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NOTE 

The views expressed in this report are those 
of the members of the Working Group and do not 
necessarily reflect the policies of the 
organization. 

This report has been prepsred by the Regional Office for the Western 
Pacific of the World Health Organization for governments of Member States 
in the Region and for those who participated in the Working Group on 
Research in Health Education in Family Health, which was held in Manila. 
Philippine., from 2 to 8 December 1980. 
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1. INTRODUCTION 

The last three decades have increasingly seen the inadequacy of a 
predominantly medical view of health, the difficulty of a bureaucratic and 
technocratic approach to health services delivery, and the heightened 
awareness of the interconnexion between health and socioeconomic 
deve lopment • 

Concomitant with this has been a shift from an exclusively 
professional model of health to a social one, thus necessitating more 
behavioural research in health and health education. In recognition of 
this, a meeting of the Working Group on Research in Health Education in 
Family Health was held in Manila from 2 to 8 December 1980. The members of 
the Working Group consi~ted of eleven members from seven member countries, 
an observer from the Ford Foundation and the WHO Secretariat. 

The terms of reference for the Group were: 

1.1 General 

To develop a regional strategy for applied behavioural research in 
health and health education in order to strengthen community involvement in 
health, particularly family health, in the context of the primary health 
care approach. 

1.2 Specific 

(1) To review the current status of health behaviour research in the 
Region, including issues and problems associated with the application of 
research in the solution of health problems and development of health 
education prosrammes; 

(2) to identify needed areas for research related to programme 
development and to suggest those that should receive priority in the Region; 

(3) to share experience in training in research methodology and the 
application of research findings in problem solving, and to suggest ways 
for further development in the areas needed; and 

(4) to propose a strategy for promoting research, identifying 
institutions and persons active in applied research and supporting and 
monitoring development of research activities in order to strengthen 
national capability. 

The meeting was opened by Dr S.T. Han, Director, Programme Management 
and Acting Regional Director. He underscored the importance of an 
understanding of human behaviour, particularly with the universal 
commitment to the WiI) goal of health for all by th.e year 2000, with active 
community partnership in health as the basic foundation • 

He pointed out that considerable advances in health behaviour research 
had been msde during the last two decades. While theae had strengthened 
both the theory and practice of health education and improved health 
delivery .yetea., much reaaiuad to be done. 
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He observed that there atill existed notable gaps between practice and 
research and between training and research. Therefore. consideration of 
how to establiah linkage. between practice. policy, training and reaearch 
was essential. 

Further, he urged that there was a need to deliberate on important 
areas for future research, keeping in mind the application of research 
findings in improving health practices. The need to reflect on atrategies 
to strengthen national capabilities in reaearch and for the formulation of 
policies on research and development in health behaviour in the Region wa. 
emphasized. 

2.1 Trends 

2. CURRENT STATUS OF BEHAVIOURAL RBSEARCH 
IN HEALTH EDUCATION IN THE REGION 

The recognition that health education should be founded not only on 
the biological sciences, medical science a in particular, but also on the 
behavioural sciences came about in the early 1950s. At this time, the 
eaphasie in health education shifted from that of merely providing health 
information to the more complex task of influencing health behaviour. 

Host of the countries in the Region have undertaken a variety of 
studies on health behaviour and health education; most of these studies, 
however, are descriptive, using survey methods based on questionnaires and 
interviews. There have been a number of studies on knowledge, attitudes 
and practices (KAP). but there is a dearth of experimental or 
quasi-experimental evaluation of health and health education programmes. 

However, though not directly focused on health, a larae body of 
ethnographic and ethnological research, particularly anthropological field 
studies in the 1920s and 1930., represent a major source of pertinent 
information for health and health education research. This approach to the 
detailed study of human behaviour was utilized to some extent during the 
1940s in culture-area and "national character" studies, subsequently 
meraing also with culture-and-personality research. This general 
ethnographic corpus of data has yet to be substantially assessed with 
respect to health behaviour and health education research, in part because 
of traditional disciplinary distinctions, constrsints imposed by 
disciplinary boundaries and varying scientific perspectives. The situation 
has changed and the practical value of such studies ia now being 
increasingly recognized, since they continue at present with the focus on 
ethnic groups, traditional societies, and the acculturation condition 
throughout the world. 

Starting in the late 1950s, some heslth-related research dealt with 
the community development process. Some studies were a180 conducted on 
community organization and health issues, and evaluative studies on health 
programmes. Later, in the 1960., with the inception of family planning 
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programmes, a great impetus was given to behavioural research related to 
family plsnning. Consequently, the major effort of research in most 
countries has continued on population problems, reflecting the availability 
of funds in the programme. However, there is now an emerging trend towards 
s study of broader health iS8ues. 

In terms of research methodologies used, the review points to the need 
for the application of a wide variety of research methodologies ranging 
from quantitative techniques, such as surveys, to qualitative in-depth and 
case studies. However, funding agencies have tended to influence the 
priority areas and .ethodology of research and have been concerned more 
with quantitative studies. 

Academic institutions have taken the lead in most research 
undertakings; quite a proportion of the research outputs are either 
graduate theses or doctoral dissertations. To be of areater value, the 
findings of such theses and dissertations should be made available to local 
health authorities or other potential consumers. 

Current behavioural research in health education could have been 
increased were it not for certain constraints, namely: 

(a) lack of research funds; 

(b) lack of professional manpower and research capability; 

(c) lack of understanding on the part of administrators and funding 
agencies of the value of such studies; 

(d) lack of interest among behavioural scientists in health-related 
studies • 

There has been a growing awareneas of the need for research and 
evaluation in health education, but in spite of the research that has been 
undertaken, there exists a gap, particularly between training and reaearch 
and between practice and research. All too often, the practice of health 
education is based on assumptions rather than facts about the nature of the 
problem. The practitioner is often guided by what he/she believea is the 
correct or incorrect spproach to health education rather than by a careful 
diagnosis of the education problems and approaches. 

The more desirable alternative would be to utilise research findings 
as guidelines for planning health education programmes with a view to 
testing their applicability in different settings. The findings could then 
not only contribute to knowled.e, but also improve health education 
practice, which would ultimately lead to better service. 

2.2 Utilization of research 

The reality is that many reaearch findin,s have not been utili.ad • 
There exists, aa Hinkle puta it, an "intellectual discontinuitt' betwa,n 
the research worker and policy makers, pro.r .... planners and practi~lQners. 
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Some of the problems and/or issues involved to which this improper 
utilization of research could be attributed are: 

(1) Most research is university-based and is not linked with 
programme agencies; the latter often do not have active contact with the 
academic and the research people. 

(2) Sometimes the research is not relevant to problems in the field 
and cannot, therefore, be applied. 

(3) Often, research reports are couched in highly technical terms and 
are not easily understood by the administrators and practitioners. There 
is a need to write them in popular language. 

(4) Available research findings and contributions to knowledge are 
not synthesized and their implications for practice drawn. 

(5) Inadequate funda for the publication and distribution of research 
findings. There is a lack of a centre or "clearing house" for 
documentation and information exchange. 

(6) Lack of a mechanism to facilitate communication between research 
workers, policy makers and administrators, resulting in lack of sustained 
dialogue among them. This results in the isolation of reaearch from 
policies and programmes. 

(7) Preconceived bias might influence the acceptance or rejection of 
the findings. Nevertheless, research findings need to be considered with 
caution, particularly when these are at variance with the general body of 
existing experience, or demand too complex or too costly a change in the 
system. 

Efforts are being made to break down these barriers to research 
utilization, but much remain. to be done. 

3. NEEDED AREAS FOR RESEARCH 

The Declaration of Alma-Ata affirms the right of everyone to health 
and emphasizes primary health care as s strategy for attaining health for 
all by the year 2000. It gives health education a specisl recognition by 
citing "education concerning prevailing health problems and the methods of 
preventing and controlling them" as the first of the eight essential 
services. 

The Declaration underscores the importsnce of making the people active 
partners in health development. This necessitates raising their cORpetencY 
levels to promote, protect and restore health, and increasing their 
capacity for self-reliance and self-determination. Such activities would 
be undertaken between the individual, family and community and the 
profeasional and national health care providers, with the family a8 the 
principal focus. This likewise implies increasing lay competence in 
primary health care. 
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The Group therefore decided to diacus. the areas of needed reaearch in 
health education within the context of primary health care. 

To be able to identify the needed reaearch area8, the boundaries of 
what constitute behavioural research in health and health education need to 
be clarified and delineated. In it. broade8t 8en8e, it includes one or 
more of the following elements: 

(1) the sociocultural and psychological factors in the community: 
(2) the health system with empha8is on providers and users: and 
(3) the health technology. 

A framework in which areae of needed research could be examined takes 
into coneideration thre~ dimensions as follows: 

(1) the health problems d~ension: 
(2) the social unit dimeneion: and 
(3) the behavioural d~eneion. 

The health problem d~enaion includes the priority health problems in 
the Region, which are: 

(a) Katernal and child health; 

(b) Nutrition; 

(c) Environmental problems; 

(d) Special tropical diseaaes with emphasis on malaria, 
schistosomiasis and leprosy: 

(e) Population problems; 

(f) Sexually transmitted diseases and other common communicable 
diaeases; 

(g) Drug abuse: 

(h) Degenerative dieeases, particularly cancer and cardiovascular 
diseases. 

The social unit dimension include8 the different levels: 

(a) Individuals, family, comaunity, regiona and country: 

(b) Specific social groups such as urban poor, industrial workers, 
youth and women. 

The behavioural dimenaion includes: 

Ca) Health behaviour 

social structure, social organisation, leadership, 
decision-making; 
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expectations, image of health services and perceived health 
needs; 

perception of health and disease (illness); 

self-care; 

role of women in health care. 

(b) Health system (programme or activity) 

system constraints; 

health policy, health legislation; 

linkages between traditional and modern medicine; 

linkages between private and public medicine; 

health impact of non-health factor.; 

perception by people of the performance of health workers and 
expectations of health services by the people. 

(c) Training 

alternative methods of training PHC workers: 
relevance of curriculum; 
training and methodologies; 
relation.hip between training and service. 

(d) Health education processes, theory and methodology 

communication 

community organization 

strategies inCluding use of 88 •• 

media, folk media and interpersonsl 
communication; 

alternative approaches to co.munity 
organization in terms of cost and 
impact: 

Indicators/scale for evaluating the impact of health education: 

Methodological issues in research. 
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The following is a diagramatical presentation of these three 
dimensions: 

t 
Health 
problem 
dimension 

1 

./ 
Behav10ural 
dimension 

~e social 
unit dimension 

Perhaps a first priority would be a thorough and critical review of 
the relevant behavioural research conducted in each country of the Region, 
which would outline major trends in the research findings, from which 
implications could be culled for the health education practice and the 
health services. This would enable countries to have a clear picture of 
the research situation and to identify research gaps. 

The priority target population within the context of primary health 
care and taking into consideration the major health problems in coutries 
are: the providers of health services with particular emphasis on 
providers of primary health care, and the users of health servicea in 
general and primary health care in particular. Special attention should be 
given not only to rural areas but alaD to the urban poor, and to health 
problems of mothers, children and youth. 
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The use of a combination of research methodologies should be 
encouraged. In addition to the descriptive approach using survey 
instruments, experiments I and quasi-experimental methoda, ethnographic 
studies, e.g. case studies, are recommended. 

4. DEVELOPING NATIONAL CAPABILITIES IN HEALTH 
BEHAVIOUR RESEARCH IN HEALTH EDUCATION 

Considering the amount of research that needs to be done and the 
absence of a critical mass of health behaviour research workers, there is 
an urgent need to develop research capabilities at different levels. 
Experience has shown that there are many constraints in doing so. One is 
the issue of inadequate health research policies in many countries, 
resulting in insufficient support given to health behaviour research. 
There is therefore a need to develop, among policy-makers, an appreciation 
of the value of such research, and an awareness that it should be an 
essential component in programme planning and development. A sustained 
dialogue between policy makers and research workers is in order. 

There is further a lack of coordination between health agencies and 
academic institutions, and a lack of behavioural research orientation among 
heslth worker.. There is also the presumption or expectation of a high 
level of competency made about health-related behavioural research, by 
which practitioners are expected to perform effectively. In actual fact, 
competence varies very greatly and specialization still figures strongly in 
such research. 

While it may be preferable to have university-based research, research 
should not be limited to academic institutions only. The academic 
institutions should be the lead agencies to promote interdisciplinary and 
intersectoral dialogue in health behaviour research and should involve 
potential consumers, particularly the Ministries of Health in developing 
research propoaals and organizing research. The practitioners may be 
encouraged to undertake research. 

Behavioural scientists need to be oriented in biological sciences and 
health problems and programmes. This would encourage them to engage in 
health behaviour research, either collaboratively or singly. 

In some instances, there sre quite a number of people trained in 
research but they shy away from pursuing research intereats in the health 
field because of the economic factor, i.e. there is very little revard 
either monetarily or for elevating one's career prospects. This aituation 
may stem partly from the lack of clear national policy as veIl aa the 
absence of a mechanism for professionalism, peer recognition and 
acceptance. Some may wish to undertake research, but may find it difficult 
to do sO because of their heavy teaching load. There is also a "culture" 
surrounding research - the belief that reaearch has to be something complex 
and sophisticated demanding high cost; the notion that quality research 
cannot be undertaken at low cost. This may partly be due to the bias of 
donor,agencies, who discourage simple, low-cost research and expect 

• 

• 



- 9 -

sophisticated protocols., There is therefore a need to demystify research d to encourage the tra1ning of intermediate level research workers. ::search workers should learn to train other levele,of re~earch workers 
h ' l' 8 whereby the tra1nee w11l learn how to through a teac 1ng- earn1ng proces 

perform reBearch at his/her own level. 

In summary, the development of national capabilities in health behaviour research in health education is affected by the following: 

(1) national policy on health behaviour research; 

(2) orientation and priorities of research organizations and funding 
agencies; 

(3) institutional attitudes and organizational structures involving the nature, conduct and use of health behaviour research; 

(4) economic and organizational constraints; 

(5) political conatraints; 

(6) vague and simplistic perception of behavioural research by other disciplines vis-a-vis the systemic complexity of behavioural 
phe_ena; and 

(7) existing scientific orthodoxy. 

5. RESEARCH AND DEVELOPMENT STRATEGIES 

Recognizing that behavioural research in health and health education, with a focus on family health is important, it was the consensus that Member States should develop mechanisms and strategies to promote health behaviour research. 

Firstly, a more serious attempt needs to be made to synthesize existing research data and to derive their implication to health education prsctice. It is important that such be circulated to teaching institutions and to the Ministry of Health and other potential consumers. 

Secondly, a mechanism for promoting and coordinating behavioural research needs to be developed. Perhaps a national steering comaittee on behavioural research in health and health education or any such body needs to be established. At least there should be a focal point in each country for this purpose. Such s committee should have members from academic institutions as well as from those concerned with delivery of health c,re, and should be interdisciplinary as well as intereectoral. After .et~iaa research priorities, promotional activities should be undertaken to encourage and guide interested research workers to submit their proposals. 
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~irst however, research funding should be ensured. POasible funding 
agencies should be explored both in the public and private sectors aDd 
efforts should be made to get them interested in funding re.earch in health 
aDd health education. 

:0 furth~r maintain interest, periodic meetings could be called by the 
Steering ~ittee or any such body to review progress in research and to 
encourage dialogue between researchers aDd practitioners. Research 
workers, polic,-.akers and a~ni.trators, and funding agencies could be 
invited to such meetings. 

At the regional level, a similar mechanism should be considered. For 
example, the establiahment of WHO collaborating centres for behavioural 
resesrch in health and health education needs serious con8ideration. Such 
8 centre could encourage ~o'laborative activities in research and training 
in behavioural re.earch. 

Further, the Western Pacific Advisory Committee on Medical Re.earch 
and global reaearch bodiea need to increasingly include behavioural 
scientists as coaaittee members. The creation of a special scientific 
working group sub-cc.aittee should also be explored. In addition, the 
establishment of a clearing houae at both the national aDd regional level 
needs to be conaidered. Such a clearing house could serve a. a 
documentstion centre as well as synthe.ize aDd circulate research findings. 

Considering the urgent need for manpower in health behaviour reaearch, 
due attention needs to be given to providing re.earch training grants and 
fellowships in behavioural research. On a short-term ba.is, national 
workshops Dr seminars could be organized, both intersectoral and 
interdisciplinary, to enhance the research capability of research workers 
and increase research awareness among administrators and potential 
consumer.. At the regional and sub-regional levels, training workshops on 
health behaviour research for various disciplines, with emphasis on 
developing research designs, could be started beginning 1982/1983. 

To facilitate training programmes, instructional materials or s 
handbook on health behavioural research could be prepared. 

In the long run, the curricular approach to the development of 
research capabilities needs to be carefully examined. The teaching of 
behavioural sciences should be integrated into the curriculum for the 
professional preparation of health workers. Further, acadeaic/teaching 
institutions which train research workers and carry out research will have 
to be strengthened, with WHO support, for them to be able to expand their 
capacility and capacity for research in health-related areas, a. well as to 
encourage students to undertake research. Doctoral progr ..... often 
promote research work; perhaps doctoral students could be partially 
subsidized for doing their re.earch. 

A continuing dialogue between behavioural scientists and health 
professionals needs to be en.ured. One machaniem for doing this is by 
providing opportunities for action-research. 

• 

• 

• 

• 



• 

- 11 -

6. OONCLUSIONS 

While health behaviour research in the Region has not yet received the 
required emphasis, notable progress has been achieved during the last three 
decades in health and health-related studies. However, the methodology 
most commonly used has been descriptive, relying largely on surveys. 
Nevertheless, there have been some attempts at experimental and evaluative 
research. 

Although a number of studies have been carried out, there exist gaps 
between research findings and health practice and between research and 
training. This "intellectual discontinuity" may be attributed to a number 
of reasons among which are a lack of dialogue between administrators and 
research workers on the need and value of such studies, and a lack of 
relevance of auch research to practice. However, an extensive body of 
literature exists which, though not direcly related to health, may have 
rich potential for health action and for resolutions of health problems. 
This has not been sufficiently explored. 

The Declaration of Alma-Ata underscored the importance of health 
education in primary health care. This therefore poses a challenge: 
health education must find ways of increasing community involvement in 
primary health care and in making people active partners in health 
development. This mandate impels health education to have greater 
understanding of people's behaviour in health and related matters, which 
necessitates health behaviour research. 

The priority areas for such research could be identified by first 
making a thorough and critical review of existing behavioural research in 
the Region. However, the focus of research, within the context of primary 
health care, should be the providers and the users of health care, 
including traditional medicine. The health problema of women, in general, 
and mothers in particular, children and youths and the urban and rural poor 
are the priorities suggested for research. The role of women in health 
care needs special attention. 

The use of a wide range of research methodologies and interdisciplinary 
approsch in research needs to be further encouraged. In addition to the 
descriptive approach, experimental, evaluative, and in-depth studies should 
be considered. 
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7. RECOMMENDATIONS 

The Working Group recommends that: 

(1) Considering the urgent need to assert the valuable contribution 
of behavioural research in health and health education, the global and 
regional Advisory Committees on Medical Research as well as other research 
bodies need to increasingly include behavioural scientists and health 
education specialists as committee members. A scientific working 
group/sub-ca.aittee on health behaviour reeearch should be formed for the 
Western Pacific Region. 

(2) Recognizing the need to take stock of existing research studies 
and capabilities, an inventory of individuals and institutions engaged in 
health behavioural research in the Western Pacific Region should be 
undertaken and a thorough and critical review of the status of relevant 
behavioural research in health and health education, including existing 
literature, in the broadest sense of the term, should be carried out for 
each country. 

(3) Bearing in mind the need to coordinate research studies in each 
"saber country, national coordinating bodies for health behaviour and 
health education reaearch should be created, as constituent components of 
national health research councils or analogous bodies to serve as focal 
points and to coordinate research in the field of health behaviour and 
health education. 

(4) Realizing the importance of collaborative activities in research 
and training, WHO COllaborating centres for behavioural research in health 
and health education should be established in the Western Pacific Region. 

(5) Considering the urgent need to exchange information and findings, 
a "clearing house" with documentation and, if possible, translation 
facilities for relevant publications and dissemination of behavioural 
research in health and health education should be established as a 
component of the Regional Bio-medical Information System in the Western 
Pacific Region. 

(6) Recognizing that there is an urgent need to increase research 
capabilities at various levels in the Region, 

(a) periodic training workshops on behavioural research in 
health and health education should be organized starting 
1982/1983 in the Western Pacific Region at the regional, 
sub-regional and national levels to promote appropriate 
research capability among various categories of health 
workers; and 

(b) training grants and fellowships should be urgently provided 
in the field of health behaviour research. 

, 
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(7) Recognizing the need to increase national research capability, 
efforts should be urgently made to provide support for 
institution-strengthening to institutions engaged in health behaviour 
research in the Western Pacific Region. 

(8) Recognizing the value of the behavioural sciences and research 
methodology in the basic curriculum of all categories of health workers, 
these should be included wherever they are lacking as an integral part of 
such curriculum. Appropriate instructional materials, handbooks and 
manuals need to be developed for this purpose. 

(9) Realizing the need to enhance the practical relevance and use of 
health behaviour research, contact and dialogue between research workers on 

1 the one hand and policy-makera and programme implementors on the other, 
should be strengthened. This ~ould be accaaplilhed by involving research 
workers, policy-makers and programme implementors in both the formulation 
and design of research as well 81 the iJapl_entation of findings, thereby 
facilitating linkage between knowledge and action. The use of "popular 
language" in reporting research findings, preferably including "executive 
s.-aries", should also be encouraged. 
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BEHAVIOURAL RESEARCH IN HEALTH AND HEALTH EDUCATION 

1. REVIEW 

A review of the current status of health behaviour research in health 
education in Japan should take into consideration the trends over the 
following three periods of time. 

1.1 Period 1950-1955 

The main health problems during thiB period were communicable diseases 
such as bacillary dysentery and tuberculosis, fundamental environmental 
sanitation (fly and mosquito control in particular), maternal and child 
health, contraception and nutrition. The socio-economic reconBtruction 
after the end of war started at the end of this period. 

Most of the studies in health education conaisted of public op1n10n 
poll-type of surveys in particular areas of Japan or allover the country 
on popular health knowledge and opinions. The themes of the surveys were, 
for example, bacillary dysentery, population problema and birth control, 
tuberculosis control, fly and mosquito control, and venereal diseases. The 
results of these surveys were, in principle, utilized as the basic data for 
planning health education programmea of particular health problems 
concerned. 

One of the characteristics of the research carried out, as early aa 
1951-1954, was that some studies were made on group dyn .. ice or the uee of 
a small group as a method of health education by a group of social 
psychologists. For example, a study on the coaparative effectivene8s of 
lecture versus group discussion plus group decision on hand-waBhing for 
bacillary dysentery control was executed. (The latter was found more 
effective than the former for changing behaviour.) 

All these studies were carried out by some specific survey agencies 
and were made possible by governmental research funds. However, it became 
very difficult to obtain research funds from governmental aSencie. by the 
end of this period. 

1.2 Period 1956-1965 

The main health problems during this period were still co.Municable 
diseases such as bacillary dysentery and tuberculosis, fly and _aquito 
control, nutrition, maternal and child health, and hiSh blood pressure and 
cancer as new problems. People became very active in community 
organization for health. 

Health education specialists and other health professionals, instead 
of the survey asencies mentioned above, started to undertake research in 
health education from the beginning of this period with the collaboration 
of social science specialists such as sociologists. 

• 
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Some of the examples are as followa: 

(1) Surveys on popular knowledge and attitudes toward tuberculosis 
control and cancer. 

(2) A kind of an evaluation of community organization type activities 
such as the health activities of the neighbourhood organizationa 
in old towns as well a. new tOWDS. including not only their 
effects on health but also their processes and leadership. 

(3) An evaluation of the health education progr .... such as th.t for 
tuberculosis control. includiDg .... acreening for early 
detection of tuberculoai •• 

(4) Sociological studies on the characteristics of people who 
participate and/or do not participate in various kind. of ma.a 
screening prosrammes. 

(5) A study on "An Evaluation of a Ten-Year Demonatration Project in 
Coaaunity Health in a Rural Area in Japan -- atiyoda-llllra Health 
Project" waa .tarted in 1957. This wa. a kind of action reaearch. 

During this .tudy. an idea and _thodology of "c~nity diagnosi." 
(health educational diagnoais by Derryberry) were developed and tried. 

1.3 Period 1966-1980 

The main health problema were and have been chronic diaease. such a. 
cerebrovascular disease. heart di •••• ea. high blood pressure. diabet •• 
mellitus and cancer. maternal and child health (mainly of nuclear 
families). health of the aged and elderly. nutrition (obe.ity). health 
promotion. mental health. and environmental pollutions • 

Some of the characteristics of Japanele communities are said to be 
advanced industrialization. urbanization and multiplicity of people'. 
values. Above-mentioned c~ity or.aaization type activities bec .. e 
inactive. 

Some examples of the studies are •• follows: 

(1) The above-mentioned atiyoda-Mura Health Project cale to an end in 
1966. 

(2) Community diagnostic studies in a semi-rural area on high blood 
pressure and cerebrovaacular diseaae. maternal and child health. 
nutrition. and maS8 screening programme. 

(3) Studies on health behaviour auch aa: 

"Family planning in Japan: a comparison between succeasful and 
unsuccessful couples". and 
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"Factors of participation and non-participation in mass screening 
for early detection of uterus cancer" (tiealth beliefsu .positive 
factor.B and ahame as a barrier) • 

(4) Studies on the activities and effectiveneas of health voluuteers. 

(5) Effective_a. of diabetic patient education in a hospital. 

(6) Studieaon c~ity argan;sationtype activities such as: 

"The aeipbourhood oqanization: an important factor in 
oqaniziDBa c-. :ity for healtheducatioa." This atudy ... 
made to aet up aome !luideli~ toreac:tivate c .......... i·ty 
oqanization type activities. 

(7) Studies related ·todental healthbelwviour, for ex_pIe, 
"Attitude of mothers toward the clcmtiat." 

(S) Studies on citizen participation in the planning and 
implemeneation of c-=ity health .progr_.S. 

(9) Impact of the ten-year demonstration project (Cbiyoda-Mura Health 
Project) approximately ten years aftarthe termination of the 
project. In s_riz.ing'1lbat have .been -.entioned ao far, the 
following points may be made: 

(1) Many studies on popular knowledge and attitudes toward a 
variety of beelth probl_a JlDdpro-g1 ea were carriecl out 
in o1der to obtain bMic aat.a for planning health progr_s 
including health educational upecta. 

(2) As regards health behavioural re_ch, most of the studies 
carried out in Japan .. ere .ociolo.gical rather than 
socio-psychologi.c.al in nature. In other words, for example, 
only a slllallatt-emp.t baa been .ade to atudy the 
relationships bet.ween health belie.fa and health behaviour. 

(3) Some studies bage ·been made an e.aluatiDB health education 
progr_s. 

(4) eo_unity diagnosticstudiee ha .... been c·arried out to some 
extent in some areas. 

(5) eo ... unity organization studies hsve been carried out on its 
effectiveneas and prOCe8'a aIIoIi far ita 1leaCtivation. 

(6) Studies have recentlyatarted on patient education as well 
as people partic"ipation in .plaaniag .of .caDlnity health 
progr8lllllles. 

, 
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2. SUGGESTIONS ON paIORITY AREAS !lOR FURTHER RESEARCH 

Further research seem to be urgently needed in the followig areas: 

(1) Patient (including family) education, particularly for the 
purpose of treating patients in their daily life for such chronic diseases 
as diabetes and high blood pre.sure. 

(2) Education on health promotion (including balanced diet, physical 
exerci.e and rest) for healthy life of the elderly. 

(3) Involvement of the coaaunity in the planning and implementation 
of c~ity health progr...... For ex..,le, the total systam for the 
planning including the local government, health profe,eionals and the 
c_nity. 

(4) People's health activities modelled on existing community 
organization •• 

(5) Cancer education, particularly participation and 
non-participation in asS8 8creening progr .... s. 

(6) Education about family health ("home health"). (related to 
above-mentioned items) 

(7) Coordination with other fields such as school health education, 
particularly in the context of "good health habits". 

(8) Review and reorganization of school health education at all 
levels from health behavioural point. of view. 

In carrying out studies in the.e areas, the following points may have 
to be taken into consideration: 

(1) The relationships between priorities in health problem. as seen 
by the health personnel, those a, perceived by the people, and tho.e as 
8een by the health education specialist. 

(2) Problems of value conflicts in societies undergoing a process of 
rapid social change and cultural diversities have relevance to mental and 
emotional health. 

(3) Means whereby a retrospective study could be applied to research 
on more complicated health behaviour. 

(4) In a retrospective study model, more variables than were studied 
before may be important in order to explain the motives for healtQ 
behaviour viewed holi.tically. 
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1. CURRENT STATUS OF HEALTH BEHAVIOUR RESEARCH 

A considerable quantity of research into health behaviour has been 
carried out in Malaysia. This has covered a variety of areas including the 
following: 

(1) Family planning: including K.A.P. of the various ethnic groupa 
in Malaysia and according to Bocio-econoaic atatus, educational 
level and r~-81-urban locations. 

(2) Child-birth and prefnancy: including a variety of studies into 
taboos associated w1th this period. 

(3) Traditional birth attendants: both in terma of their traditional 
roles and their newer roles as members of the health team. 

(4) Nutrition and food preferences: there being a large nuaber of 
studies on the relationship between malnutrition and food taboos 
in a variety of rural popUlation. 

(5) General health behaviour during sickness: in terms of their 
concepts of causation and treatment, as well as the pathways they 
take during illness. 

(6) Health behaviour and mental illnes8: particularly 8S mental 
illness is often seen to be the result of "evil possession". 
There have also been studies into traditional psychotherapy 
including the "Main Putri" of Kelantan. 

(7) Health behaviour in relation to specific diseases: such as 
filariasis, iodine deficiency goitre, vitamin A deficiency, 
cholera, and measles. 

(8) Attendance at child health clinics: particularly in relation to 
immunization in accordance with age, distance and mode of 
transport, size of family, etc. 

(9) Disease promoting behaviour: such as smoking, indiscriminate 
defecation, use of unsafe sources of water, etc. 

(10) Child rearing practices: including breast-feeding practices, 
feeding of infants, toddlers and the child. 

(11) Role of the village-based health workers (primary health care) in 
the health team: particularly the traditional birth attendant, 
traditional medicine-man, village youths and village headmen in 
primary health care activities. 

The above thus constitute some of the areas of health behaviour in 
relation to family health that have been researched in one way or another 
in Malaysia. However, much remains to be done aa the studies up to now 
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have merely scratched the Burface of these many problema. On the otber 
hand, tbey indicate not only that there is an interest in this u.portant 
topic but that there is a basic core of research capability that can be 
further developed, strengthened and put to valuable use. Much of tbis 
research capability is foreign. Many studies have been the work of Ph.D 
candidates mainly from the United States of a.erica. The national research 
capability consists of a ... 11 core of reaearch workers, which needs to be 
expanded to complement the health care system. 

Further, there seems to be gap between the documentation of .. ny of 
these valuable findings and the application of these in health education 
and in problem solving. A variety of reasons could be put forth to account 
for this gap: 

(1) Lack of communication between the research worker snd the field 
officer, who may be unaware that such observatioos have already 
been documented. 

(2) The publication of such findings as doctoral theses in overseas 
universities often .. ans that such inforaation is unavailable to 
national officers. 

(3) There is a need in some instances for the research findings to be 
reduced to a useful form that could be of value to the health 
educator. 

Whatever the reason for the gap, tbere seems to be a need for u.proved 
dissemination of bealth bebaviour reaearch findings to those in a position 
to use it. Perbaps some regular bibliography of relevant studies for the 
Region could serve tbis purpose. 

2. IIEBD FOR APPLIED RESEARCH INTO HEALTH BEHAVIOUR 

It is difficult to say tbat one aapect of healtb behaviour deserves a 
greater empbasis than another. Thus, however teapting it may be, it is 
difficult to say tbat health behaviour reaearcb in tbe field of nutrition 
deserves greater attention tban in the field of family planning or vice 
versa. Of course, for given specific locslities, there mar be such a 
special need. For example, an area that is endeaic for ma nutrition or 
malaria would deserve special emphasis in respect of tbat special problem. 

However, it can be quite safely stated that, irrespective of special 
local problem., tbere is a need for applied research as opposed to 
fundamental research into health behaviour. There is also a need to 
app~oi~h tbe problem from a multidisciplinary point of view. In otber 
words,' tbere is a need to examine each problem on a broad basis, bringing 

, 
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to bear upon it several research tools, be they medical, biochemical, 
anthropologic, sociologic or economic research tools, bearing in mind that 
ultimately the findinga muat be reduced into some useful input into an 
applied programme such a8 a health education effort. 

3. NEED TO INCREASE AND STRENGTHEN RESEARCH CAPABILITY 

Even though some researches have been made in the past, the quantity 
in terms of the health needs of the country remains relatively small. Very 
little is known of health behaviour relevant to malaria, and a wide variety 
of diseases. Much remains to be studied in relation to primary health care 
and family health. The small core of national research capability should 
be strengthened so that the gap between health planning and health 
behaviour can be filled with realistic applied programmes that are 
acceptable to those for whom they have been designed. Beginning with 
institutions and persons active in applied research in health behaviour, 
the national research capability in this field can be further developed and 
strengthened. 
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BEHAVIOURAL SCIENCE AIID HEALTH EDUCATION lH PAPUA NEW GUIDA 

The urgent question of appropriate health education for developing 
countries continues, with direct economic, political and ethical 
implications. Prominent among those disciplines having impact on research 
in this area are the social sciences, including psychology, ecology, and to 
some degree psychiatry. In the past decade these disciplines have 
coalesced into what is termed behavioural science, for definite and valid 
reasons. The summary observations in this working paper deal with the 
relation of behavioura' science to certain iSluee relevant, if not 
critical, to health education in the 1980., especially for community and 
family. The singular phrasing, behavioural science, il used here and 
preferred since its holistic and integrative nature has specific relevance 
and L.petu. for this Working Group. Its role and .tat~s ia .till open, 
with strong antecedents in the aocial sciences generally; via field work, 
field-baaed research, ethnography and ethnological influence.; and as a 
reaction to the compulaion for a totally "value-free" science, which hal 
been realonably laid to reat, insofar as science is eleentially a method, 
truth, a goal and knowledge, s variable with levere constraint I re.ponsive 
to many extraneous factors. Among these are individuation, cultural 
premises, problems of mealurement, qualitative and quantitative 
disjunctione, ideology and historical nexus which conditions us all. 

Behavioural science research in Papua New Guinea has primarily 
occurred within Ipecific disciplines, which may be aeen a posteriori to 
operate within the above modality and especially so for anthropology and 
education, the latter through the Educational Research Office of the 
Departaent of Education. Related activities in Papua New Guinea haVe 
priaarily occurred within .ore traditional disciplinary formats: 
anthropology, d..agraphy and popUlation studies, econoaics, education, 
p.ychology, sociology, and tran.cultural p.ychiat.ry. The shift to an 
integrstive foraat without a necesaary disciplinary .anction i. 
increasingly evident, however, and reflects an ongoing .ocial need, 
behavioural reality outside the office and laboratory, and a recent 
generation of profeeeionals reflecting their own training end teapered 
perceptions. 

Some principles have appeared, however. Pirst, a behavioural science 
approach viewl the referrent behaviour as essentially neutral and 
necesssrily 80. Second, thare are continuous, multi-causal transactions 
and processes within that behavioural datum so that there is ~ overriding 
primacy for anyone function within it. Third, there are "parallel" 
atructures or paradigms underlying behaviour in cross-cultural setting. or 
scenario., which can be extracted and used in health education. Pourth, 
one must attend to the affectiva or ..ational cO!ponents which are pre.ent 
in all human behaviour; or a8 a recent World Health Porum editorial (1980) 
puts it, ''-bat is false in the acience of facta may be true in the Icience 
of value.... Pifth, one can post a sort of "cultural brokerage" to 
transpole or tranaliterate between agent and client if one wi.hes to make 
the distinction, participant-observation in the best sense especially when 
cultural contrast is significant. 
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Work in Papua New Guinea in the area of health education with respect 
to fmaily health has been either ethnographic or problem-oriented and any 
resulting applications have been task-oriented. National institutiona 
involved include the University of Papua New Guinea and its Medical 
Faculty, the Institute of Applied Social and Economic Research, the 
Institute of Medical Research, the Medical Research Advisory Committee, 
which reviews health-related research, and various government departments. 
Those explicit programmes resulting have, in overall perspective, Bet with 
only limited success and what has been achieved is primarily the result of 
persistent organizations 1 structures, persistent funding, and the activity 
of dedicated individuals. The matter of target-population acceptance and 
certainly of their comprebension reaains an extremely open question; the 
present situation of tbe aid post orderly programme in Papua New Guinea is 
an example. This is particularly true given the traditional, ... ll-acale, 
subsistence nature of the Papua Rew Guinean population of tbree million 
with its congeries of over SOO distinct languages, in wbich some 85% are 
still rural, extremely traditional snd often extreaely isolated. The 
effects of this situation are not characteristic only of Papua New Guinea, 
for tbere is a functional similarity evident in many other developing 
countries. In no way is this to be taken as a stateaent of pe.si.i •• or 
resignation, but ratber a realistic perception of changing tiaes vis-a-vis 
relatively uncbanging progr .... tic criteria. 

Several more explicit deductions derive from the above. First, one 
must attend to tbe synchronous or simultaneous operation of different 
time-frames in devising strategies for health education, especially in 
developing countries: the daily or existential milieu, the leveral-year 
frame, and the context of generations. Second, newness or novelty in s 
programme is not necessarily alien or an alien imposition soaehow aitigated 
into an essentially resistant or hostile social reality. The human species 
baa survived and thrived on its indefatigable curiosity and this remaina 
true for any new programme of approach, such as primary health care and 
antecedent family planning and maternal and child health foci, certainly 
from the Papua New Guinean experience. Third, the "succes." or "failure" 
of a progr_ remains implicitly conditioned if not biased by an 
econometric, cost-benefit approach, which implies the goal of 100% 
'success' -- where even 10% can be of enonDOUS significance if the 
behavioural reality and psychocultural characteristic. of involved 
individuals are considered. This observation is made in full cognizance of 
the realities of budget-baaed, politicoeconamic constraints. 

The import of the above discuasion is clear if not disconcerting: 
determine the relevant behavioural datum with ita indigenous cognitive, 
affective and evaluative facets, and behave accordingly. Furthermore, 
response and involvement of both agents and clients are much greater if the 
idiosyncratic factor (anotber characteristic of sapiens) is somehow 
sanctioned; the challenge is to handle the particular scenario with clarity 
and perspective and not re.ignation or fear. Putting it another way, we 
must construct a legitimate and behaviourally validated model for health 
education and primary services, and we do not have one yet. Such a .odel 
would add greatly in deriving, designing and implementing our progr ..... , 
and permit other expertise such as management, organizational planning and 

, 
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governance to operate effectively. Major changes in orientation or thrust 
such as the goal of health provision by the year 2000 via primary health 
care are germane to the didactics or programmes and models, for an informed 
premise must underly any explicit prograame; the alternative is structure 
without function, format without effect. 

Thus there are two imperatives and their common nexus: the indigenous 
behavioural datum in conjunction with policy goals, and the field setting. 
Strategies derived from this datum would then involve the modular atructure 
which validates them. Such a model also eaphasizes the purely syabolic 
functions (yet another sapient characteri8tic) for those involved, so 
meaningful and perhaps even the initial .ode of contact for a progr ... e, in 
contrast with the limitations of a primarily task-oriented approach. One 
can then attend consistently to cultural preai8es, both explicit and 
covert, which inexorably operate for better or worse in parallel with the 
premise. of the aS8isting organisation • 

In the example of Papua Hew Guinea, recent research by the Department 
of Community Medicine on aexually tran8mitted diseases, water aupply and 
sanitation, nutrition, contemporary stress syndromes, methyl-alcohol 
drinking, drinking behaviour and intoxication, aquatter settlements, 
demographic transition, disabilities, the life-cycle, and the awesome 
rursl-to-urban influx have so far explicity reflected the value of the 
behavioural approach. At the least, such research evokes "a more conscious 
proceS8 of change". We are at an initial, even neonatal stage of which 
this WHO Working Group is a necessary, constructive and timely step. 
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PRELIMINAllY OBSERVATIONS ON THE STATUS OF BEHAVIOURAL 
RESEARCH ON HEALTH EDUCATION IN FAMILY HEALTH IN THE PHILIPPINES 

This preliminary paper sketches in broad strokes the status of 
behavioural research on health education in family health in the 
Philippines. Due to time and logistic constraints, it cannot be 
exhaustive. It liaits its materisls to research done by institutions noted 
for their active tradition of reaearch, such aa the University of the 
Philippines and its affiliates, and the never institutions with reaearch as 
an additional ~ortant function, such as the Asian Social Institute and 
the Population Center Foundation. It excludes other institutions, 
particularly those outside the Metro Manila region. Moreover, aince very 
little research was done before the Second World War, only the research 
output after the war haa been considered. It should alao be pointed out 
that not all the studies deal directly with health education in family 
health. 

These liaitation8 notwithstanding, it is hoped that some idea of tbe 
thrusts of behavioural research on health education in f-.11y health in the 
Philippines will _rge .0 that gaps, directions and priorities may be 
indicated, subject to revision, pending a .ore thoroush review of the 
literature. 

In thi8 report, the categories of 
been adopted, with minor .odification. 
consideration deals with .ore than one 
fOCU8 is used to clas8ify it. 

research by Marjorie Young* have 
In cases where the research under 

interrelated topics, the topical 

As shown in Table I, 42.05% of the studies had something to do with 
school health education (category 6). Done almost entirely by SChool 
teachers in pursuit of graduate degrees at the College of Education, 
University of the Philippines, these include topics such as curricular 
content, health attitudes, sex knowledge, and environmental health probl .. s 
and how these are related to school health education. 

Studies on folk medicine covering various ethno-linguiatic groups all 
over the archipelago come a far second (23.59%). If studies on folk 
medicine are reclassified under category I, then studies on what people 
know, believe and do about health would add up to 107 or 27.441. 

*Quoted in World Health Organization, Research in Health Education in 
Family Health. Report of a Task Force, WHO, Geneva, 9-13 October 1978. 
Prepared by the Philippine Working Group on Research in Health Education in 
Faaily Health for the meeting of the WHO Working Group on Research in 
Health Education in Family Health to be held in Manil., 2-8 December 1980. 
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Least studied is patient education (category 4) with only 0.77%, 
followed by category 8 (access to, snd use of health services) with 2.5%. 
Since studies of these types are of direct applicability to health, it is 
unfortunate that only little attention has been paid to them. 

Studies on communication methods and materials represent 12.13%, all 
of which are related to population and family planning. Mostly done in the 
19708, these became fashionable primarily because of the availability of 
research grants coming from the United Nations and United States agencies. 

It will also be noted that only 8.46% dealt with the various factors 
related to, and affectin~, health. This may be explained by the fact that, 
hitherto, health is still seen as primarily a medical and biological 
problem. 

About 50% of the studies have been prepared as graduate theses in 
partial fulfilment of requirements leading mostly to the M.A. in Teaching, 
M.A. (Nursing), M.Ed., M.S. in Home Economics, and M.P.H. The others were 
done by university-based research workers or group of research workers with 
funding support from the National Science Development Board, the Community 
Development Research Council, and, in the caee of co.aunication research in 
family planning, from UNFPA and UNESCO. Studies on folk medicine and 
socio-cultural factors affecting health, understandably enough, were done 
mostly by anthropologists, often as part of their ethnographic research. 

Table 1. Distribution of types of behavioural research 
in health education in faaily health 

Category 

1. What People Know, Believe and Do About Health 

2. Demographic, Psychological, Socia-cultural 
Factors Related to Health 

3. Communication Methods and Materials 

4. Patient Education 

5. Programme Planning, Implementation and 
Evaluation 

6. School Health Education 

7. Folk Medicine 

8. Access to, and Use of, Health Services 

N 

15 

33 

48 

3 

25 

165 

92 

10 

3.85 

8.45 

12.31 

0.77 

6.41 

42.05 

23.59 

2.56 

12!! 100% 

• 

II 



• 

- 33 -

Annex 2 

REOOMMINDAT IONS 

Based on theBe preliminary observations, it is strongly reco-aended 
th.t a critical and thorough-going stockt.king of the status of behavioural 
reaearch on health and health education in family health in the Philippines 
be made with the following objectives: 

(1) to specify more precisely the types of research already' 
undert.k.n; 

(2) to id.ntify institutions and ag.ncies involved in beh.vioural 
res •• rch; 

(3) to identify individuals, .s well aa their disciplinal training 
and pr.sent profes.ion, who are involved in b.havioural he.lth 
r .... rch; 

(4) to identify geogr.phic areas, ethnolinguistic groups, .nd 
socio.conomic clas •• s alre.dy studied; 

(5) to identify f.ctors .ff.cting the patterns of b.h.viour.l 
reae.rch; and 

(6) to identify theories and hypoth.ses on he.lth and their 
.pplic.bility to he.lth care and education. 

A aecond reca..endation has to do witb a specific area of research. 
Withth. incre.sing recognition of the rel.tionship between health and 
other aapects of society .nd culture (e.g. economic, political and beliefs 
and v.lue syat .. s>, .are studies .long tbi. line should ba .upported. 
Closely rel.ted to this researcb topic is reaearch on access to, and use 
of, he.lth .ervices. Studies on the.e two cl08ely interrel.ted topics 
ahould provide same key answers to questions of accessibility and actual 
use of health services. As some he.lth profes8ion.ls .nd administr.tors 
are wont to argue, is access to, and use of, health services simply a 
question of culture, i.e. the assu.ed resistance by the people to he.lth 
innovation due to their traditional beliefs and values? Or is it simply 
economic, i.e. the inability of the people to pay for h •• lth services as 
well as the inability of the government to provide adequate public he.lth 
services? Or is it political, i.e. the inability of the people to exert 
pressure on governaent for it to deliver appropriate he.lth service.? Or 
more likely, is it a combination of these factors? If so, it would be 
instructive for health education to .xamine empiric.lly in v.riou •• etting. 
how these factors interact with health and how exactly they affect acc ••• 
to, and use of, health services. 



- 34 -

Annex 2 

Finally, towards the promotion of behavioural research on health and 
health education and in pursuit of the goals in primary health care 
enunciated in the Declaration of Alaa-Ata, it is reca.mended, no leas 
strongly, that WHO should seriously consider the following: 

(1) strengthening of ruearch capabilities of institutions conducting 
applied behavioural health research; 

(2) organization of a data bank on paat and current research, with 
.ani to ring functional 

(3) setting up of a mechanism for information exchange; 

(4) support of intereectoral, interdisciplinary and interaatioual 
reeearch collaboration; 

(5) aupport of independent basic behavioural reaearch on h .. lth, that 
is, reaearch not dictated by any agency or by any ~iate 
pragaatic consideration but motivated by the search for some 
ahort-term and long-term behavioural conatraints or principles 
underlying health care. While this type of reaearch _7 have no 
~iate applicability, it can provide .aae guideline. for the 
fon.ulation of short-term and long-term solutiona to health 
probl ..... 

(6) pra.otion of re.earch utilization to include the following: 
publication and di •• saination, incorporation of re.earch output 
in appropriate agency plans, 8upport of appropriate pilot 
projects, and re-orientation of policY""1lUlkeh and iapl_nton 
tow.arda a truly holi.tic .pproach to health, that is, tow.rds a 
deep understanding of health .s necesaarily intertviaed with the 
other aspects of society, especially with socioeconomic 
developeent. (It would be traaic, indeed, if so .uch reaearch 
would end up no more than aaother entry in one'. curricul_ vitae 
or in somebody'. filing cabinet.) 

• 
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CURRENT STATUS OF HEALTH BEHAVIOUR RESEARCH 
IN THE REPUBLIC OF KOREA 

1. GEIlEIlAL B&atGIOUliD 

Depending on how we define "health behaviour research", the n_ber of 
researchers carried out in the Republic of Korea may differ greatly. If ve 
include planning in our definition of health behaviour, the number of 
researches is considerable, whereas if it vere excluded, the aaount is not 
large. 

The following working structure is offered as a general fra.ework for 
social science research in the health field: 

(1) In any time and place there is an illness and disease pattern. 
The point of reference i8 disease. 

(2) In any time and plsce there are values, attitudes, and practices, 
and levels of health knowledge with regard to i11-bei12& and 
well-being. The point of reference is the behaviOur of people. 

(3) In any time and place there are institutions and persODnel 
regarded as of value in handling illness and disease. The point 
of reference is means. 

When we define health behaviour research based on the framework 
mentioned above, researches of the second category have been neglected in 
the past in the Republic of Korea for the following reasOnS: 

(1) lack of understanding of the significance of such research IIIIIOng 
physicians in the public health field; 

(2) unavailability of research funds; 

(3) lack of professional manpower in the field; 

(4) no attention given to the behavioural aspects by health 
organizations in the past; and 

(5) no organization for the health education progr ... e in the 
governmental structure. 

Since the Korea Health Development Institute (KHDI) was establiahed in 
1975 and the Korean Governaent launched the Medicaid Progr ... e for the 
needy popUlation in 1977, researches related,to behavioural aspects have 
been gradually emerging. 

• 
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2. OIlGANIZATIONS INTERESTED IN HEALTH BEHAVIOUR 

Currently, there are only two institutions dealing with research 
projects in health servicee or health behaviour toa very liaiteddegree. 
One is the Korea Health DeveloplMnt Institute (1tHDI), eetablished in -1975 
to develop the primary health care delivery .ystem, and the other is the 
health division in the Korea Development Institute (ItDI), the main function 
of which is to develop national economic policy. Other organiz.tiona that 
have been carrying out health behaviour researches are the departments -of 
preventive medicine of 13 colleges of medicine and two schools of public 
health. 

3. PROFESSIONAL MANPOWER 

There ie a dearth of social scientists engaged in the health field and 
public health physicians with academic training in behavioural sciences. 
In actual fsct, there are only two sociologists teaching in the health 
field in the whole of the country. One is the writer and the other one ie 
at the College of Medicine, Yonsei University. This does not mean, 
however, that the rest of the professional perlonnel in the health field 
have no ability to carry out behavioural reaearch. More i~ortant is tbe 
recognition by tbea of tbe merits of bebavioural research on bealth and 
bealth education. The main reason for their lack of understanding is the 
absence of opportuaity to deal with such research • 

4. PAST, PRESBlfT, AND FUTUR!! OF HEALTH BEHAVIOUR RESEARCH 

A review paper, recently presented at a national workshop on health 
services research supported by WHO, claasified 166 reaearch papers as being 
related to health behaviour and utilization of health services. These 
accounted for 48.4% of the total reaearches in beath servicee reeearch 
carried out up to now in the country. However, most of the behavioural 
reaearch classified ae such was carried out by the students at the MPH 
level for their thesis. 

The most eignificant reason for this lack of behavioural research is 
the lack of understanding of ita importance among the decision-making 
authorities in the funding organizationa and the consequent failure to 
allocate needed funds by these funding agencies • 
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As was experienced in the field of family planning, we can expect to 
emerge, with the increaeing availability of research funds, both excellent 
behavioural researchers and a good number of able researchers. If 
something ia to be done, what ia most iaportant in the initial stage is not 
only manpower but also funds. Availability of reaearch funds will attraet 
able people to the field and the accumulation of experiences will gradually 
yield excellent behavioural researches. 

As regards initial research topics, the following subjecta are 
recoqaended: 

(1) Health education channels from health providers to target groups. 

(2) Structures and processes of decision_aking in cOlllaUnities. 

(3) Development of indices to measure levels of coqaunity 
participation. 

(4) People's knowledge and norms in health including the development 
of indices or scales to measure knowledge of, and attitudes to, 
health; 

(5) Health personnel's expectationa of, and attitudes towards, 
clients. 

(6) Utilization behaviour of health services by different sectors of 
society in both rural and urban areas. 

(7) Studies on social welfare service. (e.g. medicaid) provided to 
chronic patients, the disabled and the aged. 

• 
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THE CURREIIT STATUS OF HEALTH BEHAVIOUR RESEARCH 
IN SINGAPORE 

It is necessary to define the term "health behaviour" in order to 
describe research in this area. The guidelines provided by !Casl and Cobb 
(l9f!6) appear to be the best for this purpose. Kasl and Cobb distinguish 
three types of health-related behaviour: (a) ''health behaviour" or 
preventive health behaviour, defined as the activity undertaken by a 
healthy person in order to prevent diseaae; (b) "illnea8 behaviour" or the 
activity of a per80n who feels ill and tries to define his state of health 
and find a suitable remeliy; and (e) "sick-role behaviour" or the activity 
of a person who considers hiaself ill for the purpose of getting well 
(1966:246). 

The preceding definition indicates the scope of the present 
description, naaely, research conducted on the Singapore population, 
subpopulations, groups or individuals, dealing with preventive health 
behaviour, illness behaviour, or sick-role behaviour, aa defined above. 
Three major features of health behavior research in Singapore will be 
focused, i.e. the research workers' field of specialization or diacipline: 
the type of issue8 involved: and the subjects of 8tudy. It aU8t be kept in 
mind that the purpose of this review is to identify major trends. 
Therefore, only the published research and that accessible to the writer aa 
of November 1980, will be included here. Specific aention of acadeaic 
exercises by university 8tudents will be omitted considering that their 
impact on health policy makers may be less than that of research conducted 
by profeasionals. 

RESEARCH WOlUCBRS' FIELD OF SPICIALIZATION 

Regarding the research workers' disciplines or fields of 
specialization, one finda biomedical professionals (physicians, 
biostatisticians), and social workers more often than other professionals, 
doing research work on problems related to health behaviour. In contralt, 
only one anthropologist (Wu, 1979) and one sociologist (Quah, 1975; 1977a; 
1977b; 1977c: 1979: 1980) have been active in health behaviour research. 
The general pattern, as indicated both in topics and authorship of research 
papers, is that of collaboration between either physicians and 80cial 
workers or physicisns and sociologists. Nevertheless, collaboration in 
health behaviour research is not as prevalent as it should be. There is a 
lot to be done along the lines of 1llU1tidisciplinary research in Singapore. 

• 
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GENERAL TYPES OF RESEARCH ISSUE 

Following the guidelines offered by Kasl and Cobb (1966), it is 
possible to classify the relevant health-related research into three 
categories according to their issues or topics. 'These three categories 
are: (1) studies including at leaat one sociocultural or socioeconQaic 
factor, such as ethnicity, language, education, income, etc.; (2) studies 
dealing with opinions and/or attitudes related to health but not dealing 
with actual health behaviour; and (3) studies dealing directly with one or 
more of the three types of health behaviour as defined earlier • 

'The first category of studiea appears to be the predominant type in 
the Singapore research scene up to now. Indeed, the aost comaon type of 
study found in the literature i. the comparison of the incidence or 
prevalence of diseaae or aymptoms among the three .. jor ethnic groups in 
Singapore i.e. Chinese, Malays and Indians. 'Three major examples of this 
type of study are the analysis of cardiovascular disease and blood pressure 
(Toh, Low and Tan, 1970; Lee et.al., 1977); the national morbidity survey 
(Ministry of Health, 1977); and a study on heroin abusers (Teo, Chee, Tan 
and Ng, 1978). Differences among Chinese dialect groups have also been 
studied (cf. Shamaugaratnam and Wee, 1973, among others). 

The second category of studies is less numerous. Illustrations of 
research on opinions and/or attitudes related to health are: the study on 
oplnlons of school children on cancer and their fear of this disease (Lee, 
1978); the opinions and perceptions of public housing dwellers on tbeir own 
state of bealtb and related matters (Phoon, Quah, Leong and Tye, 1976); 
opinions of scbool teachers on health education (Tan, 1975); the perception 
of side-effects of contraceptives (Quah, 1980); the traditional concepts of 
a small group of Chinese on food and medicines (Wu, 1979); and the type of 
condition and disease diagnosed and treated by Chineae physicians as 
reported in patient' s records at tbree Chinese physicians' clinics (Ho 
et.al., 1980). 

The tbird category of studies, that is, those dealing with health 
behsviour directly, i. the least common of the three categories. Main 
examples of these studies are: the utilization of modern and traditional 
health services (Quah, 1975; 1977a); the description of the behaviour of 
factory workers affected by mass hysteria (Chew, Phoon and Mae, 1976; Chew, 
1978); the practice of self-medication with traditional and modern 
medicines (Quah, 1977b; 1977c)j preventive health behaviour against cancer, 
heart disease and tuberculosis (Quah, 1979); and an ongoing survey on 
smoking habits among young people by the Ministry of Health. 
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SUBJECTS OF STUDY 

Health-related research in Singapore has involved a variety of 
subjects with the emphasis placed on small samples or specific groups. 
Examples of the latter are hospital patients (Shammugaratnam and Wee, 1973) 
Vaithilingam, 1959); drug abusers (Teo, Chee, Tan and Ng, 1978); school 
children (Lee, 1978); and feaale factory workers (Chew, 1978; Chew, Phoon, 
and Mae, 1976). 

Small groups and purposive samples are useful in health-related 
research as they provide information for exploratory studies. Data on the 
total population or large subpopulationa are best collected from large 
representative random samples. Some of the studies in the literature have 
been based on such large samples, either on random samples of the 
population living in public houling (Phoon, Quah, Leong and Tye, 1976: 
Quah, 1975; 1977a; 1971b), or national random lamples (Lee et.al., 1977: 
Ministry of Health, 1977: Quah, 1979; Quah, 1980). 

RESEARCH UTILIZATION 

The utilization of health-related research for policy formulation is 
one of the main priorities that the writer believes should be listed for 
the improvement of the health care system in developing countries, 
including Singapore. There is no systematic channel of caa.unication 
between research workers and policy makers in the area of health in 
Singapore. The absence of such a channel haa not prevented, however, the 
exchange of views and, occasionally, research findings, between biomedical 
research workers and deciaion-makers on an ad hoc ba.is. In thia regard, 
the Singapore National Heart Association and the Singapore Cancer Society 
have been active and some collaboration exiata between them and the 
Ministry of Kealth for some specific projects such as national campaigns. 

AREAS OF NEEDED RESEARCH 

In Singapore, heart disease and cancer continue to be the mOlt 
important causes of death with 22.1% and 19.9% of all deaths being caused 
by heart disease and cancer respectively (Department of Statistics, 
1980:33). Further studies on the factors of preventive health behaviour 
and health education impact on these diseases are urgently needed. Another 
area of research that requires attention is the role of self-medication in 
primary health care, particularly considering the high level of education 
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of the population (77.9% literacy rate in 1979 according to the Depart_nt 
of Statistics, 1980:15). The potential of traditional medicine, 
particularly Chinese medicine, to pri.ary health care also deserves careful 
attention by research workers. 
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AGENDA 

1. Opening Ceremony 

2. Review of Current Status of Health Behaviour and Health Education 
Research in the Region 

2.1 Focus of studies, problems and gaps 
2.2 Utilization of research in the improvement of practice 

a few exaaples 
review of isaues involved 

3. Areas of needed research: Identification of areas for future research, 
keeping in mind application of research in i.pr~ving health practices 

3.1 Studies on health behaviour, perception, values and attitudes 
3.2 Studies on health systems and factors in'fluencing c_nity 

responses 
3.3 Studies related to health education, theory and practice 
3.4 Studies on training programmes 
3.5 Evaluation in health education 

4. Strengthening national capabilities in health behaviour research 

4.1 Issues involved, 
4.2 Solutions and mechanisms 

5. Research promotion and development 

5.1 Issues involved 
5.2 Support needed 
5.3 Support needed from WHO 

6. Discussion on final conclusions and recommendation. 

7. Adoption of report and recommendations 

8. Closing Ceremony 
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Tuesday, 2 December 

OSO<Hl900 Registration at the Annex Conference Roo. (A-20S/209) 

0900-0930 - Opening cere~ony 

0930-1015 

1015-1230 

1230-1400 

1400-1500 

1500-1530 

1530-1630 

Introduction by Kr H.S. Dhillon, Chief Huaan 
Resource Development and Regional Adviser in Health 
Education 

Opening Addrees by Dr S.T. Han, Director, Progr_ 
Kanagement, WPR and Acting Regional Director 

Introductory Remarks by Dr Akbar Koarefi. Health 
Education Specialist. WHO Headquarters, Geneva 

Selection of rapporteurs 

Self-introduction 

Coffee break and group photograph 

Orientation to the format of theaeeting 

Adoption of the Agenda 

Agenda Ite~ 2 - Current Status of Health Behaviour 
and Health Education Research in the Region 

2.1 Focus of studies, probl .. s and gaps 

Review of research activities in the Region -
Country reports by Teaporary Advisers 

Lunch break 

Agenda It~ 2 - continued 

2.2 Utilization of research in the baproveaent of 
practice 

a fewexaples 
issues i1lvolved 

DisculIBion 

Coffee break 

Continuation of 2.2 

Discussion 

• 
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Wednesday, 3 December 

0830-1000 

l00~1030 

l03~1230 

1230-1400 

140~1500 

1500-1530 

153~1630 

Thursday, 4 December 

0830-1000 

1000-1030 

1030-1230 

1230-1400 

1400-1500 

1500-1530 

1530-1630 

Agenda Item 3 - Areas of needed research -
Identification of areas for future research, I<eeping 
in mind application of research in improving health 
practices 

3.1 Studies on health behaviour, perceptions, values. 
and attitudes 

3.2 Studies on health systems and factors influencing 
community response 

Coffee breal< 

Agenda Item 3 - continued 

3.3 Studies related to health education theory and 
practice 

Lunch breal< 

Agenda Item 3 - continued 

3.4 Studies on training programmes 

Coffee breal< 

Agenda Item 3 - continued 

3.5 Evaluation in health education 

Agenda Item 4 - Strengthening national capabilities in 
health behaviour research 

4.1 Issues involved 

Coffee breal< 

Continuation of 4.1 

Lunch breal< 

Agenda Item 4 - continued 

4.2 Solutions and mechanisms 

Coffee breal< 

Continuation of 4.2 
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Friday, 5 December 

0830-1000 

1000-1030 

1030-1230 

1230-1400 

1400-1500 

1500-1530 

1530-1630 

Monday, 8 December 

0830-1000 

1000-1030 

1030-1230 

1230-1400 

1400-1500 

1500-1530 

1530 
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Agenda Item 5 - Research promotion and development 

5.1 Issues involved including analysis of constraints 

Coffee break 

Continuation of 5.1 

Lun<.h brealt· 

Agenda Item 5 - continued 

5.2 Support needed for research promotion and 
development 

Coffee break 

Agenda Item 5 - continued 

5.3 The support needed from WHO for research 
promotion and development 

Agenda Item 6 - Discussion on final conclusions and 
rec~endation8 

Coffee break 

Agenda Item 6 - continued 

Lunch break 

Agenda Item 7 - Adoption of report and rec_ndations 

Coffee break 

Closing ceremony 
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