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1. INTRODUCTION 

In accordance with resolution SEA/RC39/R2, the thirty-ninth session 
of the Regional Committee for South-East Asia, selected "Information and 
Education for Health in Support of Health for All by the Year 2000" as the 
subject for technical discussions at its fortieth session. 

The topic is most appropriate considering the important role 
Information and Education for Health (IEH) can play towards achieving the 
goal of HFA/2000. 

Implicit in Health for All is a value system oriented to social 
justice, with a special concern for the underprivileged and weaker 
sections of the society. Primary health care is the key to achieve thia 
goal. To meet this challenge Member Countries should engage all segments of 
the population in the development of primary health care, which gives IEH 
pride of place. 

The WHO Expert Committee on New Approaches to Health Education in 
Primary Health Care (1983) and participants in the technical discussions on 
new policies for health education in PHC at the Thirty-sixth World Health 
Assembly made recommendations which recognize IEH as an effective means of 
strengthening support to the strategy for health for all and in efforts to 
improve health behaviour and motivate action at the community level. 

The Organization's Seventh General Progralmne of Work stresses the 
need for coordinated and mutually supportive public information and health 
education activities in the managerial proceaa for health programme 
development, taking into account elements in the strategy for health for 
all adopted by Member States which emphasize community involvement and 
identify health as an integral part of development. The IEH conceptual 
framework seeks to mobilize public opinion in support of Health for All 
strategies through the use of media to facilitate a dialogue between the 
health sector and the public while community-based education for health 
activities would bring about relevant changes in individual, family and 
community behaviour and thus protect and promote health. While sharing the 
experiences in respect of harmonizing the policies of IEH for H~A/2000, the 
technical discussions will: 

(1) assess the existing status of IEH programmes in the 
Member Countries of the South-East Asia Region and 
identify issues, constraints, resources and 
infrastructure for IEH activities; 

(2) review the new policies and approaches to IEH in support 
of HPA/2000, and 

(3) examine the operational feasibility of the new policies 
and strategies and invite suggestions to strengthen 
existing IEH programmes to support HFA/2000. 
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2. CONCEPT, SCOPE AND OBJECTIVES OF INFORMATION 
AND EDUCATION FOR HEALTH 

2.1 Concept 

Health education and information of the public are two sides of the 
same coin. To ensure coordinated action, the cooperation of all sectors and 
power groups is essential. 

Current concepts in information and education for health have a long 
history with two separate trends. The first emerged from the health sector 
itself and addressed health problems through health education in an 
expert-directed 'top-down' approach. The second emerged from community 
development work and focused on health care with a 'bottom-up' approach. As 
health education has been operating almost entirely within the health 
system, the focus was mostly on the modification of individual behaviour. 
The approach blames the sick, the poor, and the miserable for their 
illnesses. It ignores the fact that in a number of situations it is not the 
individual who needs to be changed but the social environment in which he 
or she lives. In other words, political, socio-economic and environmental 
factors are also to be taken into consideration. It is also realized that 
some of the models and structures of health education developed over the 
years are no longer relevant. The historic Alma Ata declaration, while 
giving prime importance to health education, introduced the concept of 
promotion of individual and community self-reliance to develop poeple's 
ability to become full partners in health promotion and care. One of the 
major statements in the declaration, as stated in "New approaches to health 
education in primary health care", is the affirmation that people not only 
have the right to participate individually and collectively in planning and 
implementing the health care programmes but also have a duty to do so. In 
addition, it is the duty of all those concerned with health education to 
help the people measure up to this task. No longer should the services 
filter down through a number of layers to reach the underserved. A movement 
starting from the people has now been initiated which reflects the will of 
individuals and communities to take full part in the affairs of their 
country and to share with the government the responsibility for health care 
and health promotion. 

2.2 Scope 

In its scope, IEH is concerned with obtaining the participation of 
people in bringing about enduring changes in personal and community health 
behaviour. It is often a service itself, directed towards the total 
community or towards particular populations, wherein opportunities are 
opened up for people to participate in learning about their health problems 
and the solutions to them and about ways of assuming responsibilities for 
preventing or controlling them in full awareness of the social support for 
their action. It is also fundamental in many of the processes carried on 
within an organization that are necessary to the development and 
implementation of health programmes. Moreover, IEH has to work with other 
sectors in order that the various contributions together form an integral 
part. 
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2.3 Objectives 

In the context of PHC, the objective is to foster public information 
and education for health in order to motivate people to want to be healthy, 
to seek help when needed and to do what they can individually and 
collectively to maintain and promote health in a dynamic interaction and 
partnership with health services. As such, IEH calls for a balanced mix and 
a mutually supportive use of modem media, community organizational efforts 
and inter-personal approach to generate a level of social awareness and 
motivation that will involve people and enhance their ability to opt for 
individual and creative actions that affect their health. These efforts 
will include advocacy at policy and decision-making levels, mobilizing 
professional and societal support, educating and informing individuals and 
families for self-care and management of specific health problems and 
organizing communities and developing their self-reliance. 

Information and education for health therefore has a crucial 
contribution to make in bringing about change and in making people 
self-reliant in their health care needs. 

3. CURRENT STATUS OF IEH IN THE REGION 

Though the concept, principles, philosophy and strategies of IEH are 
very sound, as evinced by various WHO technical reports, the discipline 
does not have much visibility due to various reasons. Health educators are 
also not prominent in policy-making roles. As an integral part of the 
health system, it has functioned with an expert-directed, 'top-down' 
approach. The community development work, which emerged as a movement for 
overall rural upliftment, had an insignificant focus on IEH. Earlier, IEH 
had adopted a paternalistic attitude to communities. Didactic teaching in 
schools and clinics was a typical, oneway information process. Member 
Countries often turned to IEH on an ad hoc basis when organizing disease 
control campaigns or in the hope of finding quick solutions to problems 
with unrealistic expectations. A review of IEH activities in the Member 
Countries indicates that, in general, IEH, as an integral part of the 
different elements of PHC, is neither adequately developed nor efficiently 
carried out though health workers visit homes and people visit health 
centres. These opportunities are not properly utilized for educational 
purposes. Technologies for IEH applied in most cases are inadequate. There 
is also a scarcity of trained health educators. Media support is weak. In 
many countries, IEH is still largely associated with audio-visual and media 
activities. 

3.1 Structure 

At present, two structural models of IEH services can be identified 
in the countries of the Region: 

(1) The Integrated Model. There is no formal recognition of 
health education as a speciality. There are no health 
education specialists, and the activity is carried out 
as an integral part of disease control programmes. 

(2) The Compromise Model. There is a formal structure of 
health education services manned by health education 
specialists and health education is also integrated into 
other professional activities. 
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Most of the countries belong to the "compromise model". In practice, 
they have fairly well-structured health education services at the national 
level. It is assumed that health workers, including nurses, doctors, health 
visitors and midwives, should take the responsibility of carrying out 
educational activities in the field. Health education specialists are meant 
to play the role of catalysts, organizers and advisers to the various 
professions engaged in health education. 

3.2 Manpower Development 

Some countries have professionally-trained health educators 
occupying leadership positions. In others, these positions are held by 
full-timk health professionals with job experience but no specific training 
in IEH. There are schools of public health in six countries of the Region 
offering degree/diploma courses in IEH. Short-term Certificate courses are 
also being conducted. Thailand has recently started a doctoral programme 
in IEH. In-service orientation of health workers in IEH is a continuous 
programme, either as an integral part of the training in PHC or as a 
supplement to the existing job-oriented training courses. 

A review of the performance assessment of health professionals 
responsible for IEH programmes at various levels indicate that the 
following skills are needed for effective performance of IEH functions: 

(1) Analytical skills to permit situation analysis and 
interpretation of data related' to cultural 
characteristics, political systems and psychosocial 
determinants of health. 

(2) Communication and negotiation skills applicable to 
advocacy, conflict management and persuasion, listening, 
knowledge and skill transfer, problem definition, use of 
the media, assertiveness and group dynamics. 

(3) Planning skills, with particular reference to 
forecasting and setting of priorities. 

(4) Management and organizing skills needed for implementing 
programme activities. 

( 5 )  Evaluation skills relevant to monitoring progress and 
development, measuring and reporting impact and planning 
of future programmes. 

(6)  Skills in using qualitative social research methods 
necessary for obtaining culturally-based health 
behaviour information prior to selection of health 
education methods and design of materials. 

(7) Training skills, especially community-based and 
task-oriented, to cover planning, execution and 
evaluation. 
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These needed skills are not new but are essential elements of health 
education/communication practices that call for much greater attention in 
order to make primary health care work. Here again, the mastery of these 
skills will differ, depending both on the category of the worker and the 
level of functioning. 

3.3 Community Involvement 

In most of the countries in the Region where health services are 
trying to reach the majority of the population, community involvement is 
not specific to health. It is a widespread phenomenon in the whole range of 
social, political and cultural activities. It is traditional in nature and 
is widely applicable to many aspects of development, e.g., agriculture, 
rural development, cooperatives etc. The approaches include utilization of 
local leaders or the elite, establishment of peripheral-level organizations 
or mechanisms (committees) and the use of a variety of community health 
workers/volunteers. There is emphasis on the training of community-level 
health personnel. There is also dissemination of health information to some 
extent but there is no effective decentralization to local health 
structures to ensure direct involvement of the people. Health services 
observe rigid professionalism in respect of training. Health staff lack 
skills required for community involvement in health. Generally, decisions 
are made by the professional health staff without community participation. 
Staff also monopolize the knowledge on health and there is not much 
flexibility on alternative approaches. 

3.4 Mass Media 

In most of the countries of the Region, the modern communication 
technology has not taken root; in others its presence is felt only with 
respect to specific activities. A film show in the village is rare; its 
screening is a festive occasion. Newspapers are also rare in most of the 
villages and even if the people take interest, their inability to read is a 
great hindrance. Wall paintings and posters are media widely used. 

Television is the youngest medium available for the dissemination of 
information. It is not available in all the countries and, wherever 
available, it is confined to the urban population and even then it cannot 
be assumed that it is viewed by all. There is a great indifference towards 
health themes. Agriculture is discussed very often. 

In respect of radio, however, the Region is passing through a 
transistor revolution. The villagers' familiarity with the equipment is 
low. Sometimes due to poor reception the receiver has to be tuned to full 
power, which consumes the batteries quickly. This leads to increased 
expenditure which makes even the 'lorcost radio' too dear to many. A 
recent study has revealed that a major problem is the non-availability of 
dry-cell batteries locally. 

The expanding audience for radio in South-East Asia has also created 
a dilemma at the level of programming. There is pressure by the governments 
on the broadcasting authorities to use this facility for 'instructional' 
broadcasting, whereas there is a demand by the public for more 
entertainment and religious programmes. 
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As for the programme content, most of the countries have adopted the 
broadcasting values and institutional forms of the West where there is a 
high rate of literacy, urbanization and industrial culture. Most of the 
broadcasting authorities function without a conceptual understanding of the 
differences between the culture they emulate and their own indigenous 
culture. The excellence in broadcasting is defined in terms of the concepts 
developed in the industrialized societies and metropolitan centres. 

Listeners' research divisions have also been set up on western 
models even though the interaction between research and programme divisions 
is often unfruitful. They place great credence on 'feedback' from 
listeners' requests, postcards, radio clubs, letters of commendations, 
complaints and newspaper comments rather than on objective research. 

In the South-East Asia Region, due to the inadequacy of the 
communication infrastructure, traditional and inter-personal comnunication 
continue to be extremely popular. Theatre art, drama, songs, magic shows, 
puppet shows, story-telling etc., have helped to establish an effective 
rapport with the masses. Polk media is available even in remote areas of 
the country and fills the media gap in the non-urban centres. They embody 
the value system of the people, including their attitudes, beliefs, 
customs, philosophies of life, behavioral patterns and even thought 
processes. Their popularity is evident during important socicrcultutal 
event s. 

At present, communication does not emerge as a planned activity 
either within the health care systems or by extension between primary 
health care activities and the people they are to serve. At the level of 
programme implementation, it depends to a great extent on non-official 
channels of communication such as the local elite, opinion leaders and 
representatives elected to local institutions. Health professionals are not 
aware of the variety of such media or agencies which may be utilized for 
primary health care programmes. The sources of information are traditional 
healers or area health workers. Health centres are visited or health 
workers contacted only at times of serious illnesses or for a specific 
purpose. Common ailments are usually dealt with by traditional means. 

3.5 Research 

There has been a growing interest and significant improvement in 
health behavioural research during the last few years in various academic 
institutions. However, health administrators are still not very well 
cognizant of the essential contributions of behavioural scientists and 
health educators to meet research needs in achieving the goal of HPb.IZ000. 
Within the health services in the countries there is relatively little 
capacity to conduct research in health education and behavioural sciences. 
Problem-orientation is generally lacking. Much research on behavioural 
sciences gives the impression of being an afterthought, something added to 
basically medical research projects to meet the requirement of eocial 
impact. Almost all research projects rely exclusively on behavioural 
science data-gathering techniques or survey research, which are usually 
descriptive. There have been a number of studies on knowledge, attitude and 
practices but there is a dearth of experimental evaluation of health and 
health education programmes. Researchers have generally overlooked the 
techniques of participant observation, depth and open-ended interviews, 
case studies and other behavioural science research methods. 
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Research findings from the studies of behavioural sciences, IEH and 
community participation are being utilieed to some extent by trainers in 
national and regional training institutes responsible for in-service 
orienistion of national and middle-level trainers and administrators. They 
have also become a part of the field training strategy. However, their 
benefits cannot be demonstrated fully in programme implementation. 

4. NEW POLICIES AND APPROACHES IN IEH 

Dissatisfaction with the role of health education as a support 
programme had started by 1970 owing to the non-achievement of targets in 
family planning, malaria eradication, diarrhoea1 diseases control etc. It 
was linked with the disillusionment with the available health care system 
due to acknowledged shortcomings. The Alma Ata Conference on Primary Health 
Care, which addressed the issues of equity and social justice, also sought 
ways to involve people as partners in health through the primary health 
care approach. Thus, in 1980 new approaches to health education highlighted 
both the 'bottom-up' and 'top-down' approaches. The focus of health 
education now is on the development of the process and dialogue by which 
both approaches can address the same set of health problems. 

WHO'S global strategy for HFA/2000 provides further guidance on this 
point. In tlie primary health care approach, the focus on community 
involvement means that in developing new policies for health education 
decision-makers must understand and accept the need to make provision for 
communities to define and pursue their own goals, mobilize their own 
resources and control and evaluate their own efforts. "It also means that 
mechanisms must be developed (or strengthened) to ensure that individuals 
and communities can express their views on their country's health policy 
and take an active part in the planning and delivery of health programmes 
including health education". The Director-General of WHO has clearly 
outlined the areas where new thinking is required. According to him, health 
education, among other things, needs to: 

(1) develop new policies in harmony with the principles of 
primary health care and the strategy of HFAl2000; 

(2) facilitate the development of human resources with the 
skills to translate social goals into educational 
objectives for HFA/2000 ; 

(3)  reflect on the educational technology most appropriate 
to promote individual and community involvement and 
self-reliance; 

(4) strengthen its multisectoral approach and increase 
coordination for health education efforts through 
appropriate technology, and 

(5) pay greater attention to moriitoring and evaluation. 

The measures required at the policy-making level relate to three key 
areas, vie., manpower development, use of media, and research. 
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5. IMPLICATIONS OF NEW IEH POLICIES IN 
ACHIEVING THE GOAL OF HPAl2000 

5.1 Reorientation of the IEH Structure 

The poltcy of HPA/2QOQ denands a reaaaeearent and reorganization of 
IEH activities. In order to achieve this aim, IEH will have to become an 
agent of social change, applying social intervention models. It will also 
have to de-bureaucratize health education and re-emphasize the role of 
health workers in informing and educating the population directly as a part 
of preventive and curative services. There is also a need to create 
opportunities for specialization in IEH for members of health professions 
that ate already recognized. 

In a reorganized set-up, the IEH Units should be more outgoing, 
establishing links with community groups as well as other sectors, to take 
an advocacy role focused not only on the media but also on health 
professionals and decision-mekers as well as policy makers in other sectors. 

5.2 Training at the Professional Level in IEH in Support of PHC 

Primary health care should be covered in basic formal medical and 
nursing curriculum linked with training in IEH. It should also be 
introduced into the teaching of community medicine. Another area requiring 
emphasis in medical education is the development of patient education 
skills. 

Media professionals need to be oriented to health issues so that 
they devise ways of using the media effectively to motivate the community 
to adopt a healthy lifestyle. 

People from other sectors, such as education, media, rural 
development and other health-related departments, ahould take part in 
planning, training and practice. This should be accorded a high priority. 
While this need is being recognized, little action has been taken. 
Proposals and methods for making intersectoral action effective need to be 
listed. This is an area that requires the attention of both trainers and 
practitioners. 

It is high time to make a critical examination of the contents of 
the training of health education apecialiats and bring it in line with 
current reality and new policies of HFA/2000. 

5.3 Community Involvement 

Community involvement is pivotal to all aspects of human development 
of which health is but one. Although the aature of community involvement 
varies from society to society, it is essentially a process by which people 
strive to improve their situation. Attention should be paid to the existing 
political and cultural traditions which should be used as the basis for 
community involvement rather than importing external structures. Over the 
last two decades, attempts have been made to help people learn how to 
change their behaviour from anti-social to pro-social, from self-damaging 
to health-promoting, and from dysfunctional to functional. These new 
techniques for modifying behaviour have important implications for dealing 
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with public health problems.' Complex relationships have also been 
discovered between such variables as personality, social statue, value 
system, life-style and working conditions that provide a basis for 
preventive measures and help to establish good health and well-being. By 
providing social support based on these findings it may be possible to help 
people to cope with their problems and to remain in good mental and 
physical health. 

Equipping the health workers with the skills to use the appropriate 
educational technology will be the first step in this direction. It should 
be followed by the strengthening of local institutions, constitution of 
self-help groups and establishment of an effective relationship between the 
community and existing health care systems. 

5.4 Media Support for HFA 

5.4.1 Mass media 

Selling the concept of primary health care is an exciting challenge, 
indeed both for government and media. It calls for partnership with many 
sectors. Mass media therefore will have to shift its emphasis from that of 
sophisticated medical technology to that dealing with the provision of 
basic necessities to the masses and the technology that creates an 
awareness of priority health problems and ways to solve them. 

Adoption of a multi-media approach has already been suggested by 
communication researchers. However, the media situation differs so much 
from country to country in South-East Asia that there are problems in 
making the right choices between the various available media and also 
utilizing available media in the best possible way. Since resources are 
usually inadequate to buy media space or time on a continuing basis, the 
strategy must be the full utilization of "free space or time" with 
participation by health workers during a media campaign. 

5.4.2 WHO's collaboration in the advocacy for HFA 

WHO has identified three priority areas for action in information 
and education for health in its Seventh General Programme of Work - 
technical cooperation, development of human resources and research. Most of 
the countries in the Region are involved in developing human resources and 
WHO has provided support to training institutions and individuals by way of 
fellowships. A number of meetings have been held in the last three years to 
reorient thinking on the integration of information and education and on 
new approaches in health education. WHO has also accepted the need for 
educating and informing people about specific issues like diarrhoea1 
diseases, immunization etc. 

Information and education for health has never been the sole 
responsibility of the IEH Unit in WHO. Many WHO programmes have accepted 
this need. Information is being disseminated to Member Countries on WHO's 
policies and strategies for HFA with a view to ensuring that these are 
taken fully into account in national policy and programme development. 

One of the important roles of WHO is to support Member Countries in 
the advocacy aimed at convincing policy makers, administrators and 
professional groups that investment in health is sound economics, a 
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political asset with popular appeal, and a social imperative. IEH can play 
a crucial role in mobilizing media and lobbying with political leadership 
for preferential allocation of resources for necessary legislation and 
restructuring of health systems to support primary health care programmes. 

The potential role of religion in the advocacy for Health for All 
and promotion of a healthy life-style cannot be ignored. Religious 
teachings frequently contain health messages. Religious leaders are also 
close to the people and the communities, and influence their value system. 
It is a non-traditional but potentially valuable approach to enlist their 
support for Health for All. 

There are countries where the literacy level, especially for women, 
is very low and public information and education cannot depend on the 
written word. Suitable strategies may be designed in this field. 

5.4.3 Intersectoral coordination 

What is needed now is a clear communication policy linked to overall 
social, cultural and economic goals. Such a policy should be baaed on 
inter-ministerial and interdisciplinary consultations with broad public 
participation including voluntary organizations and organized sectors. The 
objective of the policy should be to utilize the unique capacities of each 
form of communication from inter-personal and traditional to the most 
modern and sophisticated to make people aware of their right to develop a 
dynamic relationship with programme development. In the context of PHC, the 
process can be enhanced if IEH develops a partnership with all the 
available information and communication sub-systems in designing the 
communication strategies of HFA/2000. 

5.5 IEH-related Research 

The technical discussions on the topic of "New Policies for Health 
Education in Primary Health Care" during the Thirty-sixth World Health 
Assembly in 1983, also reviewed the limitation of biomedical orientation of 
such research and stressed the social and behavioural aspects of health. 
The need to consider the mass communication system as a part of research on 
health education was also streesed. 

Research in IEH should aim at developinglimproviag policies, 
strategies and methods of planning, management and evaluation of IEH 
programmes in order to increase its effectiveness in PHC. It should be 
culture-specific and result in community involvement. 

Keeping in view the present trends in IEH research and considering 
the eight elements of PHC and seven supporting activities as the tools of 
change, the following areas have been identified for further research 
development: 

(1) Role of maaa media in the disaeminatioa of health 
information and advocacy for health. 

(2) Information acquisition and processing behaviour in 
health, need-based, proble~oriented issues and healthy 
lifestyle. 
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(3) Community involvement, training of community health 
workers and selection of HFA leaders. 

(4) Interface between the health system and intersectoral 
coordination. 

Basically, there are two methods of approach for studying health 
behavioural patterns - the survey and observation methods. Another 
recommended approach is participatory research in which community members 
are involved. IEH research requires multi-disciplinary team work. 

To utilize IEH research effectively, it is desirable that research 
be programme-related. There should be involvement of programme officers 
from the beginning; linkages should be established between researchers and 
administrators and research findings should be discussed at various levels 
to facilitate implementation. 

6. RECOMMENDATIONS 

(1) The structure of IEH in its present form may not be able to 
fulfil the expectations of emerging health care systems. Suitable changes 
are needed in respect of policies, strategies, approaches and resource 
allocation to provide adequate support to H~~/2000. 

(2) The existing academic and in-service training programmes should 
be suitably modified to equip health professionals in education and 
communication sciences and media personnel in health development. Training 
of workers in health-related sectors need orientation in PHC. 

(3 )  In order to obtain media support for advocacy for HPA and PHC: 

(a) the health sector must develop a partnership with 
the departments of information and broadcasting so 
that the communities have easy access to the right 
kind of information co~cerniag their health 
situation and to plan self-help programmes; 

(b) linkages should be established between various 
communication sectors of health-related ministries 
to get the maximum benefit of the IEH impact. 
Mechanisms should be developed for intersectoral 
coordination. 

(4) Health workers must be equipped with skills to use appropriate 
IEH technology, involve individuals, families and communities in their own 
health affairs for self-reliance, healthy lifestyle and develop dynamic 
relationship with the health care system. 

(5) Research in IEH should aim at developing/improving policies, 
strategies and methods of planning, management and evaluation of IEH 
programmes. It must be culture-specific and should result in community 
involvement in its own health care system. 


