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2. INTRODUCTION

A group of experts in the fields of health education, self-care research and programme
development, and health services administration was convened in Geneva ro advise WHO
regarding the role of education for self-care in the organizacion's global strategy Eor
hesleh for all. The Director-General, Dr H. Mahler, in his opening address, pointed out that
there could hardly be a wore resounding justification for the Scientific Consultation on this
uub_]act thar & statemant 1nc1udld. in the unanimously l.dnpi:ld. Alma—Ata Declaration:

...pedplé have the Tight and duty to ‘participate Lndlvlduglly and cnllictlvel? in the
plnnning Ind 1nplennntn:1nn uf cthetr health care (36), .- ..o i g
Thete is a long lttnd;ng interest in this auh]uct, ll:hﬁugh ook lahallad self-care" -.in

the policy and work of WHO. For example, 1o 1954, an expert committee report om hllll‘-h

education discussed helping individusls: ' g :
«++Lo become competent in and to carry out chose acrtivicies they oust . .undertake for
themselves as individuals, or in small groups, in order to realire fully cthe scace of
health defined in the Consatitution of the World Health Orgamization (37).
The goals of the Scientific Consultation and of this féport, were to provide to WHO;:
13 A summary of  rtha available information. relevant: to .cha |uhj;ct' ni. self-care
hzhavxnur,

aep ot LB & ek QLeEEr g b .
2)Y A diacuullan oF- the 1n¢nrtnnl is8uea lnd lntinﬂ ATEAN Ldnntlf;:d du:Ln; thll uurklng
conference; und

'ru.-. -. N . 1 5 b 1 - -
ki) Recommendationa for poliey, education; health systems and research directed Coward
supporting and enhnnclna :ffectxvz nelf-cntc bch-vlour in th¢ nenber states of WHO,

The vital contribution that better uelﬁ-cnrc hehnv1aur can’ uakc to Lhe Member 3tates'
goal of Health for All by the Year 2000 is shown by the growing recognition of the importance
of individual behaviour to health promotion, disease prevention and care during illness. The
health stacus of an individoal (or of a population) ia the result - of many forcesm within tha
individual and ‘the surrounding society. Safe air, water and food supplies as. well as
adequate nutritiob and phelrer are prerequisites  without which people can do litcle to
mainchin their health:’ H:redltlry factors are aleo important determinante of health status.
However, given badic prérequisices, the major determinants of health status are: 1) self-care
patterns of deily livimg; 2) the capacity and opportunity to contain stress and cbtain social
support; 3) the sbility to identify and care for health problems; and 4). the cnpl:;ty Lo

obtain and Lnteract effectxuuly uith appropriate prcfzuilﬂnul services.

In spite of the volume of experientiaml knowledge and sciemtific data to lllultrate these
factd, conflict and debate often- surround discussions of self-care, It is imporctanc to
am@hlli:z that the parcicipancd of chis meeting do not consider aelf-cara: a way to replace
doctors, nurses and orther workers- providing the medicdal services. necessary to cure sick
people. 1In his opening address, the Director-General defined :hn concept of salf-care used
as & basis for the work of the ugeting parcicipants;

(Self-care ism) a means whereby people take much greater responsibility for cheir ownm
health based on sn understanding, io their own language, of what health is all about, how
" to promote it, what damages it, how to protect ir, and what to do when it does go wromg.

FPart of the process of self-care 1is knowing ita limits and when to get appropriate
professional services. The parallel responaibilicy - of health professionals is to provide an
appropriace level and wix of services which enhance the competence and confidence of
aal f~care behaviour in the population. The principles are applicable in all countries, but
have widely differeént implications for programme development in developing countries an
compared with the developed industrialized areas,

- L -hl PR ) P
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In many developing countries more services at appropriate care levels are needed to
supplement effective self-care behaviour. On the other hand, in industrialized countries
many people are overwhelmed by over-professionalized health care systems which fail to fully
use the self-care resource. They may even reduce people's confidence and competence for
seli-care behaviour. 1t would be useful to study in developed countries the effects of
health services on health care behaviour and health outcomes.

Comprehensive national health policies must be based on a notion of equity, specifying
minimum basic standards of the quantity and quality of the social resources needed for
health, including accessibility to personal health care services for all people. Any
comprehensive health strategy must be firmly based in primary health care. In every country
4 vital component of primary health care, and all levels of health care, is the active
tnvolvement of people in maintaining their health and taking care of themselves when sick.

The recognition by both lay persons and health care professionals of the importance of

self-care as an essential component of primary health care 1is necessary for the future
developnent of health care systems in all countries.

3. DEFINITION OF SELF-CARE

A commonly accepted definition of self-care behaviour was basic to the discussion and
recommendations of the meecing. The following definition was developed by the Consultation:

Self-care in health refers to the activities individuals, families and communities
undertake with the intention of enhancing health, preventing disease, limiting illness,
and restoring health, These activities are derived from knowledge and skills from the
pool of both professional and lay experience. They are undertaken by lay people on their
own behalf, either separately or in participative collaboration with professionals.

4, STATE OF KNOWLEDGE REGARDING SELF-CARE BEHAVIOUR

Based on well-documented patterns of morbidity and behaviour in illness, it can be
cuncluded that most health problems can be managed earlier, at least cost and better in the
home. This is the case in all countries, but especially in the developed industrialized
countries where chronic conditions, more amenable to the care and motivation of the sufferer
than to professional care, dominate disease patterns. Given these prerequisites, the
effoctiveness of health maintenance components of self-care resides almost exclusively in
individual self-care behaviour, What then do we know about this subject? What can be done
to support and enhance effective self-care behaviour?

It must be recognized that a great many sources of information remain untapped,
especially in the developing nations of the world., For example, the knowledge of community
health workers and traditional healers regarding self-care behaviour in the populations in
which they work generally has not been recorded. Likewise, the self care information
available from such activities as UN sponsored national household surveys and in the large
body of anthropological data has not been systematically extracted.

Much of the available information must be gleaned from investigations which were not
designed specifically to study self-care behaviour. Thus, the knowledge we have is shaped by
ant limited to the subjects included in these investigations. Many important subjects have
not  received careful research attention., Nevertheless, it 1s possible to draw some
conclusions from the data and from the knowledge of experienced persons working in practice

and research settings concerned with self-care.

4.1 SELF-CARE IN HEALTH

The most solid information available on the effects of individual health behaviour arises
from epidemiological studies and clinical trials of the influence of certain behavioural
practices on mortality and morbidity (&, 19, 30, 31, 34). The negative health consequences
of smoking have been extensively documented. Excessive use of alcohol both damages the body
directly and is a wajor factor in the death and disability related to vieclent behaviour and
tu accidents, especially traffic accidents. On the other hand, regular physical exercise
appears to promote health and to protect functional capacity.
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There is & growing bedy of evidence that stress management, social invelvement and/or social
support provide protection from both mental and physical illness, and in general, promote
health (6, 8, 9, 10, 29). The abilities to express needs and seek help when necessary also
are health protective behaviours. Children and elderly persons are social groups for which
these health protective skills may be especially important. Very little research has been
conducted on this subject.

A generally unrecognized form of health protection is the use of natural health resources
and technologies which are readily available and appropriate to health needs. Breastfeeding,
herbal and other home remedies and self-help support groups are examples of such individual
and group health protective behaviours, In some cases they may even be life saving.
Situations were: reported where people with very little income bought pharmaceutical products
to treat illness: which reduced the. amount. of money available to buy food and other
neceseities. When these people learned to make home remedies which were just as useful as
but cheaper than commercial products, both infant mortality and morbidity dropped due to the
greater intake of food which resulted,

Another, form of health maintenance. is the early detection of disease in order to
facilitate .cure:  when . possible, and. to. prevent negative sequellae from occuring. This
involves perscnal monitoring based on , an, understanding of major health rcisks and the
appropriata use of prevéentive health aservices.

These various forms of health protective lifestyle behaviours depend on the availablity
of correct health information to people as well as social and peychological aspects of the
person's life situation.- Behavioural patterns, once established, are often hard to change.
There is evidence that self-help groups can be an effective form of self-care which
facilitates behavioural change (17, 20, 26),

4.2 SELF- CARE IN ILLNESS

The controversy which may  surround discussions of self-care is predominantly related to
its illness behaviour.component.: A tendency to view self-care as behaviour opposite to and
separate :from profedeional care has. contributed to the resistance to the concept by both
professionals and some- lay persons. This view of self-care hides the fact that while
self-¢are during illness may be a naw and challenging idea to health professionals, it ies and
always has been the dominant form of care in illness (12, 22, 23, 32). This view also fails
to recognize that evaluation of symptoms: and decisions regarding responses to symptoms are
the basis of all consultation behaviour.

4.2.1 Decisions to do nnthini_ahout.symptomn

Decisions to do nothing about symptoms have rarely been considered in investigations of
behavioural responses to illness. Even though having symptoms rather than not having them is
the norm and is regarded as quite compatible with good health (18), most investigations of
behaviour in illness are designed with an implicit assumption that symptoms should be
treated, This bias in orientation persists in spite of rthe self-limiting nature of mosat
illness episodea. It affects both the design of studies as well as the interpretation of
results,

When this variable was included in an investigation of behavioural responses to illness
in a national population, it was found that a large proportion (37%) of the symptom episodes
reported by respondents were not treated in aoy way. While these conditions were more often
miner, it was not only trivial and rapidly passing symptoms that were not treated. (13) A
similar finding has been reported from the results of at least two other astudies of reactions
to illness in general population groups (1, 14).

When data regarding untreated symptoms are collected and analyzed, the conclusions
generally exclude the possibility that the patient evaluates the symptoms and decides that
the best. response is to do nothing. Furthermore, life situations which may prevent or

interfere with the patient seeking treatment are rarely explored.
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While self-treatment accounts Ffor the bulk nf care during illness (12, 22, 213, 24) wer.
ticcle reliable information is available about the range and relative proportions o
nehaviour undertaken specifically for the purpose of caring for illness in lay populatios
fhe bulk of the available information is limited to self-treatment with medications.

Findings reported in the Lliterature indicate that taking medicines is the mest fraguen
response to symptoms. The use of non-prescription drugs exceeds the use of prescripti
medicines by a ratio of 2:1 or greater (1, 12, 15). Traditional remedies and hecba,
medicines, as well as products produced by the pharmacological industry, are used widely.

[t is doubtful L(hat self-medication, although extensive, 1s the dominant method
self-treatment, This impression probably prevails because of a very narrow definition »
self-treatment, Une or more non-medication care responses were reported for 76 per cent .
3,100 common illness episodes in one investigation (l4). Some of the rreatment respconse
were directed more toward possible causes of the symptoms than purely for symptom reliet.

In investigations of the use of professional services, days at home or days of bedres-
have orten been treated as indicators of "need" for medical care, rather than as seli-care
hehaviour comparable to other forms of behavioural response to illness. The point should bo
made that remaining at home or in bed when ill may be a beneficial form of care and sel:

treatment rather than an indicator of “poor health"™ (3).

The full range of self-initiated responses to illness conditions may also be understood
through a consideration of human patterns of social behaviour associated with particular

problems as found in various cultural groups.

There 1is evidence that social support for individuals mediates between stress ans
illness. Social behaviours also may be a beneficial type of self-treatment for illness and =
method of secondary prevention., Fifty-three percent of non-medical responses to illnes:
recorded in a diary study of self-care involved social interactions (lb). In another stuay,
persuns who reported that they usually discuss their problems with others, and those who said
thoy find ways to rest and relax when feeling stressed, reported serious symptom episcdes
considerably less often than persons who said they try to reduce stress by taking medications
or trying to forget their problems (13).

In developing countries, etfective and satisfying methods of family care during serious
or terminal illness have been docuwented. Social group methods of responding to stressful
situdtions nave also been described (27). In the more developed industrialized countries, rh
svlf-help or mutual aid group approach to coping with a particular health probler -
biereasing rapidly.  This form of self-initiated care involves the giving and receiving !
care in social groups organized and operated by persons with a common health problem (7, .7,
o, 26, 33).

..} Care seeking as self-greatment

The range of self-care practice must include the process of leooking for and evaluating
information (24). Understanding this process cannot omit decisions to contact professional
providers (14, B4, 17), hay consultation in illness is excensive, and there is evidencs tis
iav advice influences readiness tor and timing of consultations with professionals.

secial patwork and support influences on self-care responses to illness ave apparent i:

tara regarding decisions to contact professionals. The tendency to rely on physwcians fae
counasel  of  non-medical  lite problems was an important factor intluencing protessiona
ventaers an three populatior srudies of self-care (13, 14, 15). The distance of rhe neares

restliug meabers of the cxtended family also affected consultation behaviour,

The impact of the social environment on the experience of illness and self-care behaviour
v an imporcant area for exploration. The ways in which social interaction are used o+
actrve gelt=care should also be idantified and incorporated into the operationalizacicn Jo:
neraFureaenl of sall-care behaviouar,
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The conceptions of lay people about health, disecase and care and the variables which
shape their life situation appear to be the major determinants of self-care behaviour., Yet
these factors are generally ignored in health policies and programmes. During the
Consultation's working sessions, repeated examples of self-care practices which grow out of
the sick person's understanding of disease, or that are prevalent in the social eavironment,
were presented., Self-care practices also depend on the resources available for developing
treatment procedures. One report from a developing country reminded ws that only the
individual knows exactly how he/she feels when in good health or after the onset of illnesa,
When there is ill-health, it is the individual who takes the first responsibility for
decisions regarding care and determines the kind of care. It was noted that people have
always held holistic views about the human being. They therefore get upnnt by the tendency
of most professionals to regard the disease as the object of intervention (care and/or cure)
and not the person who has the disease. It is important to listem to the people abput their
concepts of health, disease and health care.

4.3 THE i'mmr AND SELF-CARE BEHAVIQUR

Most aelf-cnre behav1out takes place in a fan1ly env;rnnment. It is .in thl fnmxly that
health attitudes are first socialized, health practices are Iearned and most health care is
provided, (23) The family is the basic source of sogial support and contact; both of which
influence health status and, health behaviour., Because nelﬁ-cnre takes place in families,
health, puchiea and programmes to nnhln;a Bﬂtf‘CIrl hnhleQur must be dLrEcted toward
supporting family units. The type nnd amount, of care’ provided in_a given fanily will be a
function of the acutn lndfnt chronig nnrhldlty a:pineucn ‘of 1tﬁ nemheru. thexi lifestyles,
value system, feellngs of reapona1h111ty, Elnnnciul sltuntion and the caunun;ty uupport
services ;klillhle. ) ca

The quality of the family ‘environment will e;the: support or reduce the likelihood that
self-care can be pranthud snfulj and affnctlvily._ Fox exlnple the home, the' phyulcal Bpace
in which self-cate ig practiced, LB an meartnnt component of the envxronuent. Another
important influence is the fnm11y 8 educational environment, the access to information of
family members, A third important factor affec:tng family self-care is the time available to
its members. The quﬂstLou of who functions on whose behalf in the family may 1ufluence both
the quality of the family care provided and, equ;ty of npporrunlty AmMONg fau;ly members. The
type and amount of family support services nvutlnblﬁ in the community will affect this
:1tuntxon. ; . : 3 £ %

Some families can be quite flexible. With the help of friends ~and other
non-professionals in their social network, they manage extremely well. Many other families
with a fragile member become socially fragile families whose cohesion and efficiency break
down, further limiting their possibilities. Whether the onset of illness or .injury is sudden
or gradual may affect the family's capacity to adapt and mobilize resources and methods to
cope with the situacion.

Since the main cnrlng role in families continues tu be fulfxlled by the w1fefmnther,
women must be involved in the development of prlmnrj health care systemsé, As providers and
usera, they cdn insure that new approaches address 1mpnrtant CONCerns in a way that assures
acceptance and participation. Another important reason for assuring the involvement of women
in programme development is that they are not only key providers of health care in families,
but also in community health care facilicries. Another reason is related to the problem
mentioned above of equity of respomsibilities within families. '

When women combine the caring role of the wife/mother with employment, they are often
subjected to burdensome routines, Studies in one country revealed that employed women have
on the average only two hours and fifty minutes of free time a day, Three times more women
than men reported having almost no free time, Similar findings regarding rhe burdens of
double_ﬂofk have been reported from inveutigafinns in other countries.

Generally, it may be concluded that families faced with taking care of a dependent or
disabled member, or depending on a medical or social institution because it is easier, must
enter a process of negotiation regarding the responsibilities to be shared by the dependent
membar, other family members and other groups or institutions. When the distribution of
caring functions is uneven and burdensome, the self-care of both the care giver and the
recipient of care will be negatively affected.

ey
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5. 185UES

There are many issues to consider rvelated to policies and methods designed to enhance
self-care behaviour in various population groups,

5.1 COMCEPTUAL ISSUES

[t is somewhat artificial to consider conceptual 1assues separately From policy and
practice isauta._ However, pgince the former define and shape the lacter, the concepts and
principles accepted by policy makers will determine the nature and fun:thn:ng of programmes
developed in & parcicular subject area. The following are major conceptual issues which the
participants considered mwost important.

Perhape the basic self-care issue Eo consider relatea ra the factors which determine
health status. The participants of thise meeting emphasized that the barriers to health are
social, economic -end politicsl. This means that many forms of non-profesaional care and
‘action contribute more to the health of populations than doea profesaional creatment. The
recognition of this fact is eésencial to the development of policies which auppott henlth
Enhnn:;ng bch:v;nur. :

The def1u1ticnnd issye arising from this fact centres oo the content of self-care. Much
of lay health care is the material of everyday life. Ar the personil level, the individual
along determines the balence of behavioural patterns most health enhancing in thé context of
available rescurces, personal values and prefersnces. At the group level, effecrive
self-care behgviour is active endeavour to achieve the perceived health needs of the
community. At the core of this issue lies the right of definition, who defines the problem
and who idencifies the solution. Healch care policies and services must erise from the felr
needs and goals bf the people in order to assure an spproprigte priority essessment free of
veated 1nter¢ntn and to attain acteptance in the community. If insufficient or pollucted food
auppllen endanger the health’ of the populatien, increasing the aupp1y or  level of
p:nfnlalaunl l:rvlcau 18 not a socially :nllvlnt health InhlnCLHE response. :

Hany ee11-¢are practices are not congidered by professionals as health praccices, In
some instances there will be proof that the practices do not promote heslth and may be
damaging. In other insctancea, however, the wvalue of lay practices is ignored or’ denied
because of medical or technological bias which has not allowed for a balanced consideration
of alternative approachea co problems. Recognicion of the wvalidity and contribution of Tay
healch experience and practices among professional health workers is an imporcant isaue.
Self-care competence may be undermined by professional bias and control.

An era has now been entered when many procedures and technigques formerly performed by
professionals are now performed by individuala for themsalves or by family mewbera caring for
individuala, Many people see complicated legal and adminietrative issues 'im this
development, Attempts to achieve clarity by definicion and/or rules which limit self-ceare
prn:tlnea are not svccessful because of the wide and constantly chenging range of self-care.

A physician participant in the meeting pﬂlﬂttd out thart it i9 more appropriste and relevent
to define the nature of a medical sct and identify the appropriate role and responsibilities
of professionals than to attempt to develop rules and limitations for the countlesa variety
of lay care aituationas,

All of the above issues telate ce a concept of Eelf-care as an appropriace cechnology for
healch, The principle involved in this concept is that people caring for their health should
have sccess to the level of care and technology most useful to their needs as chey vary by
family siruvacion. That is, the care proceas for any given problem would invélve the leasc
amount of intervention possible to achieve the desired outcome. The knowledge necessary for
the care response would be easily communicated with appropriace support services provided to
the family unit. Technolegical inputs would not be limited to one group or another, but
determined solely on the basis of the relevant level of care for & given situvation. This
would minimize interventione using complex technology and reduce the drain on flnan::ul and
logiatic resources of health care systems.

Since the conceptualization of self-care as appropriate technology contains the implicit

assumption of relevant inputs of trestment and support services and protection from
irrelevant or unnecesasary inputs, it addresses the issue of equitable sccess to professionsl

i Al s i e
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services., The issue of equitable asccess has been rsised by persons concerped that the
concept of self-care will be used as an excuse for denying or reducing health and social
services Co certain groups of people in need. The concerm is that self-care would become
part of & procesa of "blaming the wictim" in order for governments to avoid public

responsibility.

The particular concern is thac poor health would be ascribed to people's ignoramce, poor
motivation, and unhealthy lifestyles so that they, especislly the poor, would be blamed for
their own poor health and held responsible for ite improvement. Any such use of the concept
of pelf-care is & wisuse and abuse of the concept, and is alien to the perspectives on

self~cara discussed in this reporc,

5.2 POLICY lﬂﬁ PRACTICE I3SUES

The policy issue which is most relevant to conaider ar this time is the subject of
barriers which inhibit effective self-care. These barriers may be: 1) lagal; 2} de facto
administrative - or:. professional practices; or 3) unintended effects of professional
treatments. Examples. of legal barriers which prohibic persons from practicing or obtaining
the type of care they wish have been documented in relatiem to childbirth, terminal illneas,
the Tllht to diu and tquitlble accens Lo alternative treatment or pracltiblioners’' Bervices.

In uluy Lnit-nctt uhete there lra no 4ctull ltgll hl:tlt:a. dt facta practices e;:hgr
directly inhibit or-sericusly interfere with effective self-care behaviour. Ome. sxample is
professional attitudes that inhibit disclosure of health care information to lay people or
limit hcnlth care nk;lln in order to maintain profeseional control and lay dependency.

A third type a! blrtlﬂt oceurs fru- un:ntended ‘effects of professional treatment. For
exampla, unnacessAry traatmants and medicinea often are prescribed when ndv;na, aqnfa:t and
senaible home remedies might be equally or more effective. Health pTGEEIﬂlnﬂlli nttd to
realize that the amount families spend om vitamin tonics, cough medicines,. cold furnulll,
diarrhoeal drugs, néedless injections and frequent trips to health centres for prohlems they
could mapage themselves actually’ may weaken the health of family wmembers by leaving leas

money Lo spend on food, social support and relaxation.

A related: issus concerns:the rights of individuals to practice effective self-care
irrespective of ' the econmomic  interests of others. or the interescs of particular social
groupa. Thua, concerns regarding productivity or public spending should not prevest people
from rthe right and economic security to remsin at home and care for themaelves during
illness, Neither should the interest of various professional groups or organized religious
bodiea inhibic sccess te the means necessary for effective self-care. The latcer poinc
includes the right of access to appropriste technologies in the home for self and family

care, including childbirthi,

6. ENHANCING EFFECTIVE SELP-CARE BEHAVIOUR

The discussion and recommendations were organized around four subject areas: 1) policy in
support of self-care; 1) the role of education; 3) the impact of professional care; and 4} a
regearch base for informed policy and programme development.

6.1 POLICY IN SUFPORT OF SELF-CARE

Public policiea in support of self-care must funccion to dewmyscify health care, creacing
enabling environments in which people caom more readily promote their health and care for
themselves during illoesa (28), This means first and forewost, that the distributiom of
resources to health care systems must be altered from excessive concentration on
diseage-oriented professional approaches to health care, to systems which provide more
information and transfer of technical skills to the lay populaction, provide relevant support
services for family care and viably integrate lay and professional care.

Health enhancing policy, policy which enables people to take greater responsibility for
their owm health, firet recognizes the contribution and potential of self-care. The policy
mugt be rooted in the lay population, which means that the people's preferences, prioricies
and solution strategies must be integrated into cthe decision-making process forming a basis
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[oe the rype, mix ano wmplementation of public health programmes. A parcicipatoery and onoteg
poiicy requires that ordinary people, heretofore excluded trom the development of pnblys
policy, be meaningfully integracted into the process.

b.l.! Lepislative nolicy

b
Pl

Meaningful endeavours to enhance health-related decision-making and care skills :n '
populations cannot occur without adequate funds and personnel. The starting point lor ail ot
the ideas and recommendztions arising from the work of this Consultation is the process !
adopting national public policies supportive of self-care.

The participants emphasized that it is not only relevant to consider allocation o
resources to health service systems, but also the important role which departments o
education, social services, housing and income maintenance all have to play in policies r-
support and strengthen selt-care skills.,

Perhaps the second priorily 1s to examine existing laws to dectermine if they explicicis
or implicitly create and/or maintain barriers to effective self-care in the population. Many
health laws were designed in another era for reasons no longer relevant. Some laws create
to protect the public from certain dangerous practices now function to retdard innovation L,
excluding or limitiog levels or types of care better suited to achieving healchie.
populations. Health agencies, often imbalanced in the range of health professionals wno
operate them, have been reluctant to loosen the professional grip on medical knowledg=.
Other departments, such as education or agriculture have someCimes been more conscientious iu
providing useful and useable health information to the public.

Lay people often must consult professionals to obtain certificates or statements to
legitimate their disease or allow access to particular caring facilities, services or
medications. The whole question of legitimation should be examined to determine the extent
to which it functions as a barrier to effective self-care and causes costly unnecessary us¢
uf expensive and sometimes scarce professional services. In some respects, what is callaed
ter 1s an enlargement of the concept of technology assessment to include cthe principle that
given sarvice should be available at the lowest possible level of care where the saferv o!
the person exposed to the treatment or care service will be assured.

Examples of other areas where legal barriers might interfere with self-care are in cases
of illiteracy and in situations where lay people cannot gain access to their health records,
While literacy is an important life skill and should be a right of all people, 1t 15 no:
sssential to the practice of effective self-care in most situations and should nor serve ax
varrier ta seli-care resources.

LAY persons canaol be expected to practice cptimum self-care and function effectivael s
thair own behall vhen information about the condition of their health and decisions regardia

trearment are kept  secret. benving pacients access to Ffull information about beal.s
condetiuns and freatment opfions <avse them to miss opportunities for learning, and mystifie-
disease, It may also reduce lay people's confidence in professional judgement., Heaicu

professionals should be encouraged to teach their patients and clients to become experts on
their own disease states, risk factors and health stactus.

Ty parlicipants conclioeded fnat the lmportant subject of appropriate techmolegy wmust o
e aadevssed boath by vemoving any legal barriers to appropriarte trarsfer of technolowy, a4
ssrablishang the legal foundatien and relevant budgetary allocations for access te rhe
Baclog: buest suifed to every level of care, while limiting oxcessive use af Lechaoingy
iy hewgl o e, Fhe rranster wl appropriate techonlogs Lor seli-care coupled w
avoidanes of oversdevelopment and overuse of technologically intensive professional service
14 ¢rucia! for bath dzveloapuing and industrial countries.

n,l.¢d Administrative policy

Lt the geal of healeth :fvstems 12 hoth to support and complement lay care, ti=a he=al:
prvises must Be plaoned Le be suppoartive rather than leavaiug the people behind ov dras gl

them o Along.
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Encouragement of self-care and self-health requires new styles of govermment bureaucratic
practice. A keen sense of organizational and professional power and a disposition to
restrain its use is crucial. Willingness to participate in prolonged advisory-consultative
processes that lead to articulation of mutual interests is essential., The capacity to play
the dual and sometimes conflicting roles of advocate and accountability source is the most

difficult test.

Removal of direct legal barriers and the passagé of enabling legislation accounts for
only one level’ of ther health policy changes to be accmluhed in ‘support of self-care. It
is often the manner in which law is interpreted in the form’ of rules and regulations
governing mit:l:ul:i,anl, profeiuomt puttlnu ard - public services that creatés barriers to
self-care. Sometimes, there is not even a legislative background, but rather de facto
practices assume the force of law through customary approaches or usefulness. It is
therefore important that governments: l) assure accessible avenues for lay peopleé td acquire
the knowledge and skills to support and improve self-care; and 2) remove disincentives to
self-care that' may bé &nbodie:d in heédlth insurance plans, professional practice acts,
ndmmutuu\m guiﬁel?ﬂl ard” r.hé sr.rur."ture of health uwicea. :

At lelu* one Membet! Stite has established a cwpraﬁaﬂuva purli::.' on :he health. promotion
component of ulf—"uﬂ HH:.EH day provida a tran-fanhle Iudel for other Hu-but Sutu.

Four Itntegtﬁ Wkre ° hhtnti.!ied for  this national prugrluw. The fine st.rn:esyr is to
inform and equip lay pioEl.E so that thty- ¢dn deal with lifestyle issues.! This represents the
traditional htalth'iﬁduginuu ‘approach, " Another strategy is to promote a social climate that
supports healthy lifeatyids. This is susceptible to broad interpretatiot to include positive
lifestyle advertising as well as influencing the conditions under which’® foed, alcohol,
tobacco and other conn_r graductl are marketed.

A third -tu:egr id E’d aup?uﬂ: self-help und citizen participation in ‘neulth promotiom.
The fourth strategy is o< prutmte the adoption of Health education pracncea H:.thm hull:h
care, unci.ni uﬂfﬂﬁ .tnd onher ul:l.ﬁluhed uanri-::a prﬁgr.nhu. ;

The prugrnw ‘operates in two ways. The Government carries out a variety of operational
activities that include advertising, information delivery and development ‘of - special
programme materials. Altérnatively, it provides financial grants to citizen groups to ‘enable
them to engage in health prmtmn activities through their own membership and contacts.
Within this ;enaxll Erm of" reference the Minister of Health has broad discretion to
determine hm-r r.he hul:h prmtmn programme ‘will operate.

During the tiﬁa thll! ‘thede policies have guided developments some mttul experience has
been gained. in using puhhc ‘policy to encourage self-care and self-help. - This experience
arises from interaction with citizen groups which have received financial grants as well as
groups with which tHere aré cooperative or shared projects. This programme thus has built in
mechanisms for plrtl:lpltory public policy development.

Practical ways in which sensitive public policy can encourage delf-care and ull—-help
through organized groups are:

1) official recognition which gives self-help groups the strength that comes from
legitimacy,

2) consultation on goals, activities, organization and sources of information which
opens to such groupl the information base and communication ner.uorks accessible to large

bureaucracies;

i) financial grants for organizationm, training and production of materials which help
to adjust the power balance between informal networks and organized institutions;

4) well-conceived programme materials for use in advocacy, awareness building and
training which provide working tools to harness the energy of such groups; and

5) joint or cooperative projects under which planning, financing and work are shared,
and thus linking citizen flexibility and creativity wicth the information and funding
capacity of government.
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‘o1 usefui in working with citizen groups to recognize the significant differeuces
weoween them and to adjusc the approach accordingly. There are differences in their specific
sotevesls in health, the extent to which they are organized or bureaucratized, and the degree

whivh interests are focussed on the immediate concerns of members or on those of the wider

S LL Y.

tifective policy to encourage the growth of self-help requires From health authorities
1+ capacity both to lead and to follow. The knowledge base and communications networks of
i institutions may lead them to recognize a health issue before it finds grassroots
apression, Then the government has an obligation to lead. In octher cases, citizen groups

able to define issues that are more creative and sensitive to reality than governments
V. In this event, extensive consultation should preceed programme formulation.

.4 ROLE OF EDUCATION

ihez importance of Member States accepring health as a fundamental goal of public
facation was a priority emphasized repeatedly during the course of Consultation. The
concept of health literacy was introduced. This concept, defined as a basic knowledge of and
wetrol over one's personal health sitwation, is wuseful for programme planning and
~waluation. The definition of the term health literacy contains cthree elements which are
vsanntial to successful endeavours to improve self-care behaviour in populations. These
~iwents are; 1) basic knowledge, which implies a certain level of assimilated health
wrormation and understanding; 2) control, which suggests enablement or empowerment, so that
veople have the opportunity to practice responsible and effective self-care behaviour; and,
i1 situation relevance, which recognizes the wide range of health needs and available healch
savurces in different population groups.

What 1s being referred to here is education for healch; education which is dynamic,
ralevant to the situation and adapted to changes in the situation. Education for healch
wrepares people to recognize what they must do te maintain ctheir health and care for
themselves when 11l, and enables them to act on that recognition. This education most often
#roniid be integrated into formal education systems, but this is not always possible. The

v1lity to read is an important life skill which increases the opportunities to practice more
sitective self-care both because it increases the ability of individuals to obrain health
istaining rescurces and because 1t increases access to information.

llowever, the ability to read i1s not essential to education for health and should never be
harrier to providing people with health enhancing information and skills. Professional
~raons of all rtypes sometimes fail to recognize that uninformed people and people facing
~et twus Gbstacles in their life situations are not unintelligent and unmotivated. Effective
sleh promotion must be based on the beliefs, experience and resources of specific
griation groups., People cannot be expected to change behaviour or adopt new behaviours if
viey o not perceive a logical basis for the changes, or if the changes are inconsistent with
tair priorities. Self-care education might, therefore, be defined as a social process which
nables people rto define their health situwation, identify problems as they arise and find
sulutions either by caring for themselves, obtaining appropriate healch services or in social
action directed toward the specific problem.

-1 iltilization of natural environments for education reparding self-care

Education for health must, as suggested above, start where the people are. This means
~rowing and building on the self-care behaviour which already exists in the community. It
cauns usLng available resources and communicating with people in their natural environments
rarn the community's health problems and priorities. Education which empowers people ro
on behalf of their health must use the settings where people learn most easily and
~.uvally. Thus three particularly important learning environments are the home, schools anid
‘i workplace, There are many more. Opportunities to utilize the arts, the media, community
~ntres, health service and other settings should not be overlooked.

The type of self-care education proposed by the participants is not limited o
ssemindtion of health information. OFf course, information on health and disease will be
ferred, bur the factual content 15 less important than the skills which are learned,

of problem solving and, even more important, problem posing. Effective self-care
i:1on helps people learn to analyze the factors which affect their health and well-being,
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and to take action to change. these factors, A self-care education programme thus might
contain content to help people:

1).. Regain appreciationm for those home remedies and preventive traditions that are
effective and igexpensive. For example:

- breastfeeding

- herbal and- otWer rraditional remedies

hohtnahé crutches and arcifical limbs.

2) Find wa?l to. nug;nye !ﬂﬂ build upun effective tradltxonel forms of healidg and
prnﬂnnt:nn, lnnq:;nlly where resources and health nurVIcau are neverely 11m1ted

31 Hnlp p:nplq 1¢arn tn Htlgh rLsku and costs agalnnt ben¢£1tt and underatand Lhe range
of options available to them.

4) . Recognize . their own. nnp.:xtlas, and limitations, knowing. where and how to . seek
ansxptnnce effectively.... .. —T _ — ) 4 T1 A
voara’ i e ! '
5).. Gnin. Eht. CanmdQna&,. unﬁﬂratandingn and collective’ trength to feeﬁ from
Lnstltublunl, doctors, hnllthxuqunrn, and trldltlﬂnll healers thn rqfnrr:l services thqy
need; and . go. ﬂh:aip the 1n£armatxnn. quppl1ea and support they need for mare effEctLve
self-care, . akad rads Ao i

6) Obtain and make good use of available resources and information from verbal and
non-verbal teaching materials or from community health workers skilled in informal
education methods. Information should be made available on: - R

L R T e T T

- ti:hn;qupqnjur 1nal*nxn3 s1tu:t1nns nnd ;ulv1ng prohlann.

viapm b 2wsilg

= nutrition, hygiena. annttutlnn, and care durlng pr!gnancy, birth and early ‘childhood,
T It bius LI
. dxagnusgg‘,treatmgn " and prevent1on of cnmman heul:h p:obleua. .
¥
; p B E T

iy ”fu:;nﬁizgpdyl}_gvaxlnhlq qu:L m.teanla, tuchnologxnn and pra:t;:as to anhance znd
protect health.
= . whag copatitytes corrqct use,. misuse, and overuse of medicines, both traditional and
. moderﬁ- {euda wgaand fung e . .

1rainpdayt S IRIAOIEGH A AR Wntd o ; )
- preventian and rehabilitation of common disabilities,

= how to avoid being uninformed, misled, overcharged or. overTtreated. by health
professionals, or lay healers,.
- the p:ucnnéqirﬁﬁ.iiéinﬂnt and hgil;h, the body and haﬁ it works, and fhg.liﬁitntionn
of cure in contrast to prevention. i
In order to facilitate 'earlj socialization in these {mportant self-care skills and
practices, parents and prospective parents must be given the chance to learn how to help
their children learn self-reliance, group participation, and self-care skills.

Health educacion often has referred to courses or classes with specific. health content.
Education for health nust extend beyond the limited time and content that can be presented in
specific health classas. Most of the subjects taught in schools affect health or have
health-relevant  aspects. IHealth should not be presented as only a special subject, but alse
integrated inte the jentire school curriculum,

Health-relevant problem identification and problem solving skills apply in many subject
areas. Examples related to health can be used in training in arithmetic skills and logical
thinking. Safety and the importance of social interaction/support are subjects which can be
emphasized in social studies, crafts, sports, speech and other courses.

T




HED/ 84 .1
Page 12

The school health education programme includes not only health instruction but also the
school health services and cooperative activites with homes and communities. The content of
general education at all levels, especially at primary and secondary schools and teacher
training colleges should include suitable basic health information on the ncrmal functions of
the human body, disease causation, disease prevention, health promotion, environmental
sanitation, social relations, and basic procedures to recognize and contain disease and
appropriately use professional health resources.

6.2.2 Health education directed toward special populations or specific problems

Even when health care 1s integrated in general school curricula, there will be situations
which require specific health education programmes. The curriculum approach best suited to
self-care education contains both integrated and separate health content. Many people face
specific health problems or practice health damaging behaviours which they want to change.
These are instances where specific health education or behavioural change programmes are
appropriate. This does not mean that these specialized programmes should be exclusively
didactic. Mutual aid or peer learning may be more effective health promotion approaches for

many problems.

Not only specific health problems, but also certain target groups may benefit from
special self-care education. Children and adolescents may benefit from self care education
using peer learning techniques to discourage smoking or to encourage use of seat belts. The
elderly, a specially wulnerable group in illness, may benefit from learning more about
judging symptoms, caution in the use of medicines, appropriate consultation and assertiveness
in obtaining information and maintaining their integrity in professional encounters.
Finally, support groups are a form of self-care education when they help people coping with
crises to maintain better health behaviour.

6.2.3 Information systems (media)

Education for healch, in order to achieve wide penetration in the community, must reach
the people through a variety of communication techniques. The methods used should take into
account cultural ways people learn, for example, story-telling, plays and music.

The mass media have become major sources of information and should form a part of the
strategy to expand self-care education. The impact of the media, however, can have the
opposite effect if potentially health damaging practices are commonly presented. A part of
the strategy to use the media should be to analyze the content and remove harmful aspects of
advertising or the use of popular figures to promote practices injurious to health.

The indigenous media is an important resource. Local talent should be used. Developing
countries, should avoid sophisticated media equipment which may become obsolete, difficult to
service or expensive to maintain. The concept of self-care as appropriate technology applies
to information transfer as well as to treatment procedures.

6.3 SELF-CARE IN THE CONTEXT OF PROFESSIOMAL TREATMENT

Contrary to the concept of self-care as behaviour which only preceeds or substitutes for
professional care, self-care, as suggested above is a vital component of all levels of care.
This 1s not to say that self-care is not affected by professional care. It may be inhibited
or enhanced both in quality and in quantity by the attitudes and performance of professional
health care providers.

6.3.1 Impact of professional attitudes and behaviour

Self-care behaviour arises from the knowledge and the experience of individuals
functioning in social groups. It forms the bulk of all health care. Yet professionals
generally do not rtake it seriously. They tend to ignore 1ts existence, downgrade its
importance or even actively denigrade it. Many professionals, reject outright any practice
or discipline of knowledge that falls outside of their view of what is scientific. This
situation prevails even though professional health care is not always scientific. Unproved,
even untested medical treatments are sometimes standard practice for years before being
determined ineffective and even harmful.
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These contradictions in the sttitudes and judgements of professionals regarding lay and
medical care may both undermine people's confidemce in their own self-care competence and
alao creaste doubts and suspicions regarding professional care, Thus, one of the bigger tasks
in the process of establishing integrated and effective lay and professional health care
systems i8 the purturing of actitudes which are receptive toward lay care and more hulapccd

and consistent regarding professiomal care.
6.3,2 Professional education i : o

Profenu;onaL attirudes toward health, disease and care are developed and nourtured durimg
the trnxnlug period. Therefore, a key strategy for the cuhan¢¢ugnt of lay health cave
behaviour is an altered approach tn the concept of uli——c.u ifi the' educational prugrnﬁal of
health prnftqlan.l..' Professional education prog:nmmta ‘are focuaae& ot the seientifit and
technical information relevant to the treatment approaches and prlﬂt::et of the rcupeétive
disciplines. This has resulted in a medical and professional arianfation to concepta of
bealth care. Providera of . hl:lph care thue have the perceptxcn that health care ll nuntered
in the icrvxczl thny pray;dgr rather than 1n :he uelf—care behnv1nur af 113 parudn:

§ --‘r\':

. One uny to uddrtlt IhLQ‘prﬂbItl is to. def:na Itﬁicll cnre;,nurhiug citi ‘and utﬁer typea
of prnEnulLunll care, lpqcxflcllly in the context ﬁf’lnlf":lrlJ|I a8 lltﬂlcei Hﬁl:ﬁ luppl:utnt
individusls' heal:h _promotion and health care hnhiﬁ;nur i iltuzuib FurtHﬁrnurq.
prof¢||1anal :r:lnlng _ PEOgTammes muat 1ucnrpa::tq tll;h;ng !ttliﬂﬁl%l uﬁi:h fluriant
professional roles toward teaching functions ratber thln the dominant :mphnl;l on providLng
services to people. Training programmes designed to help profassionals who provide services
which facilitate effective self-care behaviour wust consider: i

I g - A -

1)  the social aud pny:halu;icnl aspects of he:lina nnd effectiue uelf*ﬂlt&i

]]. the unLqu: knouledgt and pcrccptlon that 1nd111&u11h Hiﬂt reglr&in; nﬁi“nthe of
their h.:lth,_ i oAy o : ; BEL R G
. % . of ' i PR Y e ¢ T TG
3)  the r:ght ui individuals to full 1nfornat1on régardtug the it&té nf theif hellth
treatment options, and outcomes in relacion to npec:ftc d;naanat‘

AL AT

4) |, the 1nh1b1t1ng effects which professional behaviour can hive on  lay people's
knnuledga of healch and 111n¢s¢ aod, contidence :o acec on :hexr 0Hn hehllf'Th hellth
meintenance and treatment of illness; nnd
5) the importlhé! of appropriare technology to effective care i#;iilﬁé&;.” -
Students should leave professional craining programmes with an awarenesa that wmost
patience (ar least in primary care practice situations) nlrandy uLl] have rnnpunded te their
illness/health conditions with one or more self-care ntr.t:g:eu- Studnntr in' the Health
professions should acquitre a deep sense of the self-limiting character of most ilinessés and
the appropriatences of exclusively self-care interventions for most illness episocdes.

Technologically oriented medical practice ia a problem of a different 'magnitude in
developing countries which try to replicate the medical sarvices of the developed world, It
is iwmportant cto alter cthe medical school curricula of these cauntrlen to reflect the
countries' primary care needs.

In addition to orthodox sciencific medical practiqel, students of professional trainiog
progreomes sghould be exposed Co traditional and “alternative"” health practices, The
introduction of the concept of unified and integracted health care in training institutions
will create awsreness of and moTe positive attitudes smong professionals towards self-care.

6.4 A RESEARCH BASE FOR INFORMED POLICY AND PROGRAMME DE?ELOPHERT

While a great deal is known about the volume of gelf-care practices in wvarious national
sectings, very little ia known about the content and effectiveness of self-care. Similarly,
knowledge about the factors which determine the type and extent of self-care is limited. The
collection of valid and relisble self-care data thus should be a priority at this astage of
the development of health service systems,

T e o W it -
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Baseline data

Any attempt to support self-care behaviour and to implement integrated lay and
professional health care systems must take into account concepts in the lay population
regarding health and the causes of disease. The type and amount of self-care practices must
be charted in different population proups. These studies should examine alternative forms of
self-care within nations and between areas of the world, recognizing that there are no
country-specific patterns of self-care but that the within-country differences will often be

as great as those between countries,

These baseline studies must recognize that self-care involves not only treatment of minor
conditions, {(primary care), but operates at every level of care. Decisions regarding whether
or not to obtain services, the type of provider contacted and adherence to professional
advice are self-judgements. Lay peoples’' expectations of and confidence in themselves and in
professionals often determine health care outcomes.

Self-care behaviour during periods of crisis and rehabilication behaviour following
disease or injury are special areas to study. Research related to chronic or serious illness
should focus specifically on the interaction between self-care and professional care. Since
self-care is a crucial variable in chronic disease and long-term care, its content must be
understood. For example, more knowledge is needed about the specific clinical situations
under which self-care would represent an equally efficacious mode of response. Likewise, the
clinically focussed model of care should be examined in relation to an intersectoral approach
which integrates medical and social forms of care.

6.4.2 Analytical studies

As explained earlier a great deal more needs to be known about the forces which shape
self-care behavioural practices. Self-care has been narrowly defined in an approximation of
the medical model, as the use of dietary or chemical substances, or of mechanical appliances
to treat or respond to illness. When components of the broader range of care and health
enhancement are omitted from investigations, 1L makes it more difficult to identify factors
which shape behaviour. Also, the limited number and type of "independent" variables included
in investigations have not added much depth to available information on self-care,

To identify the factors which shape self-care behaviour and their relative contribution
to alternative patterns of care, investigations must be designed to:

1) examine the extent to which existing social policies, the organization of health
services and community decision-making procedures either enhance or impede personal and

family self-care;

2) identify the psychological, social network and cultural facters that decermine lay
attitudes and self-care behaviour in various populations,

3) identify the factors that influence the adoption of new health practices within
communities,

4) examine the influence on self-care of the types, scope and availability of health care
systems in the communities,

5) examine the levels of contact and modes of interaction best suited to sharing
information and skills with the lay publie.

The content of training programmes for professional health workers and professional
behaviour in treatment settings must be included in investigations of factors that shape
behavioural responses to illness, The content of professional curricula as well as the
actitudes and frame of mind acquired in the course of training programmes may influence
self-care behaviour, the tendency te use professional services and lay behaviour in
professional treatment. Professional fears about more active lay involvement 1in health care
and the influence it mway have on the organization of health care systems may limit the
transfer of informaction and skills which lay people need to practice effective self-care

behaviour,
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A body of valid and reliable self-care data can emerge only from investigations in which
valid and reliable operational measures of self-care are used te collect data from
probability samples of general populations. Since little is know about the content of
self-care, qualitative studieg.are needed to define the range of behaviour in illness.
Uniform definitions of self-care variables must emerge before factors that determine
alternative: forps of care cap be effectively analyzed.

6.4,3 Evaluation studies ‘ Y

Y I GEgT I0 NI iFE DLl s
Eﬂﬁlptt:pn te.p;:;hiq@,thq.nuhjt:t.ai aulf-:lrb mutt be, :uh:nrnn& w1:q buth the nontgnt
uf the cara and with the effecta on self-care of professional care and, public policies.
Safety is an issue frequently raised regarding self-care. While we know little about the
safety  of. aqlf;.trestmente; the. limited. nva:.lnblt.mfomtmn guggests that self-care
pru‘-t,xn%uqa genexally; safe, and appropriate, The. rele‘s;nt. poing  is, that all health care
ticetments nhuulﬁ b, ,pvq[,ua:ad. whether practiced b:.r lay or, prqf,cuian,n]i persons,,  Evaluatioo
has rarely occurred in either case, even thnugh questions of anfety, effm_ncy_ and. costC
effe:twannl cannot be answered w1r.h¢ul: it. ' ' '
U IR RAY L OAT QT ae is . Pdamriel o .
;'-ihen;, selftcare ip qgg;:.dt;qi u npp;ugrut,n nephmlogy. r.he mpﬁ;;tnnce uf. :.‘,ulunl:mn to
slfaty, efficacy and. cost effectiveness is immediately. ql!nrh, There, is, fﬁg example, a
substantial interest in moving some technology from the professional sector to the lay
sector, A grewing, :.qq.u!;:]g L r;um;'efl:ug, professional techpology for lay. access,.g positive
development-ss- long —aw tareful work is dome to ensure that the™ ptoducts and procedures which
are being; ptqduggﬂ.“grg ubl:'e.rp.l;lg. gffectiye,. Singe thege, developments; will be accompanied by a
cnmp'.l..].c.ll:nd‘ array; . gfm empating -interests, some; of .them  commercial,. thn establishment of &
gatekeeping, p{p%ﬂ :I.ﬂ_ﬂ'!ll[;lﬂp to, haalcl'L care uchnolpu}r is, neceasatg to pmtect tha puhlin
interest. Ehaidus tedre W E . ; 4] oy ; :
.. Identification, of; apprppriate: criteria. for evaluating different health, sctivities,  self
care, pruth_u&,,w health. care. aystems, must. precade . the, design of. evaluation studias.
Evaluation should be a continuous process takma into. account both lay and. professional
expectations and performance.
pio wrenlme bug E8LIIZOLNT L OTdsten Daood tpoLaloor e i ‘ : B ‘.
é'hf&"gﬂéiixalfﬂeiiliu digasnan riwdd as spiniged oo L an : CELTI PR E SR (o

Most of the discussion has centred on evaluation of specific practices, procedures or
programmes. . It ia equally gssential .to maintain a societal perspective in the process of
evaluation. Thuu, HMember States. nhould monitor . their laws, ndmm.al:ratwe procedures,
professional practices and mix of prufeasmnal services to assess their impact on self-care
pALLerns. . in: VATipUS: gLRUPE,. Periodic . reviews to. assess progress in terms, of selfscare
enhancing ;u:l],,l.c}tn educatieon and; pr-;lfesnoml practice will be needed,. Studies of the impact
of self-care programmes on sub-groups of the population such as dL:nblzd persons, should be
incorporated into the evaluation process to assure that needs of particular groups are
mrep:appd ;um LpTOgT amme m;lemeqtutwn. . - .2 : vy ;

1 . EE R ET S T i asridanty

L 7. RECOMMENDATIONS

Based, on .the: pregeptations. and deliberations of this Consultation, the participants
developed. recommendations..for eqch of the four major subject areas goncerned with.enhancing
effective self-care behaviour. .

d

Achieving effective and, ethical public policies in health development that take into account
the lay contribuytions to health care = - ey _ , ;- :

1) Member States should be encouraged to recognize the role and importance of self-care as
an tauunql pate. o! a utrutagy\ fur rnacl’::.ng— hunlth fut all.

2) Member States should be encouraged to review their existing laws and take active steps to
eliminate. the barriers, to, and encourage. the acquisition of self-care knowledge and skills
among their citizens,. WHO should assemble representatives of member states to discuss these

1B8UESE.

3) Member States should be encouraged Lo facilitate effective self-care in their populations
by :
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= elimination of financial disincentives to self-care;

- elimination of illiteracy,;
- providing access to appropriate technology for safe self-care;

- providing support services to enhance self care and the ability of families to
participate appropriately and effectively in care-giving.

4) Governments should centre their health policies and allocation of resources in systems
that give highest priority to primary health care programmes that effectively build upon the
lay health resource.

5) Each nation, state and local government should identify local health resources and
technologies appropriate for effective health care based on the principle of the least amount
of intervention (technological procedures, drugs, costs) needed to achieve a particular

health outcome.

6} WHO should work with other international agencies, such as ILO, FAO, UNESCO, UNFPA, and
UNICEF, to encourage member states to develop programmes which assist families with the
enhancement of their health care functions.

Effective strategies for raising public competence in self-care through formal education

1) Member States should be encouraged to accept "health literacy" as a fundamental goal of
public education. To achieve this, pre-school and school-based education should offer
opportunities to learn about self-care both directly as a discrete component of the
eurriculum and indirectly drawing on relevant aspects of other subjects,

2) WHO should advise Member States to recognize the role of self-care in the achievement of
HFA/2000 goals by integrating health education and self-care into all categorical health
programme objectives, activities and targets.

3) Effective self-care education must be rooted in local culture, priorities and values. It
must start with the people, recognizing and building on their concepts of health, disease and
effective care.

4) Teacher ctraining programmes should include education for the teaching of self-reliance
and self-care skills at all levels of formal education systems.

5) Opportunities should be developed both within and outside the formal educational system
to help parents and prospective parents learn how to educate their children for self-reliance

and self-care,

6) Carefully planned mass media programmes using TV, radio, press etc. should increase
awareness of self care and reinforce positive self-care practices in the population. The
effectiveness of these programmes should be monitored continuously.

7} Government-funded health education should be expanded to include self-care education
directed when necessary at particular target groups, using educational methods best suited to
learning in the group and using local media resources wherever possible.

8) Worksites, medical facilities, religious centres and other community settings provide
opportunities which should be wused for education in health promotion and illness relaced
components of self-care.

Adapting the functions of health care professionals in ways which maintain or enhance
self-care competence

1) Institutions concerned with training health workers should seek to integrate self-care
concepts into their curricula. Ways in which this might be accomplished could include:

a. The incorporation of self-care material and techniques in medical and other health
professional textbooks.
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b. Education in communication skilla.

Institutes/courses For the teaching of akille for integrating self-care im clinical
practice,

d. Using well-documented case studies of application im clinical practice (e.g.
Williamson, Tudor-Hart, J. Fry, etc.).

2) Undergraduate and post-graduate curricula for heelth providers should imclude field
studies and practical experience related to self-care behaviour snd appropriate educational
techniques for ephancing self-care practices and lay participation in health care,

3) WHO should request member countries to initiate a process of dialogue with professional
orgaenizations, public health agencies, health service agencies, health insurance esystems,
professional and paraprofessional treining programmes, school authorities and relevant
volunteer agencies and conaumer groups regarding the development of strategies for advancing
concepts of self-care, In particular it would be valuable for WHO and member countries to
initiace survey and research activities concerned with self-care resources in the hesalth
continuum, WHO should request member countries to report aunually oo the implemencacion of
self-care within their healcth, education and. social service . systema, WHO should report
annually to the World Mealth Assembly on progresa in implementing the self-care conecept.

Research and evaluatico priorities and methodological considerations

1) Governments should’ commission studies on self-care behaviour in various communities,
target groups, and groups of pecple with specific risk status or diseases so that the
potential for self-care can be better understood. These studies should imvestigate:

a., the influence of social, cultural and psychological factors om patterns of health
behaviour and symptom-response.

b. varistions in symptom-response patterns between cultures.

¢. individual va. family roles in self-care practice.

d. personal morivations associated with self-care gkill and practices.
e. the impact of health programmes on lay care in commwunities.

f. the effectiveneas of specific educational technologies 1in different cultural
situacions. .

g- cost-effectiveness of self-care intervenmtion in comparison with other interventions
for particular health. problems, with careful attention to avoiding any approaches to

self-care which "blama the victim".

2) Research is needed to clarify the continuum of "primary care" and to identify potencial
differences in cthe dimensions of primary care in the developed countries in relation to the

developing countries.

J) WHO should encourage Member Scaces to evaluate self-care as well as professional cere
techniques,

4) WHO should encourage HMember States to stimulate the comparison of conventional medical
treatment and alternative medical techniques to identify optious that are cost effective,

safe and acceptable to communities,
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