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I. PREFACE 

1. Preparation for the Technical Discussions 

In October 1973, a preliminary document,1 in the form of a suggested outline for use by 

countries in discussing the subject was prepared and forwarded by the Director -General to 

Member States and Associate Members (C.L.39.1973 dated 3 October 1973). A similar letter was 

also sent to intergovernmental and nongovernmental organizations in official relations with WIC 
The 62 contributions from Governments and from intergovernmental and nongovernmental organiza- 

tions which had been received before 22 February 1974 were used in the preparation of the 
Background Document- which formed the basis for the Technical Discussions. These contributior 
in addition to those publications contained in the Selected Bibliography- were available for 

consultation. 

2. Programme of work 

The First Joint Session of the Technical Discussions was opened on Friday 10 May 1974, by 

the General Chairman, Dr C. E. S. Weeratunge, Secretary for Health, Ministry of Health, Colombo 
Sri Lanka. 

After the General Chairman's opening address,- group discussions took place during the 
morning and afternoon by a total of 240 participants divided into eight groups. Reports of 
these discussions were prepared through the joint efforts of respective Group Chairmen, 
Rapporteurs and Secretaries. The participants received a copy of the group's report to which 
they were assigned, and additionally copies of all reports were made available prior to the 
opening of the Second Joint Session which was held 9.00 a.m. Saturday 11 May 1974. After his 
opening statement, the General Chairman allocated 30 minutes to enable participants to read all 
reports which was followed by his presentation of a summary of their contents. The General 
Chairman then invited group officers and participants to comment on the summary and opened the 
Session to general discussions. 

1 
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II. OPENING ADDRESS BY THE GENERAL CHAIRMAN 

We meet today in an age of many contradictions, in the midst of a world in turmoil, with 
many countries facing unprecedented crises, striving for survival, people torn by misery, 
disease and starvation. On the one hand we have a world getting closer in a cosmopolitan 
sense, a world of rapid technological progress never seen before in the history of man, and 

a glimmering of hope in the few with global perspectives. On the other hand we have people 

drawing away from each other, showing complete lack of concern for and understanding of their 
fellow beings, man's inhumanity to man becoming more than a mere catch phrase. This is the 
environment in which we live, the environment which we have created, and which has created 
us. One might hear the whisper of one fellow animal observing mankind saying to another, 
"Homo Sapiens, a contradiction in terms ". 

I am happy to see those entrusted with the responsibility for the health care and well- 
being of their fellow men showing increasing concern over man's social environment, which 

strikes me as the most important component of the human environment. Economists and 

community planners working side by side with medical personnel in many parts of the globe 

are giving their attention to this important facet of the human environment. Gone is the 

time when medical men worked in isolation. Apart from interdisciplinary cooperation within 

the medical profession, there seems to be much cooperation with behavioural scientists, 

which is a definite advance in the right direction. Good doctors are being identified as 

those who treat people and bad ones as those who treat cases. 

This increasing concern of man for the wider economic and psychosocial context in which 

we live has prompted the Executive Board of the World Health Organization to highlight the 

social and human aspects of our environment at the Technical Discussions this year. It is 

indeed a pleasant task and a great honour to be invited to chair these discussions. 

The Secretariat and the consultants, Dr Karl Evang, formerly Director of Health Services, 

Norway, and Dr Peter Sainsbury, Director of the Medical Research Council Clinical Psychiatry 

Unit, Graylingwell Hospital, England, have spared no pains in preparing the documents 

circulated amongst Member countries, intergovernmental and nongovernmental organizations. 

These exhaustive documents, though covering very many aspects, will help to keep to the 

subject under discussion without getting lost in the ramifications of a many faceted problem - 

the psychosocial aspects of the human environment that have an important bearing, whether 

positive or negative, on health and on the quality of life. The response to the suggested 

outline has been very encouraging, and the valuable contributions made by members and 

organizations, incorporated in the background document, will enable us to look into this 

problem at some depth. The excellent documents presented so lucidly need no amplification 

apart from some remarks to stimulate discussion amongst participants. 

The developing countries have spent a long time in planning, organizing and implementing 

health services, very often at much expense, to achieve present -day levels of health and 

standards of living. It has been no easy task with the resources available. Indeed, it 

is only in recent times that technical talent became available in those countries. This 

in fact could be said for the greater part of the globe which is still striving to develop. 

More developed countries, with their financial backing and achieved advances in 

technology, have been successful both in the curative and in the preventive fields of 

medicine. However, the methods adopted by those countries cannot always be applicable to 

all developing countries. 

In the last decade or two, even the developing countries have made a more significant 

attempt to make the most of the meagre resources available through better methods of planning 

and continuous evaluation to provide better health services to the people. In an effort to 

conserve their resources, they have had to resort to innovation, improvization, experiment 

and pilot projects as feasibility trials before launching upon major programmes. 
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Whilst developing countries are engaged in this struggle, the programmes of the more 
developed countries, blessed with better financial resources, technical personnel and 

equipment, are often outmoded. Having lowered their morbidity and mortality and increased 

their span of life, they find themselves with new problems cropping up. The pattern of 
morbidity is now shifting towards a higher incidence of cardiovascular diseases, psychosomatic 

diseases and accidents. Problems of adaptation - to home, to school and to work - make 

a significant contribution to both mental and somatic diseases. 

Achievements in the health field also seem to have their price. Apart from the 
financial burdens developed countries must bear in maintaining their health services at 

present levels and providing the social benefits to which they are now committed, the mania 
that already over -specialized disciplines have for going into the minutest aspects has made 
the treatment of patients highly impersonal. More and more patients are treated as cases 
and less and less as people. Village rustics and sophisticated urbanites all clamour for 

the services of specialists, very often bypassing the more comprehensive health care available 
at the grass root level. Whilst medical administrators should look into ringing in the 

necessary administrative changes with better management techniques, university medical 
teachers will have to seriously get down to gearing their curriculum towards providing the 
skills that are necessary for the various jobs to be performed at the various levels of the 
health services. Many countries are now considering the creation of new types of health 
personnel. All this means extra work - planning, programming, and pilot projects - over 
and above that of still maintaining the services to which they are committed. 

Environment is often considered to be the natural environment in which man has survived. 
We tend to forget that the "sapiens" part of "Homo sapiens" has created a multitude of 
problems in our environment, perhaps more than those contributed by nature. Adam started 
with Eve as the only person in his human environment, but his progeny now have to contend 
with the family members, friends, workmates and associates who form their immediate human 
environment. Social groups in their community and neighbourhood, in their economic and 
occupational class and the larger society and culture to which they also belong have all 
made their contribution to their physical and psychological health or ill health. 

We should consider: 

(a) the psychosocial and economic factors having an impact on the incidence of 
physical illness, mental disorder and socially deviant behaviour in communities, and 
in individuals; 

(b) the role the health services can play in identifying, within the community, 

problems of social relationships, the social stresses affecting different categories 

of people, and those members whose needs are greatest; 

(c) how the health services and participating citizens might jointly implement an 

effective environmental health policy. 

Note has to be taken of the interdependence of the physical and social environment and 

the psychosocial environment of man. Health services entrusted with the responsibility 

of promoting health have to study closely the relationship between health and the various 

facets of the social environment. Hence, the basic requirement is to examine the role that 

both familiar and more innovative health services mightplay in enhancing health conditions 

in the environment of the home, workplace, school and community. 

Our discussion will be concerned with the relation of poverty to human misery and 

disease, the impact of rapid social change on health, the common sources of stress arising 

from the individual's everyday social experiences, and their impact on the incidence of 

mental and physical illness. The law of the land, customs, beliefs and traditions all 

regulate the interactions among groups of individuals and families. Cognizance will have 

to be taken of the harmful effect of mass poverty and gross social inequalities on the 
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health services. It is necessary to identify those aspects of the social environment that 
affect people's psychological and physical health and well -being and design the administrative 
strategy accordingly. We need not be despondent and look only at the gloomy side; the 
social environment can also improve health, add to the quality of life and provide 
opportunities for man to achieve a sense of fulfilment. Customs and traditions favouring 
health must be preserved. Beneficial social behaviour, such as community participation, 
should be restored when, owing to social changes it has disappeared. Rapid industrialization 
has left a trail of urban squalor and alienation, whilst technical advances may have 
contributed to monotony and loss of job satisfaction. These harmful influences on health 
need our urgent attention in the present context of rapidly changing social and cultural 
patterns, particularly in the developing world. 

In many countries we still have to understand that, if standards of living are raised, 
better planned housing provided, and more attention paid to education and the organization 
of activities to cater for people's hours of leisure, it will be a significant contribution 
to human contentment and happiness. But if we allow malnutrition, poverty and alienation 
to take their toll, fatigue, illness, despair and overt mental disorder will be our lot. 

In considering the role of the health services, we have suggested that we should 
concern ourselves with the local level, taking into consideration all types of services 
responsible for dealing with the health of the smallest administrative unit in a country. 
However, the problem of varying demographic and social groups among countries still exists. 

If we are to discuss a national health policy for the human environment, we shall have 
to take note of the health needs, the resources available, both financial and personnel, 
and the administrative structure, all of which differ from country to country. Strategy 
will have to be devised to share the functions and responsibilities at the various levels: 
central, regional and local; administratively, technically and financially. Recruitment, 
education, the orientation and deployment of personnel - professional, "traditional ", 
paramedical, nonmedical, volunteers, skilled and unskilled will have to be made available 
in adequate numbers at the correct places to implement a programme for environmental and 
general health care. The role of the nonmedical specialists (e.g. economists, administrators, 
lawyers, architects, etc.) will have to be worked out. Finally, the extent to which 
technological development and rationalization of management might increase the effectiveness 
of health services will also have to be considered. 

Citizen participation and the role of the health team in involving the community have 

paid ample dividends in many countries. With increased participation some countries have 

even witnessed a demand by citizens for involvement in decision -making at technical levels. 

Assistance from volunteers, when directed into correct channels, helps more effective 

implementation of projects as participation makes citizens feel that achievement comes to 

them through their own efforts. Financial constraints are often overcome through volunteer 

services. Insensitive officials either at the periphery or the centre who are oblivious 

of the socioeconomic background could be made to see the light when local citizens point 

out their own environmental priorities. Participation of citizens boosts community 

morale, giving a sense of "togetherness ". Local participation could be activated by 

inviting community leaders to help decide on priorities or on the formation of citizen 

committees to assist health workers. The people may even form joint committees with 

health workers. Citizens so motivated who are elected to political bodies, whether local, 

regional or national, and who occupy positions at decision- making levels, could form a very 

effective lobbying force to see through environmental health programmes. 

So called "scientific" truth in fashion today may tomorrow prove to be far from the 

truth. In a world of continuous flux and change, with an exponentially growing population, 

increasing constraints on nonrenewable resources, dwindling food reserves and increasing 

pollution, priorities keep changing all the while. However good and well- intentioned 

long -term plans may be, new problems constantly arise. These are the problems that need 
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immediate solution if the people are to be satisfied. For countries struggling to develop, 

strangulated in a vice of financial constraints, all this means precision planning. The 

health services have to accept this challenge. It is not possible to define a fixed role for 

health services when the socioeconomic pattern of one country differs so much from another. 

The pattern of change also varies. It is against this background that preservation or 

restoration of the full effectiveness of the human environment in the promotion of health 
in a country has to be worked out by the health authorities of that country. 

Those gathered here from different disciplines represent countries with varied 

environments, varied sociological conditions and varied rates of development. The 

cultures, traditions, beliefs and forms of government are different. The background 

inherited from the various civilizations is also different. Our approach to the human 

environment must therefore be from different angles. In the course of our discussions we 
shall be able to share our experiences, exchange our ideas and seek remedies to our problems. 

However varied the interests you represent, however diverse your opinions, we are, in spite 
of this background of diversity, still bonded together as members of one human race. We 
live in momentous times, where there is not much time for idle talk or academic discussions. 
Natural man, now metamorphosed into industrial man, is rapidly moving into a post -industrial 
phase, perhaps in an attempt at survival. The dice is heavily loaded against us, however 
Homo sapiens, I am sure, can rise to the occasion. We meet in a nonofficial capacity for 
an informal exchange of views and experiences. The Hommes sapientissimi gathered here 
today, representing the cream of those responsible for the health care of the brotherhood of 
nations, will, I am confident, under the umbrella of WHO, contribute the "mostest" (if I am 
permitted to use this word) towards the formulation of guidelines for an action -oriented 
strategy to preserve or restore the full effectiveness of the human environment in the 
promotion of health. 

III. SUBSTANCE OF THE DISCUSSIONS 

Introduction 

There was a general agreement by participants in the Technical Discussions that this 
year's subject was timely and useful. All over the world, regardless of the stage of 
economic and technical development, the size of the country, its political and economic 
system, its social standards and value systems, health services are confronted with a host 
of new challenges arising from difficulties made by man and not by nature. 

So many debates on public health have been concerned with strictly impersonal biological 
and physical problems connected with the man -made environment. The Executive Board, there- 
fore, felt it important to give the participants a chance to discuss a more human approach 
of the interrelations between health and the environment. 

Despite the vastness of the subject and shortness of time, a deep interest was 
engendered. Several groups expressed the desire to continue debate and discussion at 
regional and national levels. 

Although priorities must vary from country to country, there is much common ground in 
the problems the various countries have to face. There was a general feeling that more 
reliable information was needed about psychosocial factors, their influence on health and on 
the organization and delivery of health services. Solutions to problems will naturally, to 
a large extent, be country -specific. Yet there were many common factors in the countries' 
approaches to the problems they had to face. The need for international and national 
coordination of effort was evident. Such coordination can save time and money, and avoid the 
repetition of mistakes. Not only do health services need to coordinate their activities; 
it is equally important to achieve an integration of activities of the various bodies that 
should be involved in this work. 
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1. Psychosocial and socioeconomic factors of the environment influencing health 

All were in agreement that consideration of the effects of the socioeconomic environment 
is crucial to the understanding of the prevalence and prevention of disease, and to our 

attempts at improving the quality of life; and more specifically that psychosocial stressors 
contribute to the causation, course and outcome of illness. 

In the opinion of some members from the developing countries, the pressing claims of the 

biophysical environment (control of the communicable diseases and malnutrition, for instance) 
are of such a high priority that it is inappropriate to direct attention to the sociocultural 

aspects. However, the consensus was: 

Firstly, that the social and physical facets closely complement one another, and conse- 

quently, in order to tackle these urgent problems, the natural and man -made environments need 

to be considered: e.g. malnutrition is inseparable from poverty; the increased prevalence 

of venereal diseases from social factors and changing sexual attitudes, and effective treatment 

from psychosocial obstacles. In this respect the developing and developed countries face 
many common problems. 

Secondly, that the delivery of services and introduction of preventive measures demand 
not only a proper grasp of the cultural obstacles to innovations, but also the development 

of techniques which modify customs harmful to health and foster those which enhance 

health. 

Thirdly, that many of the major health problems societies now face can be ascribed to the 

adverse effects of social and technological change. Unless they are recognized and dealt 

with quickly it may become increasingly difficult to reverse the harmful domestic, occupational, 

educational, and recreational patterns of living, to remedy the consequences of the disappearing 

sources of energy and materials, and to maintain the as yet unsullied natural surroundings. 

A definition of the environment pertinent to the promotion of health was cited and accepted: 

"the creation for mankind of an optimal physical, mental and social environment, and the gradual 

elimination of conditions known to disrupt our ecological system ". 

The social and economic factors affecting health are interdependent and cannot be consi- 

dered separately. The views of the discussants on man's relation to his environment in so 

far as health and the provision of services are concerned may therefore be presented as follows. 

1.1 The ecology 

It was generally held that in a community which is impoverished or disorganized and which 

has alienating socioeconomic conditions, there is a high prevalence, as many epidemiological 

studies attest, of mental disorders, suicide, delinquency, alcoholism, drug abuse and other 

expressions of personal unhappiness arid social disorder. 

It was also pointed out that with regard to affluence, adverse consequences of another 

kind are common, such as cardiovascular disorders and lung cancer, although inappropriate 

life styles in these cases are subject to favourable modification by sociomedical action. 

1.2 Environmental change 

Man's difficulties in adaptation to a rapidly changing set of environmental circumstances 

were seen as a major problem. The consensus was that the rate of change which accompanies 

technological and industrial growth is particularly disturbing, and that in certain developing 

countries economic change (such as inflation) is accelerating to such an extent that the 

consequences are difficult to envisage. 
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Circumstances listed as relating to disease and social deviance were: 

(a) Mobility of populations 

Immigrants from rural into urban areas often cause not only urban overcrowding and 

disturb the demographic balance, but also deplete the rural communities, resulting in a 

residue of the elderly and less able individuals. 

Uprooted immigrant workers frequently find it difficult to assimilate into the host 

community and thus are at risk for many physical and behavioural disorders. It was observed 
however that when assimilation does take place the ill effects tend to be avoided. 

The introduction of diseases was also cited as a problem resulting from immigration 

and tourism. 

Unplanned or large -scale mobility within an urban area also creates such hazards as 

the need to commute long distances, and be rehoused in large impersonal appartment blocks, 
both of which can often disrupt communities and isolate people. 

(b) Population growth 

Rapid population growth due, for example, to increased life expectancy has brought 
its own problems and aggravated others. It was contended, however that the adverse 
effects of urbanization were due more to factors such as unemployment, poverty, squalor, 
needs outstripping the health services, lack of essential facilities and so forth, rather 
than overcrowding per se. 

(c) Urbanization 

The concomitants of urbanization which were mentioned as affecting health included: 
accidents, air pollution and noise - a survey in one country pin -pointed noise at night 
as being the most common complaint. 

With regard to environmental changes, however, there was also agreement in stressing that 
much sociocultural change is clearly for the better and that with a rise in economic standards 
poverty and its concomitants may diminish; nutritional, housing, and educational standards 
may improve; the health and welfare services can become more effective; and there often is 

an overall gain in the quality of life and in community morale. 

1.3 Psychosocial stress and the environment 

Many attributes of the environment were identified as stressors specifically conducive 
to illness. They included pollution, overstimulation (noise and urban diversity), under - 
stimulation (monotonous working conditions), time budgets, and the increasingly high demands 
schools are making on children. 

In a wider sense, the psychosocial effects of despoiling the natural environment, war 
and the threat of war, large -scale physical and social catastrophes, and the,, individual's 
sense of impotence in the face of powerful and impersonal social processes, all engender 
frustration, leading in turn to drug dependence, "opting out ", violence and other deviant 
behaviour. 

1.4 The cultural environment 

The medium whereby beliefs, standards and customs, particularly those concerning health 
and care of the sick are transmitted to members of a society, was also widely commented upon. 
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These included, for example, the role of the native healer, attitudes towards new methods of 
providing care, cultural obstacles to the introduction of preventive measures, etc. 

The conservatism of the medical profession was also seen as a barrier to the recognition 
of the wider psychosocial or holistic approach to health. 

In this context discussants also commented on the impact of sociocultural changes on the 
health and well -being of the social groups making up a community: the changing role of women, 
and the perpetuation of their low status in many countries; the beneficial and adverse effects 
of the extended family with its innate parasitism and the nuclear family with its lack of 
support; the effects on children of small families with both parents working; the "generation 
gap" arising from the exposure of young people to the conflict between traditional standards 
and those of say, an urban environment; the isolation both domestically and occupationally 
of the retired elderly and so on. 

1.5 Needed statistical information and research 

In the replies from countries as well as in the discussions, the need was strongly advo- 

cated for statistical data and for epidemiological research into the interaction among the 
physical, social, cultural and economic conditions of the environment; applied and operational 
research into the effects and effectiveness of environmental health services; and laboratory 

studies into the psychophysiological effects of stresses in producing structural and functional 

disorders (e.g. psychosomatic illnesses). 

Pleas were unanimous for devoting greater effort to identifying more precise and relevant 

criteria to define: 

(a) social indices including measures of social change; 

(b) stressor agents; 

(c) outcome or effect indices over and above mortality and morbidity rates; 

(d) established norms and standards. 

All participants stressed the need for collaborative research by multidisciplinary teams 

which would include not only medical specialists, but also statisticians, sociologists, 

educators, economists, geographers, etc. 

With regard to methodology the indicated needs were: 

(a) reliable census data and surveys designed to identify those social, demographic, and 

cultural high -risk groups and the predisposing circumstances, for selected diseases and 

for disorders hypothesized as dependent on specified environmental conditions. These 

would include, for example, defining stresses of work in automated industries, the effects 

of compulsory retirement on health, the effects of changes in family roles and composition 

on the incidence of disorders in children and parents, social mobility factors, etc.; 

(b) more reliable morbidity data based on satisfactory samples; 

(c) the exploitation for epidemiological purposes of data already available, e.g. in 

schools and factories. 

Other priorities included: 

(a) operational research into the extent to which services are meeting needs, amelio- 

rating harmful features of the environment, and providing consumer satisfaction; 
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(b) evaluative research into the effectiveness of different types of environmental 

programmes and service organizations in obtaining their objectives; 

(c) Using schools, the workplace and immigrant communities as population laboratories 

to study the effects of social change on health. 

The importance was generally recognized of setting up machinery whereby priority environ- 

mental problems in a country might be identified, and data on the effects on health might 

be rapidly fed back to the planning departments and to field workers. 

It was pointed out that useful action can (and often must) be taken without the necessity 

for time consuming investigations into the details of intervening factors. 

2. Role of the local health services 

Many participants stated that local health services should take into account all 

environmental factors influencing health. The main reasons for this view were the characte- 

ristic limitation of resources and manpower, and the undesirability of a number of agencies 

being involved in the delivery of health care. A need was expressed for one coordinating 

agency, which should be the central health authority. 

With regard to the definition or meaning of "local health services ", it was considered 

that a local health service is one which could deliver a comprehensive cluster of services to 

a defined community, regardless of its size. 

Thё local health services in the developing countries could not renounce the services of 

the indigenous systems of medical care because the cultural evolution of people is such that 

more confidence is placed in these indigenous health workers than in modern medical 

professionals. 

Again the attitudes of the health personnel may need changing since their approach to 

health problems may be too medically oriented. A sound knowledge of morbidity and social 
factors is needed to create the milieu for efficient development of health services and their 

public acceptance. 

Under the assumption that a local health service should take into account all environ- 
mental factors influencing health, it was emphasized that there would be a need to revise 
curricula of all health personnel in order that the members of the health team could cope with 
these new problems. Furthermore, due to the present trend of over -specialization and lack of 
manpower generally, there is a need for the training of auxiliary health workers. 

Legislation needs to be introduced to enable the strategy devising and planning body to 
function adequately, and to develop comprehensive local action as necessary for programme 
implementation. 

Perhaps somewhat in contradiction to the broad task allotted to the local health services, 
it was stated in one of the groups that specialized community health activities, currently in 

the hands of voluntary organizations (e.g. care of the chronically ill, mentally disordered 
and elderly) should remain there. However these should be registered and federated to avoid 

duplication of effort. Such activities were ongoing in many developing countries and were 
proving to be most useful in assisting both central and local health services. 

Efforts should be made to integrate medical and social work based on the socioeconomic 
background of the community. However, to reach this goal the health personnel have to change 
their roles and attitudes, and the concept of team work must be brought into the public health 
field to a greater extent than often seen today. Many participants urged that a social worker 
should be added to the team of doctors, nurses and health inspectors. There were differences 
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of opinion about the desirability of developing field -based community services as compared to 
institutional services. Several participants stated preference for the solution of community 
services, as these were considered to be cheaper, more human and afforded the possibility of 
"active services ". 

There was a suggestion that the health services should be responsible for some of the 
activities carried out by other ministries, such as social affairs, or the newly 

established ones for environmental protection. However, some participants expressed reserva- 

tions on this approach and, instead, opted for coordination among all of the ministries 

involved in the health and well -being of man. 

A more conventional or traditional view as to the role of local health services under 

present circumstances was also tendered: namely, it is not the task of health services alone 

to repair or resist the effects of environmental deterioration, but rather it is the responsi- 

bility of all society to help overcome these negative effects. 

However, taken as a whole, there seemed to be a clear majority for the view that the 

traditional scope of local health services should be broadened to give multidisciplinary 

general health care that is linked to social welfare services, that with community social 

development there is a growing demand for the government to supply such services and that the 

medical and paramedical personnel are not adequately trained in this direction. 

3. Citizen participation 

3.1 Methods making the ordinary citizen more aware of local health and social issues 

One weakness in most types of health services is that it is left to a person without 

professional knowledge in the field of health - the patient or his family - to decide whether 

he will visit a health worker. 

Appropriate education is generally accepted as the most effective way to encourage 

citizen participation in health care. Such education should be directed to both children 

and adults. This programme should be planned centrally by a trained educator working in the 

health authority. The work should be carefully coordinated with educational and other 

authorities. In addition to formal association with ordinary schooling, there are many other 

opportunities for health education, e.g. in medical practice, at maternal and child health 

clinics, during outpatient and inpatient hospital care, and in fact by all health workers 

during their regular duties. 

All this implies a broader role for health personnel and to achieve this new role radical 

change is required in traditional training curricula. This would need to be especially 

prominent in medical education. Such training, in turn, necessitates a multidisciplinary 

approach to create a proper training syllabus. 

In addition to health workers and teachers, religious authorities in some countries would 

constitute an important group for the provision of health education. Other groups have a 

definite role to play such as consumer unions and environmental protection organizations. 

Similarly, proper use of the mass media should be fully exploited. 

If health services are well suited to the actual needs of a community, as their accomplish- 

ments become obvious to the ordinary citizen, this should produce a positive educational effect. 

Social barriers which may be subtle and not easily corrected by general educational 

techniques, should be studied to evolve cultural conditions which will promote citizen 

participation and understanding. 
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3.2 The form of citizen health committees 

The exact form of these committees is not important and is often determined by the local 

political systems. What is important is that these committees should properly represent the 

community, effectively liaise with local health authorities and have available well -informed 

advisers. Ideally, these committees should be multidisciplinary and formed spontaneously. 

3.3 The function of citizen health committees 

Again this must vary with the local political system, but for their most effective 

functioning there should be a continuous interchange with the central health authority con- 

cerning decisions and advice. Further, the role is heavily dependent on the level of socio- 

economic development and education of people. 

Committee roles should include fact finding, programme initiation and evaluation, as well 

as an advisory function. However, some participants felt that these committees should never 

have executive powers. 

IV. DESIRED INTERNATIONAL ACTION 

In considering the need and possibilities for international action in this field, three 

agreed bases are: 

(a) the importance of all aspects of the human environment, including the psychosocial 

and socioeconomic factors for human health and man's well- being; 

(b) the increasing awareness that psychosocial factors can precipitate or counteract 
physical and mental ill health, profoundly modify the outcome of health action, and 

influence the quality of human life; 

(c) the resulting need for a holistic and ecological approach in social and health 
action and for the corresponding reorientation of medical and paramedical education and 
training. 

With these notions of the human environment in mind, increased WHO action is suggested 

with respect to the following points: 

1. Education and training of national health personnel; 

2. Provision of consultative services and performance of pilot programmes; 

3. Leadership in the coordination by WHO of its health programmes with those conducted 
by other international agencies, and the incorporation of health matters into current and 
future international plans of action (e.g. the currently discussed World Population Plan 
of Action). 

4. Elaboration of definitions of health indicators and standardization of the nomen- 
clature used in biophysical, biochemical and sociomedical studies; 

5. Stimulation and coordination of national and international studies on the psychosocial 
and socioeconomic influences of the human environment on the health and well -being of 

populations; 

6. Organization of an Expert Advisory Panel on Urban Planning, to be comprised of persons 
representing the physical as well as psychosocial viewpoints; 
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7. Dissemination of available information in such a way that countries can practically 
benefit from each other's experiences; 

8. Publication of a World Directory outlining different health systems; 

9. Continuous monitoring of the environmental factors affecting health, of morbidity 
and mortality of populations; multidisciplinary evaluation of social health action; and 

feedback of results to the decision -makers concerned. 



General Chairman 
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