEDITERRANEAN 

August 1956 

October- 

Technical Discussions at 6th Session, Regional Teheran 

Committee for the Eastern Mediterranean, of 

Sub -committee A: Health Education of the 
Public 

Seminar on Health Education of the Public in Teheran 
November 1958 the Eastern Mediterranean Region 

March 1966 Regional Seminar on School Health Education Kuwait 

April 1967 Group Meeting on Health Education Alexandria 

November- EMRO /EURO Inter -regional Workshop on Health Hammamet 

December 1972 Education for Family Health and Well -Being 

REGION OF THE WESTERN PACIFIC 

October- FAO - WHO /WPRO /SEARO Inter -regional Seminar on Baguio 
November 1955 Health Education and Nutrition Education 
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DATE TITLE PLACE 

REGION OF THE WESTERN PACIFIC (contd) 

August 1957 

November- 
December 1961 

September 1965 

January 1966 

December 1969 

February 1972 

January 1973 

July- 

August 1973 

October 1973 

July- 

August 1973 

October- 

November 1973 

Joint SPC /WHO- sponsored Health Education 

Training Course 

WHO /UNESCO Seminar on Child Health and the 

School 

Noumea 

Manila 

Technical Discussions at 16th Session, Regional Seoul 
Committee for the Western Pacific: The Use of 

Health Education Services in National Health 
Programmes 

Regional Seminar on Health Education 

Regional Seminar on Health Education 

Workshop on the Development of Education and 

Information Materials on Family Health 
(Family Planning, Maternal and Child Health, 

Nutrition) 

Regional Seminar on the Role of Health 
Education in Family Planning 

Regional Seminar on Health Education 

Inter -country Workshop on the Development of 

Education and Information Materials on 

Family Health, South Pacific 

Regional Seminar on the Training of Health 
Workers in Health Education 

Manila 

Manila 

Manila 

Manila 

Manila 

Nuku' alof a 

Manila 

Regional Seminar on Family Life Education Nuku'alofa 
in Schools, South Pacific 
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EXECUTIVE BOARD 

Fifty -third Session 

EXCERPT FROM SUMMÁRY RECORD OF THE THIRTEENTH MEETING 

4 PROGRAMME REVIEW - HEALTH EDUCATION; Item 2.8 of the Agenda (Document ЕВ53/8) 

Dr CHANG, Assistant Director -General, introducing the item, said that the report before. 

the Board (document-ЕВ53 /8) described some of the highlights of WHO's programme in health 

education over a 25 -year period. As in previous programme reviews, the document referred 

to some of the main objectives, concepts, and guiding technical policies, as well as to some 

specific contributions of health education to WHO- assisted health programmes of Member States. 

Health education had three main purposes; to inform, to motivate, and to stimulate 

action. It was a long -term process that must be continuous in order to be effective. As 

Dr Taylor had pointed out at the recent session of the Standing Committee on Administration 

and Finance, health education was an integral part of all health programmes whether they 

originated from headquarters, the regions, orcountries. All health professionals shared 

the responsibility for propagating health education and should enlist the help and support - 

of non- professional individuals and groups, using various communication media. 

With the Chairman's permission, he would ask Dr Martikainen, Chief, Health Education, 

to introduce the document. In addition, Professor Senault, President of the International 

Union for Health Education, wished to make a statement. WHO had collaborated closely with 
the Union from its inception in 1951, and particularly since 1955 when it had entered into 

official rèlations with the'Organization. 

Dr MARTIKAINEN (Health Education) introduced the report by the Director -General on the 

programme review of health education (document ЕB53/8), which related to the WHO programme 

of work in health education over the twenty -five years from 1949 -1974. In undertaking that 

programme review, the Director -General had had the active cooperation of the regional offices 

and the technical units at headquarters. The Director- General had been particularly mindful 

of the difficulties facing health workers in the field where the incorporation of health 

education in their activities was concerned and in their efforts to foster more effective use 

of health services and community participation. 

She outlined the main features of the report, highlighting certain points of especial 

interest. . 

The Introduction (chapter 1 of the Review) sought to establish the rationale for WHO's 

programme of work in health education with its Member States, in the context of health 

services and in the broader socioeconomic context; particular reference was made to the 

importance of the "consumer's" view and to participation, as the Board had emphasized at its 

fifty -first session. Support for strong emphasis on the role of health education.in 

fostering community participation had steadily evolved, although that aspect had not as yet 

received sufficient consideration or resources. She drew attention to the fact that in 

Chapter 1, as throughout the document, reference was made to examples of cooperative efforts 

of WHO with Member States in partnership with the United Nations and other specialized 

agencies, bilateral agencies and nongovernmental organizations. WHO's close collaboration 

with the International Union for Health Education was specifically referred to. 

The need for effective health education in family health care, the subject of chapter 2, 

had been repeatedly stressed by various technical meetings. Activities in that field had 

been an integral part over the past two decades of several WHO /UNICEF /FAO /UNESCO- assisted 
programmes. However, objectives were still far from being realized, as members of a recent 
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consultation in December 1973 on family health care in health services had stated; this was 

largely due, they considered, to the lack of planned and consistent health education as, an 

integral part of the regional planning and development of maternal and child health and other 

aspects of family health care. Experts in nutrition had also pointed .out that nutrition 

education, while recognized as being of paramount importance, was still not being effectively 

planned, applied and evaluated. There was still a great deal of malnutrition in developing 

countries, as well as in some areas of economically more developed countries. As regards 

family planning, WHO had, following the resolutions adopted by five Health Assemblies, 

supported health education activities as integral components of programmes concerned with 

human reproduction, maternal and child health (including family planning), and other related 

activities essential to family health care and to the strengthening of community and national 

health services, in some cases with support from UNFPA. As a consequence of increased 

emphasis and requests for assistance with health education aspects of WHO's programme in 

family health, a total of 12 additional full -time WHO health education personnel, financed 

by UNFPA, had been added to the Health Education unit at headquarters and to selected country 

and intercountry advisory teams in the Regions of Africa, the Americas, South -East Asia, and 

the Western Pacific. 

Regarding chapter 3 (Health education for school -age children and youth), she recalled 
that WHO had, in association with UNESCO, UNICEF and other agencies, cooperated with at least 
27 countries in a number of projects aimed at improving the health and well -being of those 
groups. While there was promise of some progress and success in various countries, there 
remained innumerable problems that had to be faced by the responsible authorities and workers, 
and more scope and sustained cooperative efforts were indicated if there were to be more 
substantial effective developments in the future. She drew attention to the various 
constraints encountered in the promotion of health in that age group, as had become apparent 
through field experience. 

Chapter 4 was devoted to health education in environmental health, that aspect having 
been incorporated since 1949 in an increasing number of WHO /UNICEF- assisted national environ- 
mental health plans, field projects aid training courses for environmental sanitation personnel. 
She drew attention to the references in the Review to projects in that field, and to the 

assessment made of the UNICEF /WHO- assisted environmental sanitation and rural water supply 
programme. The UNICEF/WHO Joint Committee on Health Policy had stressed the need, inter alia, 
for maximum community participation at local levels so as to foster responsible involvement 
through health education of local people. In 1972 and 1973 WHO had accordingly, with 
consultant help, prepared guidelines to assist planners and administrators of environmental 
health programmes in incorporating health education into the detailed planning, implementation 
and evaluation of such programmes. 

Chapter 5 related to health education in respect of communicable and noncommunicable 
diseases, and she referred to some of the main programmes in the various diseases. 

Chapter 6 dealt with the role of health education in health manpower development. Over 
the past two decades, numerous expert committees, study groups, seminars, working conferences, 
technical discussions and consultations had considered the need for, and ways of preparing, 

health personnel in health education; so much was evident from the information on activities 
provided under that heading. It was noteworthy that WHO had assisted 16 countries in 

developing and strengthening postgraduate training in health education and related social 

sciences for various categories of students attending schools of public health or the 

equivalent. As shown in Annex 2 of the document, WHO had over the period 1947 -1972 granted 

323 fellowships for graduate studies in public health and health education for periods of 

eight months or more of academic study, including supervised field experience in many 

instances. The Chapter referred to the problems and limitations facing health manpower 

development, to which she called particular attention. 

Chapter 7 highlighted the assistance given by WHO to studies and research in health 
education, in which it had a long -standing interest. It would be noticed that, from 1971 

onwards - owing to some increase in allocations from UNFPA funds - it had become possible to 
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increase WHO's activities in that field, which had until then been very limited. Eleven 

WHO -assisted study and research projects in health education were either in operation or in 

process of being completed, as shown in Annex 3. 

Chapter 8 referred to priority needs for the development of health education services. 

It would be recalled that, since 1949, one of the main functions of WHO in relation to its 

Member States had been to give support to the planning, organization and evaluation of health 

education services as an integral component of country health programmes at various adminis- 

trative levels. In recent years, some of the regional offices had been obliged to appoint 

a few additional advisers and consultants in health education to help with increased programme 

demands involving health education. There were at present 28 full -time WHO health education 

advisers serving with headquarters, in the regional offices and with selected countries. 

Particular note was taken in that chapter of the several important recommendations made with 

respect to the establishment and upgrading of health education services in the Final Report 

of the Third Special Meeting of Ministers of Health of the Americas outlining the Ten -Year 

Health Plan for the Americas (1971- 1980). Those recommendations were comparable to 

recommendations made by- participants in several other WHO technical discussions, expert 

sessions and others. Emphasis had been laid on the fact that health education activities 

at the operational level in the majority of countries were still very limited, although some 
form of technical- health education services were now being established. There were weak - 
nesses in planning, implementation and evaluation due to the lack of human, material and 
financial resources allocated to health programmes, including health education. The 

mechanisms for coordinating health education aspects with the general systems of education 
and with other sectors of socioeconomic development were as yet ineffective. In fact, as 

the Director- General himself had stated, in most countries of the world efforts in health 
education and the social sciences had not, to date, been systematically studied, planned, 

applied and supported on a consistent basis so as to have a real impact on the social 

orientation of health care systems and of related efforts in community development. 

Chapter 9 (Conclusions) included some suggested lines for future action by the 
Organization along with interested Member States and other international agencies. 

Professor SENAULT (International Union for Health Education), speaking at the invitation 
of the Chairman, first paid tribute to the memory of Dr Louis -Pierre Aujoulat,'the late 
Secretary -General of the Union whose recent death would be sadly felt also in WHO, where as a 

member of the French delegation to Health Assemblies, he had made many friends. 

The International Union for Health Education had been deeply interested by the programme 
review contained in document ЕВ53 /8, which provided an excellent summary of WHO's activities 
in the field of health eduction over the past twenty -five years. That account showed that 
health education as such had been fully integrated into WHO's action, although much remained 
to be done before the Organization's recommendations in that regard received full implemen- 
tation. - 

He expressed appreciation for the consistent and effective technical support which the Union 
had received from WHO, particularly in respect of its triennial conference. The encouragement 
which WHO had given the Union since it had been set up in 1951 had been gratifying. For its 
part, it was ready to extend its close collaboration to WHO in the 70 countries members of the 

Union. 

The Union's general policy was governed by the desire to improve the quality of life, at 
present imperilled by the deterioration of the environment, the changing structure of society, 
and the social and economic inequalities connected with development. Health education had an 
important part to play in appealing to the deep -seated motivations of the individual; that 

type of approach should play a large part in health strategy, since health education could 
never be truly constructive unless it were based on a real concern for and knowledge of its 

"consumer" public. Any such fresh definition of health education called for commitment from 
the various disciplines and sectors concerned. The Eighth Conference, held in July 1973, had 
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expressed the intention to pursue that general policy over future years, since it believed that 
health education should be flexible in order to meet the changing conditions of modern society, 
for which aim it would have to call on the help of technical experts in a wide range of fields. 
Health factors could not be separated from social, cultural, economic and political conditions, 
all of which had repercussions on health and well -being• 

He referred to a number of areas in which the Union was active. Regional activities 
constituted a priority, in view of the striking differences in the needs as between the various 
regions. A South American office had been set up recently, following the establishment of 
a European office, and it was intended that an African office should also be set up. It was 
hoped that the Union would be able to participate more actively in research during the next three 
years, and he had been particularly interested in the statement made by the Chief, Health 

Education. The Union would support training activities. It also intended to conduct continuous 

inquiries among its members so as to obtain, at regional and national level, data on the work 

being done to integrate health education within educational action generally. The information 

already collected would be the subject of an evaluation, to be published in its periodical 
publication. The Union wished to strengthen further its existing collaboration and exchanges of 
information with other international nongovernmental organizations concerned with health 

education, and was studying the possibility of holding a meeting with them. 

Recalling that the Director- General had, at the Eighth Conference, emphasized the urgent 

need for more effective, wider and sustained action, carried out jointly by governmental and 

nongovernmental organizations and others, he assured the Director -General that his views 

coincided with those of the Union and would be implemented in concrete form. The Union was 

obliged to limit its work according to its resources, but was ready to add its contribution 

to the activities aimed at enhancing the well -being and dignity of mankind. 

EXCERPT FROM SUMMARY RECORD OF THE FOURTEENTH MEETING 

2. PROGRAMME REVIEW - HEALTH EDUCATION: Item 2.8 of the Agenda (Document ЕВ53/8) (continued 
from the thirteenth meeting, section 4) 

The CHAIRMAN recalled that the Director -General's report on the programme review of health 
education (document ЕВ53/8) had been introduced by Dr Martikainen the previous day. 

Professor VON MANGER- KOENIG said the review of twenty -five years' work by the Organization 
in the field of health education clearly showed the enthusiasm and imagination that had been 
devoted to that important subject. It also drew attention to the inevitable setbacks which 
had occurred during that period and which in part still persisted, confirming the urgent need 
for further development of health education activities at headquarters, at regional offices 
and throughout the world. In Official Records No. 212, the subject of health education was 

included, under the family health programme, inserted between the Maternal and Child Health 

and the Nutrition subprogrammes; in that connexion it had been gratifying to hear the 

Director -General's statement that although health education was shown under Family Health, 
its activities permeated all divisions. 

He stressed that health education should aim at three categories of persons: (1) the 

general public, (2) health educators, and (3) those with political responsibilities. Regarding 

the general public, it was important to make people health- conscious and aware of their health 

needs: it was, for example, no use for the State to offer facilities such as health screening 

if the public was not prepared to make proper use of them. In order to achieve that end, the 

second category of people he had mentioned, namely the health educators, were vital, and the 

term "health educator" should include all those in charge of the physical and social well- 

being of mankind. The principles, content and methods of health education should form an 

integral part of the training curriculum not only of doctors and teachers, but also of para- 

medical and social workers and of leaders of industry, the Church, and the army. 
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The third category comprised members of parliament, ministers of health and education, 

and officers in charge of regional and local administration. Unless those in positions of 

authority had a full understanding of the aims of health education, health personnel could not 

be trained, nor could the active cooperation of the public be secured. He was glad that the 

report had not shrunk from mentioning the problems encountered in this respect (pages 39 -40 

of document ЕВ537/8). In particular, the observations and recommendations made at the Third 

Special Meeting of Ministers of Health of the Americas (page 46 of ЕВ53/8) were most 
enlightening. 

He suggested that the Board might request the Director -General to explore ways and means 
of providing additional support for the Organization's work in health education. In that 

connexion, the Director -General and the Regional Directors might envisage more contractual 

arrangements with existing national health education institutions, whereby such institutions 

would assume certain functions on behalf of WHO. The International Union for Health Education 

already made a valuable contribution, but national institutions could be useful in serving as 
clearing -houses at regional level for ongoing work in health education. Their technical 
personnel and financial facilities could be used for promoting and enforcing bilateral and 
multilateral cooperation between institutions and agencies engaged in health education; they 
could prevent duplication of effort by coordinating the production of audiovisual aids, 
coordinating the research into health education, and sponsoring fellowships in their respective 
regions. Finally, such national institutions might develop, under the supervision and 
encouragement of WHO, into WHO centres for training and research in health education. 

Professor CANAPERIA, alternate to Professor Vannugli, said that it could be seen from 

the report that, in spite of the fairly modest funds available for health education (both in 

the regular budget and in contributions from other sources), WHO had done excellent work in 

promoting and developing health education both in the regions and in individual countries. 

Its close collaboration with a nongovernmental organization working in the same field, the 

International Union for Health Education, showed how beneficial cooperation between govern- 

mental and nongovernmental organizations could be. The Board had aften emphasized that WHO 

should take advantage of the experience of nongovernmental organizations with which it was in 

official relations, and this was a particularly effective example. 

Although from the organizational point of view health education came under the Family 
Health programme, the report showed that health education activities permeated WHO's entire 
programme; that was appropriate, since education was the catalysing agent in any programme 
aimed at improving social and health conditions. There should thus be close collaboration 
between all the various technical divisions of the Organization as far as promotion of health 
education was concerned. 

He drew attention to three points: the first concerned health education for children 
of school age. Although there was general agreement on the value of such education, 
considerable difficulty seemed to be experienced in ensuring that it did in fact penetrate 
to the schools. That difficulty was perhaps due to the fact that ministers of health and 
education did not take into account the need for training the teachers who were to provide 
health education in schools. Secondly, he did not think sufficient emphasis was given to 
the role of the mass media in health education. Although the most important element in 
education was the personal relationship between teacher and pupil, it should also be remembered 
that radio, television and film could have considerable influence. He suggested that WHO 
should investigate the possibility of using the mass media for purposes of health education. 

His third point concerned research into health education. He was surprised to see that 
research in that area had not been developed very far; more funds should be provided for 
that purpose, since any programme of health activities needed to be based on scientific 
research. There were a number of scientific institutes working in the field which could 
collaborate with WHO in such research, and provide the basis for a further development of 
activities in health education. 
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Dr HEMACHUDHA said that, although there was general agreement that health education 
should be an intrinsic element in.all public health programmes, in practice this was not 
often the case. The saying "prevention is better than cure" was widely accepted; but in 
real life preventive medicine was not accorded as great an importance as curative medicine. 
Another popular saying was that "health is wealth" - but in fact it was too often believed 
that wealth automatically bought health. 

The report had convinced him of the need to make a critical reappraisal of the 
progress of health education in Thailand, and in that connexion he was grateful for the infor- 
mation on health education programmes for children in Nigeria and the Philippines given in 
the annexes to the report. He drew the Board's attention to a pilot project in the health 
education of schoolchildren being carried out in Thailand, in a district about 60 km from 
Bangkok; the project was a joint venture between the Ministry of Health and the Ministry of 
Education. 

Dr RESTREPO CHAVARRIAGA said that, although the report gave a clear picture of WHO's 
activities in health education over the past 25 years, it was not sufficiently analytical. 
A close analysis of the Organization's activities would help in preparing programmes for 
the future. There was no doubt that from the theoretical point of view health education 
should be one of the basic elements in any health programme, and should be promoted by health 
personnel at all levels throughout the population. He felt however that the definitions 
given in the report were somewhat vague. 

A very important element highlighted in the report was the relationship of health 
education to community development programmes. He believed Very strongly that the best 
possible way of promoting health education was by the participation of the community, not 
only economically, but also by way of ideas and technology. The community included not 
only those who would receive the benefits of health education, but also those who could make 
an active contribution to it, e.g. the politicians and the professionals of all kinds. 

The results of WHO's health education programme had not been entirely successful, and 
this was true not only at country but also at regional level. There was still some doubt 
as to what kind of training the health educator should have; should he be a graduate in 
biology, in medicine, or in the social sciences? That question had been discussed many 
times in the Board, but not enough stress had been laid on the fact that each type of 

training could achieve results. 

Another problem was that the present training of a health educator was often somewhat 
superficial, since not enough time was available to reach the high level required. There 

was also some uncertainty as to the precise role of the health educator in relation to other 
health personnel, resulting in a certain lack of balance in overall health programmes. 
Because of this lack of clear definition of roles, it was often difficult to obtain the 
cooperation of anthropologists and social scientists where health education and community 
development were concerned - although in theory their contribution would be of great value. 
It was important to define very specific objectives if health education was not to be 
discredited. It should be clearly laid down what health educators were to be trained for, 

what level they were to occupy, and what was expected of them. Their training curriculum 
should not be cluttered with a large number of different subjects which could only be dealt 

with superficially. 

Noting the reference in the review to the poverty of literature on health education, 
he said that it was particularly poor in Spanish, and research should concentrate on 

improving that situation; books and reviews were essential to progress in health education. 

Professor KOSTRZEWSKI said that the review revealed that activities in health education 
had been unbalanced. First, they had been concentrated upon age groups up to 30 years; 
but the health education of higher age groups was important, not only for the elderly them- 

selves but also because of the influence they exerted on younger people. Secondly, while it 

was desirable that priority should be given to developing countries, such measures were also 
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badly needed in more developed countries, particularly in the field of environmental health. 

Thirdly, health education had been too much limited to the health service system, and WHO 

had not gone much beyond describing the part it could play in general education. Fourthly, 

too little attention had been paid to the health education of more highly educated people; 

he referred to the remarks of other speakers on health education for politicians. 

WHO should cooperate more closely with other organizations, particularly with FAO in 

nutrition education and with ILO in accident prevention and occupational health education. 

As regards health education in environmental health, measures should especially concentrate 

on the economist, the industrialist, the politician and the government administrator, all 

of whom played decisive parts in environmental matters. WHO must develop special machinery 

for contacts with those professions, many members of which were often too busy to absorb 

the information supplied by newspapers and television, except in summary form. 

Dr EHRLICH said that the review could serve to illustrate successful efforts in health 

education, and WHO might wish to consider publishing it. Most important, in his view, 

it stressed the integrated approach and the efforts of health workers to apply their art 

in all their contacts with people. 

Resolution WHА26.35 had reiterated the conviction that health services should be 
"accessible and acceptable to the total population ", and that positive concept of community 
health services relied on health education to develop community participation and acceptance. 
It should also help to enlist the active support of the population in the health programmes 
provided for them. The recommendations listed in chapter 9 of the review (Conclusions) 
relating to the strengthening of health education services must be followed if effective 
programmes were to be implemented. 

Dr CHEN liai -Feng said that health education involved the mobilization of the masses 
and their commitment to the fight against diseases. It also involved the guiding thought 
of whom to rely upon in developing health services for the people. In China, four 

principles had been established in health work since Liberation; service to workers, 

peasants and soldiers; priority for preventive measures; unity of doctors of traditional 

and western medicine; and integration of health work with mass movements. The latter 

included mobilization of the masses in the prevention and treatment of disease and the 

popularization of knowledge on health, in order to promote spontaneous and voluntary action 

against disease. 

The primary, ideological question was whether one had faith in the masses. The 

infinite wisdom of the masses must be recognized, since it was they who were best able to 

create practical measures suited to particular conditions. Once that aim was achieved, 

the three -in -one combination of the leaders, the professionals and the masses could carry 
out the common struggle. Health education and propaganda constituted a powerful weapon in 

achieving that aim and should be fully utilized to convince people of the need for measures 
to protect health. Only when educated could the masses be properly organized. Re- 

emphasizing the need for having faith in and relying on the masses, he stressed that 
unilateral action by health professionals was not enough, although they should be responsible 
for essential technical guidance. 

Health education in China stressed the ideological work of increasing the health 
consciousness of the people, encouraging innovative and popular methods, abandoning formalism, 
and emphasizing organization. Health education was achieved by word of mouth and by 
training large numbers of part -time health workers in the community: in rural areas over 

a million "barefoot" doctors and 3 million health aides working in the production teams were 
the most enthusiastic propagandists. In the early years of Liberation, the retraining of 
midwives • had made them health propagandists in maternal and child health and family planning; 
and, after the eradication of smallpox, consolidation and surveillance measures by health 
workers had included health education. Thus it could be seen that once policies and 
principles were determined, man was the most precious and active factor providing the 

guarantee of good organization. 
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Dr SARALEGUI PADRÓN proposed that the term "health education" should be rendered in 
Spanish by " educación para la salud", the term adopted by the International Union for Health 
Education and used practically throughout the world. 

Of the points raised in the review he wished particularly to stress health education 
for all ages and all professions, and in all regions. It was a professional task, the 

difficulties of which had been indicated by Dr Restrepo. He agreed with Professor Canaperia 

on the importance of school health education. In his own 30 years' experience in the 

development of experimental programmes and teacher training centres, he had learnt that 

health education must not only lay down what should be done, but also how it should be done. 

Moreover, recommendations should be confined to what was possible, remembering always that 

many people had no access to medical care at all. Lack of health education was a kind of 

illiteracy in health, and was as serious as illiteracy in general. Health education was 

particularly necessary in hospitals; many patients were admitted as a result of inadequate 

health education, but they often left still uneducated in that regard. 

He also agreed with Professor Canaperia on the need for health education by way of 

the mass media provided in such variety in the modern world, as well as by traditional 

methods. He described a campaign organized in Uruguay with the collaboration of the many 

radio stations. It consisted of a health information programme broadcast five days a 

week; the press had later joined the campaign. Effective, simple methods previously 

reserved for emergencies thus became a normal part of routine health education. 

Community participation was very important. Education was not merely the supplying 

of information but also the changing of behaviour; and people must be integrated into the 

community if better health and welfare were to be achieved. Funds were of course necessary 

- but education was always a good investment, and health education should form an integrated 

part of general continuing education by multidisciplinary programmes. 

He observed that certain publications of WHO had a genuine educational function. In 

general he endorsed the conclusions of the review; the suggestions and work of the 

International Union for Health Education; and the recommendations of the Third Special 

Meeting of Ministers of Health of the Americas, relating to health education in the Region. 

Dr BANA said that much of the success of health programmes was attributable to health 

education. He agreed with Dr Ehrlich that the review should be distributed as widely as 

possible. 

Among the obstacles to health education was the resistance of health workers who did 

not believe in it, or were even scornful of it. Resistance to health education on the 

part of the public and the politicians was perhaps due to the difficulty of measuring the 

success of health education programmes. WHO should consider methods of demonstrating 

the concrete results of health education, perhaps through the reorganization of the training 

and preparation of health educators at all levels. 

If the matter was to be discussed at the next Health Assembly, clear indications 

should be given in the Board's resolution that governments should be asked to give priority 

to health education which was as necessary for the developed as for the developing countries 

(witness the role of health education in the prevention and treatment of chronic diseases 

such as diabetes). 

He agreed with Professor von Manger -Koenig on the need for collaboration with other 
organizations concerned with health education, particularly in view of the small number 

of health education staff at WHO headquarters and in the regional offices mentioned by 

Dr Martikainen at the last meeting. Too Little had been achieved when one considered 
the number of meetings, seminars and other preparatory activities reported in the review. 

Professor TIGYI said that the detailed summary of research activities in the review was 
particularly valuable, arid asked whether details on objective methods for evaluating the 
results of health education could be supplied. 
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Professor SULIANTI SAROSO agreed with previous speakers that individual motivation and 
community participation were the basic aims of health education, which should be an integral 
part of all health programmes. But, as had been observed, people did not always act as 

the health authorities wished them to; the reasons for the success of such methods as those 
described by Dr Chen Hai feng and Dr Saralegui, and the failure of others, must be studied. 

Referring to chapter 3 (Health education for school -age children and youth), she 
emphasized that health education was aimed at instilling healthy habits at an early age. 
Although there was a reference to close cooperation between WHO and UNESCO, she had seen 
no evidence of the work of UNESCO in school health education in Indonesia; collaboration 
with that organization should be intensified. 

Referring to chapter 5 (Health education - communicable and noncommunicable diseases), 
she urged that the recommendations of the expert committees mentioned there should be 
implemented, and that mechanisms for health education should be improved by such measures 
as the orientation of international health workers assigned to other health programmes. 

In Indonesia research on training in health education had already started. She was 

convinced that such training should concentrate on the role of health workers in health 

education, along the lines indicated by Dr Restrepo. 

Professor REID praised the critical and constructive analysis made by Professor Kostrzewski 

and the comments on health education in hospitals made by Dr Saralegui. The latter was 

particularly important in view of the increase in chronic diseases whose successful treat- 

ment depended on an adjustment of the patient's way of life, and of the need to discourage 

smoking. The most common reason for failure in diabetes treatment was the lack of under- 

standing on the part of the patient as to what was required of him. That was a reflection 

on the ignorance of health professionals of the need for communication with the patient. 

Governments and health agencies were in many countries setting an example, among them 
the health department in the United Kingdom of Great Britain and Northern Ireland, which 
discouraged smoking among members of the staff and visitors. He suggested that the Director - 
General should consider the role to be played by WHO - which many regarded as epitomizing 
the concept of health - in setting a healthy example, particularly with regard to smoking. 

Dr CHITIMBA said that, while recommendations had been made that all health workers should 

be health educators, insufficient attention had been paid to practical measures for their 

training. Results would depend on the degree of receptiveness of the public to health pro- 

grammes, and mere lip service to health education would not ensure it. He suggested that 

industrial workers would be a particularly good target for health education, as there were 

obviously good reasons for both employers and workers accepting it. If the coverage of 

that subject in the review was any indication, WHO could afford to devote more attention to 

health education in industry. 

Much could be done to encourage self -evaluation by health educators in order to ensure 

that they took a more flexible position on certain issues which could often be a determining 
factor in the success or failure of a health programme. 

Dr SAUTER said that the basic aim of health education in the past had been to combat 

ignorance and negligence. For many people there had been a profound change, they were alert and even 

alarmed, and it was essential to take into account their greater sensitivity to certain measures 

taken in their interest. He gave as examples the mistrust of mass radiological examinations that 

arose from a consciousness of the dangers of ionizing radiation; and the mistrust of fluoridation 

among people who had heard about the toxicity of fluorides. That development was important for 

the future of health education, and deserved to be mentioned in the, review. 

Dr CHANG, Assistant Director -General, assured members of the Board that WHO's future 

programme would take into account the many constructive comments they had made. He referred 
especially to the integration of health education in the training of health workers and the 

public; the health education of administrators and politicians; and collaboration and 
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cooperation with the intergovernmental and nongovernmental organizations concerned. It was 
recognized that health education could not be achieved in a vaccuum, that the public must be 
motivated and that individual and community motivation must be translated into action ;. Faith 
in the people must be engendered before mobilization of the masses could be achieved. Health 
education must be seen as a continuous process running through all health programmes. 

The review was largely historical, and did not analyse the problems in sufficient detail. 
It was realized however that such a detailed analysis was necessary in order to гorrесt 
deficiencies and shortcomings in future programmes of health education. 

Dr MARTIKAINEN (Health Education) said that she had noted Dr Restrepo's sound and construc- 
tive criticisms and, in particular, his view that health education was linked with community 

development in that it was a tool for promoting people's participation in activities that 
included the health aspects of community development. The fact that, in his experience, health 
education was not always successful touched on the important question of the need to look very 
critically (as other members of the Board had suggested) at the provision made for detailed 
planning, implementation, and evaluation of health education as a component of health 

programmes and of programmes in related sectors. 

In reply to Professor Tigyi, she said that the need for evaluation had been recognized by 
WHO technical meetings, not only at headquarters but in the African, American, European, Eastern 
Mediterranean and South -East Asia Regions. On pages 44-45 of document ЕВ53/8 there were 
references to attempts to foster more critical planning and evaluation of health education and 
a precise definition of its aims, the people it must reach, and its role as a component of 

health planning, health effort, and related community development. 

She would welcome an opportunity of exchanging views with Dr Restrepo, and with any other 
member of the Board on the points that had been raised, including details of the training of 
health and other personnel in health education and the preparation of professional specialists 
in the subject. Ways of improving the training in health education of all types of health 

personnel - including those who intended to specialize in the subject - were under serious 

study in many institutions at the present time. That was an encouraging sign of recognition 
that the problem was much more complex than had formerly been realized and that a superficial 

introduction to health education and the behavioural sciences was not enough to enable all health 

workers and health education specialists, as members of the health team, to make the contri- 

butions required if the planning, evaluation, and implementation of health education was to be 

improved. 

The CHAIRMAN put the following draft resolution to the meeting: 

The Executive Board, 

Having considered the report of the Director -General on the programme of the 

Organization in the field of health education; and 

Recognizing that health education is basic both for individual motivation and for 

community participation in the improvement of health conditions, and should therefore 

form an integral part of all health programmes, 

1. NOTES with satisfaction the activities of the Organization in the field of health 

education; 

2. EMPHASIZES the importance of health education in national programmes of health and 

in programmes of socioeconomic development that affect health; 

3. RECOMMENDS 

(1) that WHO should intensify health education in all the programmes of the 

Organization and should assist Member States in strengthening the planning, 

implementation and evaluation of those parts of their national health programmes, 

including manpower development, that are concerned with health education; 
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(2) that WHO should bring to the attention of Member States and international 

agencies the need for the expansion of activities in health education; and 

(3) that WHO should continue to cooperate fully with the United Nations, the 

specialized agencies and the appropriate international nongovernmental organizations 

and bilateral agencies in programmes in which health education plays an important part; 

4. REQUESTS the Director- General to explore ways and means of providing additional 

support for the Organization's programme of work in health education. 

5. REQUESTS the Director -General further to submit the programme review, together with 

the comments of the Executive Board on it, to the Twenty- seventh World Health Assembly 
for its consideration when the proposed programme and budget estimates for 1975 are 

being reviewed. 

Decision: The resolution was adopted.1 

1 
Resolution ЕВ53.R38. 


