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Technical discussions 

REPORT OF GROUP 1 

The discussions concentrated on five areas: 

1. Concept /focus of health education 
2. Organizational set -up of health education 
3. Community participation 
4. Mass media and health education 
5. Suggestions for strengthening health education 

1. CONCEPT /FOCUS OF HEALTH EDUCATION 
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Focus in health education should be on empowering people with knowledge and ability for 
health care and active involvement in health development. The scope for health education 
should be broad, rather than limited just to health and disease, and should be linked with 
issues concerning lifestyle, development and quality of life. The aim should be the 

achievement of community self -reliance and health. 

While it was agreed that health education had important inputs to make in traditional 
programmes such as prevention of disease, it was stressed that it should also focus on 

problems of development which affect specific population groups such as workers and their 
working environment, target populations such as migrant workers, vulnerable groups such as 

women, children and the handicapped. 

It was also emphasized that health education should identify the factors that influence 

health and undertake studies on the association of economic, social and other factors as well 

as on the obstables to the adoption of positive health behaviour. The latter should 

facilitate health education to focus on priority problems as determined by the socio- economic 

stage of the country itself. 

Health education should aim at enabling people to make choices and should not take a 

moralizing or sermonizing approach in making people feel guilty, should their efforts not 

lead to the desired results. 

It was agreed that health education should focus on individual and community levels on 

the one side, as well as on the political, professional and policy -making levels on the 

other. In some countries, efforts have been concentrated on the former and the need remains 

to influence the political level. It was also agreed that maximum use should be made of 

community resources that have the greatest influence on individual behaviour such as 

religious groups, teachers, women's groups, farmers, herbalists and so on. In this context, 

messages and information provided by people from the community itself have a better chance of 

being accepted and understood within the culture and mores of that community. 

2. ORGANIZATIONAL SET -UP OF HEALTH EDUCATION 

Health education should develop an adequate set -up which is capable of strengthening 

health educaton components of all health programmes in an integrated way and provide the 

necessary professional leadership. 

It should harmonize health education activities with other related sectors and ministries 

concerned with development. Active coordination should be established between the 

ministries of health and education for strengthening and monitoring health education in 

school. It was strongly recommended that health education be taught at all levels of 

education in the school system. 

The structure of the health education set -up can take many forms. A first form is to 

establish this set -up in the Ministry of Health itself. A second, is the creation of a 

health education board which is autonomous and consisting of representatives of the various 

key sectors such as health, agriculture, education, social welfare, information, local 

government as well as representatives of organizations such as community, farmers, women, 

youth, etc. and representatives of professional organizations. It may also take the form of 

a joint set -up between the ministries of health, education, and information. 
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Intersectoral coordination was also emphasized and was stressed especially at the 

intermediate /municipal level which was close to the needs of the people themselves and is 

responsible for programming health activities at the community level. 

3. COMMUNITY PARTICIPATION 

Emphasis was placed on strengthening organized community groups for their active 
involvement in health development. This process was considered necessary for developing 
community self -reliance in health. 

It was felt that once communities have been sensitized and become involved in their own 
decision -making processes and in setting up their own priorities, they can proceed to 

collectively implement their local health programmes using all available resources. On the 

other hand, it was also emphasized that communities should not be motivated or mobilized for 

health action unless the required support is ensured by other levels, thus preventing the 

communities from becoming disillusioned. 

Health education should focus on such community actions which are feasible and practical 
and can be carried out within local realities. 

It was agreed that community participation and involvement implies a sharing of power and 

responsibilities - avoiding the total abdication by the health sector on the one hand or 

domination and exploitation of the people on the other. It ensures a full partnership 
between all concerned in which a total task relationship is developed. 

4. MASS MEDIA AND HEALTH EDUCATION 

It was agreed that we are in an epoch of complementarity in which each sector has special 
strengths which should be recognized and made use of. It was emphasized that the media had 
an important impact on people even if it is a superficial one. It was necessary, therefore, 
to find an equilibrium between mass media and other systems that reach people directly. The 
media should be used to bring out important issues and at the same time these should be 

harmonized with actions taken by the health sector which will influence health behaviour, 
thus leading to better results. In addition, health education should be sensitive to 

critical issues which are the concern of people, and collaborate with the mass media in 

raising the interest of people regarding these critical issues. 

It was also recognized that whilst many people in the developing countries had little 
access to mass media - many of them not knowing how to read and having no access to radios 

and televisions - yet the media had much influence on a small but important segment of the 

population such as politicians and professionals. It was stressed that the media should be 

used in gaining support of politicians for health promotion. 

The importance of folk media in health actions was also recognized and their use should 
be vigorously pursued. 

Finally, it was recognized with some concern that unless the media align themselves with 
health promotion policies, they may concentrate on messages that are not conducive to good 

health, especially through commercial advertising. The mass media should be used by health 

education to deliver the right messages and information on health, and thus play a positive 
role in the whole health development process. 

5. SUGGESTIONS FOR STRENGTHENING HEALTH EDUCATION 

Specific recommendations were made regarding how health education could be 

strengthened. Among these were: 

the involvement of training institutions in the health education process; 
the orientation and training of other health personnel; 

the identification of the health promotive role of various categories of workers 
within and outside the health sector; 

the undertaking of action research; 
enlisting political support for resource allocation for health education; and 

exploring ways of involving professionals arid community leaders in health promotive 
action. 
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The group took note of the statements made by the various participants, who presented 

experiences which differed fundamentally in respect of the operational methodologies, 

according to the political, economic, social and cultural characteristics of each country. 

Common aspects highlighted by the various statements were the commitment to achieve the 

global objective of health for all by the year 2000, and the recognition of its direct 

relationship with socioeconomic development and of the need for active and energetic 

intersectoral action. 

Within this framework stress was laid on the importance of the community for achieving 
the objective, and on its participation in the key strategy of primary health care. 

The importance of health education in relation to primary health workers was also 

stressed. 

1. PROMOTION OF COMMUNITY INVOLVEMENT AND SELF RELIANCE 

Many participants felt that national policies on health education have to be clearly 

stated and often repeated so that they are understood and accepted throughout the health 

systems. One participant recommended that WHO should develop two types of health education 

policies. One short term policy to coincide with the horizon of HFA /2000 objective and the 

other a long term plan that extends beyond this period. 

Some participants expressed the need for a clear definition of a community. What is new 

about health education policies in most countries is that we have now moved from the concept 

of simply "passing on" information from a giver to a receiver to a phase where we now 

recognize that initiatives come from communities and that health and other development 

workers are only facilitators. The need for new policies stems from a basic concern that our 

past actions are not producing desired results and also our anxiety to do better. New 

policies need to draw a lesson from our past actions. Health education activities should not 

be treated as projects with finite termination dates. This is often the result of external 

financing; it should be a continuous process. 

Many participants endorsed the utilization of special groups, such as women, workers, and 

school children and teachers, in implementation of health education programmes. Special 

attention should be given to the role of women and women's groups. It is important to give a 

greater leadership role to women in society. One participant was able to get a negative 

decision on family planning reversed because she was in a position of authority. It was 

observed that one basic difference between developed and developing societies is the extent 

to which women are educated in health. 

Community involvement is essential in any development process - health is no exception. 

Some participants see community involvement as being effectively implemented through strictly 

socialist type of political structure. Community involvement to this group is not 

spontaneous. A certain degree of social engineering is essential to promotion of equity 

because people are often products of their social environment. The support of leaders must 

be sought in the introduction of health education activities. The answer in one country, as 

an indication of highest success, was that the queen served as the chairperson of a committee 

on health. 

One country was able to create a special structure: "National Committee for Health 

Awareness ". Communities already have their own organizations and aspirations; outsiders have 

no right to rearrange things on their behalf. Rural populations are particularly 

disillusioned with unfulfilled promises, therefore health education should not promise more 

than it can deliver. Decentralization was found to have enhanced community participation in 

some countries. 
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2. ENHANCING DECISION -MAKING SKILLS AT THE LOCAL LEVEL 

The group recognized the vital importance of strengthening decision -making skills at the 
local level. Policies should be announced and promulgated which will encourage skills 
development at all levels of the system and particularly in the community. 

Among the specific types of action which should be fostered by these policies, the group 
identified the following: 

(1) It is important that high officials and other programme personages come in contact 
with the people of the community as often as possible. This serves as an incentive for 
the community to participate in the process of developing skills and local leadership. 
It also helps to assure that these prominent leaders are clearly associated with the 
programme. 

(2) Special courses should be provided in the community for various groups, with special 
attention being given to the convenience of time and place. For working people, for 
example, evening or weekend courses may be desirable, and schedules of health workers 
should be made flexible to accommodate this. 

(3) It is not sufficient simply to establish a programme and teach the skills needed to 
implement it. Monitoring and evaluation are essential, and community people can be 
prepared to take active part in these aspects as well. 

(4) Special attention should be given to the use of peer -group techniques. In one 
example cited, these methods had been especially successful in dealing with the problem 
of unwanted teenage pregnancies, and led to the development of other related programmes. 

(5) Health programmes should build upon the skills already existent in the community. 
Full use should be made of the knowledge which is there. 

3. ALLOWING FOR A DIVERSITY OF OBJECTIVES IN POLICY -MAKING 

The need for a broad diversity of objectives stems from the much more comprehensive 
definition of health now being employed in relation to Primary Health Care. For this reason, 

many of the important objectives in today's health programmes are beyond the realm of 

physicians and other members of the institutional health system. 

It is necessary, therefore, that policies recognize the need to involve many other 
sectors and disciplines in attaining these objectives, and that strategies designed to 

translate these policies into effective action take this need into account. 

It is also important to recognize that specific objectives of national programmes may 

differ from the priorities or needs felt at the community level. One clear example cited was 

a household survey in one country to identify the actual needs of the people. The results of 

this survey were then used to develop the country's health programme. 

4. HARMONIZING NATIONAL AND LOCAL PLANS 

Various members of the group expressed strikingly different views of the planning process. 

One country, for example, has developed health care teams at the district level, composed 

of the local medical officer, nurses, community health aides, and other health workers. 

Chairmanship of these district teams may reside in any member. This team is the basic 

planning unit, working in conjunction with lay members of the community. Plans then proceed 

"upward" through the system to the parish and national levels. 

In contrast, other participants indicated that community level planning and participation 

should not be "spontaneous" but rather a part of a structured and centralized system. Some 

communities, it was reported, are not "cooperation- minded ". 

One participant observed that central decisions do not change situations locally unless 

local people are involved at every stage. 
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Mobilization of resources at either national or local level is easily accomplished at a 

time of crisis. For example, at the time of a polio outbreak, the mobilization thus achieved 
in emergency conditions was also used for other purposes. 

5. FACILITATING INTERSECTORAL ACTION 

Several participants reported the successful formation of intersectoral commissions or 

councils at the national level, with the widest possible participation in accordance with the 

characteristics and possibilities of the country. 

It was recommended also that such committees be fostered at the community level, again in 

accordance with the circumstances. It was mentioned that in many cases intersectoral 

cooperation is more easily developed at the local level. 

An example was cited in which agricultural concerns were of the highest priority in a 

given community. Ву developing intersectoral collaboration to deal with these needs, a 

process was initiated which was then used for health and other purposes. Thus cooperation in 

one area becomes a point of entry for a broader programme of development. 

The critical importance of intersectoral cooperation between health and education was 

unanimously stressed. Primary and secondary schools were viewed as major resources for 

health education and community development, for numerous reasons, and teachers were therefore 

identified as essential partners in these efforts. 

It was highly recommended that school health education curricula be strengthened, and 

some participants urged that hygiene become a required course. Children can frequently 

become change agents in their families and communities. 

Other critical sectors for cooperation with health include agriculture, communications, 

and labour. 

6. USING APPROPRIATE TECHNOLOGY 

The need was recognized to take advantage of modern communications technology wherever it 

is available. It was also stressed, however, that traditional folk methods of communicaton, 

such as legends, songs, plays, drums, etc., can be very effectively used in health 

communication. The choice of the appropriate technology for a given purpose depends in very 

large measure on an understanding of the audience - their literacy levels, traditions, 

accessibility of modern media, and similar factors. 

7. MANPOWER 

The group suggests as a necessary practical step for ensuring manpower development the 

introduction of policies to ensure that staff of adequate quality are available in sufficient 

quantity for effective action. In order to train such staff it is important to develop 

machinery for coordination with the education sector and to obtain technical and financial 

inputs from the international organizations. 

Some participants stressed the appropriateness of achieving technical cooperation and 

exchange of information between countries. 

With regard to the training of the specialist staff in "health education ", two different 

views were expressed. Some participants considered there was a need for such staff, whose 

function would be planning, teacher training and supervision, and who would receive specific 

technical training. 

Other participants thought that such specialist staff are not necessary and that some 

countries do not have the financial resources to train them. 

Two participants indicated the need to develop communication packages concerning PIC, 

health education and appropriate technology between the various members of the health team 

and the schools of health sciences. 

Attention was also drawn to the appropriateness of providing health education messages 

for schools and colleges, paying special attention to the teaching staff. 
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8. USE OF COMMUNICATION MEDIA 

The group highlighted the support provided by appropriate utilization of the 
communication media, as an instrument for community health education. It pointed out that 
these media should not only be used to transmit information but could also be programmed to 

develop favourable attitudes within the community, through continuous action. It was also 
suggested that the health sector should be actively involved in planning programmes so as to 

avoid the transmission of messages that might directly or indirectly contradict the health 
policies, or generate negative attitudes towards community health care. In some instances 
mass media have transmitted false or inaccurate information which it was necessary to 
aggressively counteract. 

Some participants suggested it would be useful to promote a policy designed to achieve 
full utilization of the mass media, while others felt that in their own countries it was more 
useful to increase the health education activities conducted by the various members of the 
health team. 

9. RESEARCH 

The group suggested the implementation of a policy that encourages research on the 
various aspects of health education. The necessary resources should be provided for such 
research. The research aspects suggested included those related to the current situation 
regarding health education, objectives achieved, state of progress in the implementation of 
programmes, and other aspects concerned with technology. 

10. INVOLVING THE NON- GOVERNMENTAL SECTOR 

The group considered the following mechanism appropriate for putting into practice the 
political will to involve the non -governmental sector more closely in efforts to promote 
health: the creation of technical committees, at national or local level, to analyse the 
various aspects related to health problems. 

It also suggested motivating non- governmental bodies to participate actively in health 
promotion and encouraging the creation of councils or federations of related non- governmental 
organizations, with the aim of facilitating their participation and avoiding duplication of 

efforts. The role of NGOs was recognized as of vital importance in achieving health goals, 
but it was also noted that they should work within the framework of governmental programmes. 

Recommendations 

1. National policies in health education should be clearly stated, widely promulgated, and 
commitment should be obtained from all those involved in its implementation. 

2. Resources for health education, especially finance, should be increased within the 
overall health programme. 

3. Fuller participation of the community should be achieved in all phases of health 
education programmes at local level. 

4. Health education is universally needed for social change and should be made widely 
availably, with special attention being given to the educational needs of women, school 
children, health professionals and other community level workers. 

5. Strategic planning for health education should take into account the political, economic, 
social and cultural characteristics and the availability of resources. 

6. Infrastructures and processes should be developed and implemented to achieve articulation 
both within the health sector and across other sectors. 

7. The operational aspects of health education programmes should be decentralized to the 

local level. 

8. Priority should be given to training human resources necessary for effective health 

education programmes both within and outside the health sector. 

9. Research should be conducted to provide the scientific information necessary to plan and 

implement effective health education programmes. 
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The session opened with an overview of the desirable aims of health education, namely to 

inform and combat ignorance of harmful practices, ensuring greater awareness and skills in 

individuals and communities as a basis for establishing more effective responsibility for 
personal and community health. This would involve teaching concepts and skills in defining 
risk, posing health problems, identifying choices for action in order to reduce biological 
and social risk. To do this will require political will which translates into establishing 
national leadership, effective administrative authority and educational activities at all 
levels, from children to medical students. In addition health education policies should 
reflect the special needs of specific groups such as workers, mothers, school children etc. 
and the special opportunities they represent for effectively disseminating health education. 

Through all of this basic responsible intersectoral cooperation is necessary to achieve 
effective health education. Health for all starts with primary health care which in turn 
starts with health education. Health education goes along with both preventive and curative 
medicine. This means that in the developing world particularly one must rely heavily on 
health workers, especially at the community level. 

The feasibility of intersectoral cooperation depends on the degree to which the various 
components of the health sector itself interact effectively. 

It appears that the question of intersectoral cooperation is less of a problem at the 
local level where health concerns are perceived as an integral part of development 
generally. It is only as we proceed up the ladder of administrative jurisdictions that 
health concerns become disengaged from the overall development process. At these higher 
levels individual sectors often have fixed values, policies and administrative styles that 
put up barriers to intersectoral cooperation. In addition the term "health education" tends 

to discourage other sectors from joining in health education efforts. Another problem was 
that when other sectors did cooperate, this often resulted in overlap or contradiction in 

goals or methods. This points to the need for a first step in planning cooperation, which 
is clarifying definitions and arriving at a concensus of intent or objective. 

Whether the health education process starts from the community or central level will 
depend on the size, political structure, stage of development and other social and cultural 
factors. Various examples were given which illustrate this point. Nevertheless it was 
agreed that optimizing participation is an important factor and that health policies should 
be sensitive to opportunities for engaging ordinary people in determining health problems and 
in being active in their solution. 

It was recognized that generating effective local participation involves a long term 

effort where the results might not be achieved quickly. Nevertheless the results might be 

more lasting and contribute more profoundly to community development than would more dramatic 
external interventions that might have immediate and highly visible effects. Central 
authority can assist here in providing coordination of efforts between communities as a way 

of strengthening individual community efforts and disseminating successful approaches to 

other communities. There were two schools of thought as to what it takes to get effective 
community participation. The first view holds that illiteracy should be reduced in order to 

achieve a level of competence necessary for effective participation and that the issue should 
receive early attention by health education policies aimed at increasing participation. The 

second view holds that increasing opportunities for employment raises the level of motivation 
for participation aid increased literacy as a consequence of people's understanding of the 

benefits of their skills being used. Policies should, however, be equally sensitive to the 

responsibility of providing central logistical and expert support to communities where those 
resources are minimal or non- existant. 

Whenever front line health care facilities are available these should be made available 

not only for health care but also used in support of community health education efforts. 

Similarly existing educational facilities (one example of political orientation centres was 

given) can incorporate health education activities in an acceptable and economic manner. 
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Several successful approaches to health education that were described emphasized self - 
care. It was noted that lay people can learn quickly important health care and health 
monitoring skills. The point was made that health education programmes should reflect a 
policy that takes into account the lay self -care potential as a way of achieving good health 
results, lesser dependency on scarce professional resources and of reducing unnecessary costs. 

On the question of policies for manpower in health education, the group noted that one 
should start with a broad definition of manpower to include all those who have a role in or 
affect health education policies and practices. This would include legislators and policy 
makers who must be educated with regard to the importance of health education as a priority 
and the reality of local needs. 

While it was agreed that all health professionals have a health education role there is 
no assurance that it is appropriate or effective or that they are even aware of this role. 
It is important therefore that health education skills be built into the training of health 
professioals. Similarly the training of other human services workers such as teachers and 
the clergy should reflect their potential roles in health education. 

A point was made that health education is a serious responsibility and that if 
consciously undertaken by any category of health or human services worker that there be some 
method for ensuring their competence. 

Several members of the group emphasized that while health education specialists can 
perform planning, training and monitoring functions, the most profound categories of health 
education manpower lies in the broad spectrum of human service workers and lay people 
themselves including children. While it was noted that women represented a valuable 
resource in health it was also mentioned that in some societies access to mothers was limited 
by cultural factors. 

Clearly health education manpower policy should reflect the needs of particular 
populations. Policy should take into account the potential health education role of key 
people in the community where their influence aid access are greatest. An example was given 
of young people in the youth movement. 

With regard to mass media, its role in health campaigns is becoming firmly established. 
Media can play a powerful supportive role in health education programmes in disseminating 
norms, alerting the community regarding risks, and in communicating options for health 
action. However it was noted that health education policy regarding use of mass media 
should give more emphasis to local programming and the content should be closer to acceptable 
values of the people. There also should be an effort to achieve greater coordination 
between media with regard to agreement on consistency and appropriateness of content. The 
view was expressed that national health education policy should encourage free access to 
media resources where possible. This should go beyond the current practice of generous 
health education coverage only during a health crisis. 

Effective health education requires a valid and appropriate information base. For 
health education to be effective there must be an acute sense of the social aid cultural 
context in which it is to be applied. There also must be precision with regard to the needs 
and preferences of particular populations. Epidemiological and social surveys can be 
helpful here and the process of undertaking them should involve community people. Community 
self -study and study of the diffusion process are useful tools. Evaluative research was 
mentioned as especially important. This should be focussed at three levels: evaluation of 

content (validity and appropriateness); evaluation of process (acceptance by providers and 
by target population); and evaluation of outcomes (behavioural change). We must answer a 

variety of questions on effectiveness of methods including questions of sensitivity and 

specificty. In addition, it is also important to ensure adequate planning and monitoring of 

health education to maintain simple but reliable and valid records. 

Health education policy regarding technology should emphasize the appropriateness of that 

technology. Appropriate technology takes into account compatibility with local values and 

resources and the local capabilities to apply the technology. This leads to a policy that 

suggests that we look first at the existing resources and how they might be modified or 

adapted in developing technology. Indeed, we can discover effective technology which exists 
in the community at the present time and might be brought forward and applied in a more 

deliberate manner. This technology may in fact be more useful than some more centrally 

planned technology which may be alien to local needs and values. 
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It was made clear that all societies have some form of voluntary resource for health 
education. These may include religious organizations or disease orientated voluntary 
associations. These resources serve a complementary role to official resources and can 
offer access to some populations in an effective manner. From a policy standpoint, these 
non -governmental organizations should be taken into account in planning. On the other hand, 
caution was raised that to maintain the viability of the voluntary sector official policy 
should be careful not to control it. The government's role is to provide a platform for 

coordination. Indeed, one member of the group noted, government policy can help nurture 
voluntary resources through tax incentives or other devices that encourage citizen support of 
them. 

In the final analysis each country must set its own policy priorities with regard to 

health education. Furthermore it should be recognized that new policies are not entering a 

vacuum. They are building on long histories of educational practices in health, both formal 

and informal. Policies must reflect variations within a particular society, especially 

urban and rural differences. But it is clear that to maximize the effectiveness of health 

education requires attention, to policy which rationalizes a plan, nurtures leadership, and 

establishes a firm basis for evaluation. 

- Health education goes along with both preventive and curative medicine. 

- Intersectoral cooperation is dependent on intrasectoral organization. 

- The health education process may be initiated locally or centrally, depending on a 

country's individual situation (e.g. political structure, size, etc.). 

Health education policies should be sensitive to opportunities for involving lay people 

in defining health problems and being active in their solution. 

Policies should also be sensitive to the responsibility of providing support to 

communities where resources are minimal. 

Existing community health and education facilities should be used for health education 

purposes. 

Policies should take into account the lay self -care potential. 

Legislators and policy -makers must be educated with regard to health education as a 

priority and to the reality of local health needs. 

Training of health and human services workers should reflect their roles in health 

education. 

The role of key community people in health education should be acknowledged and utilized. 

The mass media should give more emphasis to local programming and the content should be 

closer to values at the local level. 

There should be more coordination between media as to consistency and appropriateness of 

content. 

Health education policy should encourage free access to media resources. 

Effective health education requires a valid and appropriate information base, and 

multi -level evaluative research is of particular importance in this respect. 

Attention should be paid to effective technology that may already exist in the community 

and might be brought forward and applied in a more deliberate manner. 

Health education policy should take into account non- governmental resources in health 

education and work with them but not control them. 

- Health education policies must reflect variations within a particular society, especially 

urban and rural differences. 
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The following conclusions and recommendations emerged from the discussion of Group 4. 

The Group recognized that health education is not only the first of the essential 
elements of primary health care, but is part of all the other elements of PIC. This fact 
underlines the importance in health education of interpersonal relationships, intra -sectoral 
and inter- sectoral coordination. 

Among the health needs and objectives expressed by the community, the emphasis in health 

education must be placed on simple preventive and active measures undertaken by the community 
itself or by the individual, including changes in lifestyle. 

Concerning community involvement this should not be merely a temporary phenomenon. To 

achieve continuous involvement, structures are required. Several participants mentioned that 

in recent years in their countries there had been considerable decentralization to local 

community organizations. In some countries there were village councils which were 

responsible not only for health development but for all general development efforts, 

including those in education, agriculture, sanitation, etc. 

Such mechanisms at village level were a good example of essential inter -sectoral 

coordination. However, it is common experience that inter -sectoral cooperation is more 

commonly achieved at the field level than at intermediate and national levels. Sectoral 

isolation at higher levels and lack of awareness of what other ministries are doing can lead 

to confusion and failure at the field level. 

In the translation of political will into action in health education 

recognize some of the difficulties which exist. These can include deeply entrenched harmful 

traditions, constraints in contacting the people because of illiteracy and, in some 

countries, considerable linguistic difficulties due to the multiplicity of languages. Health 

education policy must, however, not only take account of the problems but must incorporate 

the deeply -rooted norms and values of the community, for example the extended family system, 

and the past positive experiences of the people. What we do not need is an authoritarian and 

paternalistic attitude. 

It has to be recognized, in respect of inter -sectoral cooperation at the national level, 

that sometimes there are frank conflicts of interest between different sectors. Health 

education about smoking and the tobacco industry is a common example. Not only, however, is 

there conflict of interest, but there is difficulty because of the inertia of the system in 

bringing together the many aspects of government and industry which need to cooperate, for 

example, over such matters as food hygiene or traffic accidents. 

In fostering self -reliance, it is important that health professionals do not themselves 

become part of the problem of dependence. It is true that in many cases they are readier to 

give drugs than talk to their patients. In fact, health professionals to some extent have 

taken away from the people responsibility for their own health, and this is related to the 

high technology of modern medicine which is often incomprehensible to the people. 

To remedy this it is necessary that health education receives much greater attention in 

the training of all health workers. Some workers, for example MCI personnel, are closer to 

the population than others and they in particular need good training in working with people. 

However in medical faculties the situation is notoriously far from being satisfactory in this 

respect. 

Training and education should have as their objective gaining the confidence of the 

population covered and developing the people's skills in planning health action at the local 

level. It is important that training and education be decentralized and this applies both to 

basic and to continuing education. 
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Even if the curricula of health workers in training could be reformed in the near future, 
the countries cannot afford to wait until the, present students become the majority. 
Reorientation of existing staff is essential and must be practical and take place at the 

field level and not merely verbalized in the classroom. 

Education of other key personnel besides the health workers is extremely important, e.g. 

the village school teacher, religious and other community leaders, youth leaders, etc. 

Special emphasis is needed for the education of women in order to help them to fulfil their 
role as the principal health care provider of the family. An important role of mothers is to 

be able to influence the maternal and child health and other PIC services so that they truly 
answer the family's needs. 

Communication between decision -makers in health and health care providers on the one side 
and journalists on the other is also important. One must realize that journalists have a 

compelling need for a strong human interest element in their stories. In turn they must 
recognize their own social responsibility. It is necessary that journalists and health 
personnel should be involved together as equal and respected partners in the planning arid 

provision of health information. 

The Group felt that it was not possible to generalize, in any global fashion, which 
particular medium was most suitable. The circumstances and appropriateness differed greatly 
and it was necesary to be rationally selective so as to reach the real target groups. 

The way in which the message was expressed in the media was crucial. Generalized 
messages had little impact, and a satisfactory result was much more likely if the message 
could relate to the personal concerns of the reader, listener or viewer. 

Research had shown that, particularly when confronting multifactorial disease patterns, 
an integrated approach to health education was much more effective. 

However, the Group emphasized the greater importance and effectiveness of the inter- 
personal communication, which the media could never replace. 

Even here, research shows that merely conveying knowledge is not enough. There are key 
determinants of health behaviour in the family and in the community, and these must become 
target groups, e.g., parents who smoke, or the person who cooks in a family with an obese or 

an elderly person. 

Regarding the role of research, the Group felt that one of the greatest needs was to 

determine what truly are the concerns and motivations of the populations at risk, and what 

are the most effective methods of health education. 

As regards evaluation, it was beset with considerable difficulties, partly because of 

simultaneous unplanned changes and circumstances. It was felt essential at the planning 
stage to identify clearly measurable criteria which could be used in evaluation. These 

criteria would differ according to the different aims of health education activity. 

A useful area for future research in health education would be that which relates to the 

delegation of responsibility and to self -care and lay competence. 

Finally, the Group gave full recognition to the key role of non- governmental 
organizations, both in the past and in present days. It is a well -known fact in many 

countries that it was voluntary organizations, such as parents' groups or religious or 

benevolent organizations, which pioneered important aspects of inter -sectoral health 
education and care. Very often it is only after such organizations have led the way that 

municipalities and government departments begin to accept responsibility for these health 
activities. 
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Health education has a vital role to play in primary health care, although its importance 
has not always been fully recognized. For example, even in WHO, not all regional offices had 
an adviser in health education until quite recent times. Since many governments take cues 
from the World Health Organization in the development of their national programmes, it is not 

surprising that the development of health education in health services has not made rapid 
progress. Therefore, it is necessary to consider new policies for health education with 
particular reference to realities of primary health care in the countries concerned. 

Health education cannot be considered as a separate programme which operates in isolation 
from other health oriented activities. It is, and should always be, an integral part of 
health services and, in the present context, a component of primary health care. In turn, 
health education seeks to influence individual, group and community involvement at all stages 
of primary health care. It uses a variety of approaches: person to person, group, community 
organization and mass communication. For best results, these approaches are utilized in 

combination, recognizing the complementary roles each of them play. 

DEVELOPMENT OF POLICIES FOR HEALTH EDUCATION 

The Group considered whether new policies for health education are always necessary. In 

some cases, it is necessary only to broaden existing policies to accommodate emerging needs 
of primary health care. Where present policies are inadequate, of course, new policies must 
be formulated. 

Some of the areas in which adequate policies are not available were considered. These 
include policies that allow for the utilization of non- governmental organizations, 
traditional medical practitioners, community leaders, women's organizations, trade unions, 
business organizations, and the like. Although primary health care calls for the involvement 
of these institutions, existing policies are not always able to accommodate them. 

Policies for health education for their part cannot be considered in isolation. In the 

first instance, a national policy for overall socio- economic development, including health, 
is required. Policies for health education would thus form part of the health policy. When 
these policies are clear, what needs to be done to implement them will be equally clear. New 
policies for health education are necessary in several respects . One of these is for the 

reorientation of health education services to meet the needs of primary health care. This 
was considered necessary in view of the fact that, in the past, health education services 
seemed to have developed to meet the needs of specific disease control programmes. The PIC 
needs for health education in comparison, are far broader than the needs of disease 
entities. Along with policies which allow for health education within, and by, the health 
sector, additional policies are required to allow governmental and non- governmental 
organizations to contribute to the total health education effort. Some of the government 
agencies concerned are ministries of education, agriculture, rural development, water supply, 
communications and labour. Since these are outside the health sector, policies need to be 

formulated at inter- ministerial level. 

It was noted that mass communications media, such as radio, television, cinemas, and 
newspapers, provide time and space for health -related programmes and messages. Where this is 

not provided for, a policy should be formulated which would make it statutory for the media 
to provide space and time for health education messages. 

Each component of primary health care has an educational component as an integral part of 

it. It was observed that the education is not always planned or provided for within the 

departmental budget. Policy should therefore be formulated to allow for joint funding 
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between health education and the specific component of primary health concerned. The Group 
recognized that there are other factors which adversely affect health education in primary 
health care. Among these are loss of trained health educators on account of transfer to 
other programmes where health education training is not essential. This is a waste of 
trained personnel and policy should be formulated which would discourage these losses. 

Often extensive and inappropriate equipment is utilized for health education purposes, 
depleting the already scarce resources. Such equipment is also difficult to operate and 
maintain and breakdowns are frequent. This is not always warranted in terms of educational 
objectives. Therefore, policies are required to ensure the utilization of appropriate 
technology in health education. 

ORGANIZATION FOR HEALTH EDUCATION 

The Group recognized that health education is an integral part of each health programme 
and thus it forms a part of the work of every health worker within the programme concerned. 
At the same time the Group recognized the need for health education units at local, state and 
central level of the health organization. Each of these units would be manned by, where 
possible, a multidiscplinary team. The team would comprise health educators, mass 
communication specialists, audiovisual technicians and behavioural scientists. The function 
of each unit, is to provide overall guidance in the planning, implementation and evaluation 
of health education activities. To the extent health education units are well -organized, 
well -staffed and adequately financed, it is possible to develop meaningful information and 
education - for -health programmes in support of primary health care. If was observed, however, 
that the health education units are inadequate in several respects when compared with other 
services. 

FUNCTIONS OF HEALTH EDUCATION UNITS 

Health education units, organized in the manner described above, would perform a variety 
of functions. These units would: 

muster political will both for primary health care and health education as a part of 
it; 

support the planning, implementation and evaluation of health education at local, 
state and central level; 

harmonize health education activities at all levels; 

promote collaboration between health and non -health sectors; 

train other health workers, policy makers and administrators for health education 
aspects of their work; 

stimulate individual, family and community action; 

involve, where possible, traditional healers in health education activities; 

initiate educational activities to involve the individual families and their 
community at the grass roots level; 

undertake research and provide data where necessary for various health education 
processes. 

In the light of their own experience, the participants discussed various approaches for 

performing the above functions. 

FACILITATING INTERSECTORAL ACTION 

The Group discussed the special role of school health education as part of the curriculum 
in primary and secondary schools and in teachers colleges. It was contended that unless the 

child is educated for health during his school years he is liable to show relatively little 



А36 /Technical Discussions /3 

GR 5 page 3 

concern for health when he becomes an adult. School health education, therefore, was 
considered to be part and parcel of overall health education. It was considered necessary to 

closely coordinate school health education and community health education. 

THE USE OF MEDIA 

The obvious influence of the mass media in health communication was recognized. In fact, 

communications technology has made rapid progress but not all health professionals have 
recognized its potential. One participant suggested that schools may lose their prominent 

place as institutions of health learning and be replaced by media. 

Taking the foregoing into account, appropriate policies need to be formulated to ensure 

proper and balanced use of media in health education. The Group agreed that, used wisely, 

media presents a powerful ally for health education. Production of material for use by the 

media must be undertaken, utilizing the resources and skills of media professionals. 

MANPOWER DEVELOPMENT 

Invariably, health education forms part of the basic training of health professionals in 

many countries. Where this is not so, action should be taken to include such training with 

suitable content from the behavioural sciences in the basic preparation of health workers. 

BEHAVIOURAL RESEARCH 

Health education activities are often developed without taking into account culturally 

determined behavioural patterns of the population to be served. When these patterns are 

ignored, health education and other programmes are prone to failure. Practitioners are not 

always fully convinced of the benefits to be gained from research in behavioural science. 

Health educators have an opportunity to explain to their colleagues the importance of 

understanding behaviour as an aid to improved programme delivery. There is also a need to 

further develop and improve research methodologies which aim at formulating procedures to 

motivate communities for their involvement in health programmes. This presents a clear 

challenge to health educators. 

ROLE OF WHO AND OTHER INTERNATIONAL AGENCIES 

In the development of new policies for health education, the WHO and other international 

agencies are found to have an unmistakable role to exercise. While promoting national 

policies and programmes, WHO should take the major initiative in developing health and health 

education aspects of the programmes of its sister agencies such as UNESCO, UNICEF and FAO. 

In the field of teacher -education for health, WHO should collaborate closely with UNESCO. It 

is noted that UNESCO has already taken several initiatives in preparing manuals on health and 

nutrition, learning resource materials, material for community health workers and the like. 

The relevance of these activities to meet country needs must be examined, particularly in the 

light of the WHO- UNICEF Joint Committee on Health Policy recommendations. 
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The French - speaking group consisted of some 30 members. In their statements on the 
general topic of the Technical Discussions the members drew attention to the essential 
importance of a political will for primary health care, and particularly for the health 
education components of such care. They expressed regret at the all too frequent gap 
between stated policies and everyday realities, evident even in the behaviour of some 
officials. For implementing the policies adopted, adequate legislative back -up and 
sufficient budgetary resources are indispensable. 

The technical and administrative staff responsible for health should endeavour to 

convince the political authorities of the importance of health information and education 
within the framework of primary health care and integrated development. It should be 
stressed that health in itself contributes significantly to development. The importance of 
substantial changes in attitudes at all levels was mentioned on several occasions. 

The role played by the representatives of religious denominations is often important, 
and their support and commitment should be sought. 

2. PROMOTION OF THE HEALTH EDUCATION POLICY AND INSTITUTIONAL FRAMEWORK 

The participants referred to the existence of a political will for health education (HE) 

in their respective countries. This will has been manifestly reinforced thanks to the 

adoption of the strategy of primary health care (PIC). Several factors have held back the 
formulation of clear policies in favour of HE, and in particular: 

(i) the inadequacy of appropriate legislation; 

(ii) the difficulty that technicians have in formulating appropriate HE policies 
for decision -makers; 

(iii) health is still not fully seen as a factor in socioeconomic development; 
consequently the role of HE in it is neglected; 

(iv) the slight results from several HE projects; 

(v) the lack of and/or the weakness of national structures responsible for the 

organization and coordination of HE programmes. 

The evaluation of national health and HE programmes, the setback to monosectoral 
approaches to health development and HE, and the contribution of the PIC strategy have led to 
a reorientation of the policies which make HE an integral part of general education and 
education for development. 

Among the means already mentioned for promotion of HE policy we may note above all the 
organization of national discussion days and seminars for decision -makers, technicians in 
the various socioeconomic sectors involved, and local personalities including traditional 
chiefs. 
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What has to be done to implement the political will for HE is: 

(i) to ensure the support of political parties and of the mass organizations 

connected with them at the national, provincial and outlying levels; this 

support will be conducive to the mobilization of potential resources and to 

coordination within and between sectors; 

(ii) the setting -up /or strengthening of an institutional framework at the national 

level responsible for coordinating the planning, implementation and evaluation of 

national health education programmes; 

(iii) the allocation of the budgetary and human resources essential for the 

implementation of health education programmes. 

Institutional framework 

The structure responsible for health education may vary from country to country. 
Nevertheless, it must be capable of assisting all the health services, preventive and 

curative alike, the services of other development sectors, and communities to plan, carry 
out and evaluate health education projects and activities. 

In some countries there are associations for the promotion of health education, whose 
members are interested in health education and represent various disciplines. In other 
countries the essential role of the national health education structure is to provide 
methodological support for various other health and social institutions which plan and 
implement health education projects with their own resources. 

The institutional framework also comprises the advisory structures that already exist 
or are being created in the countries, such as the national health councils made up of 
representatives of different sectors. The role of these structures is considered important 
for the formulation of health education policies. 

The institutional framework must be capable of organizing a system of moral and/or 
material motivation for the various development workers engaged in the activities to 

mobilize communities and to modify their health behaviour. 

3. COMMUNITY INVOLVEMENT 

The group repeatedly stressed the importance of such involvement, which is an integral 
part of primary health care. It also discussed a certain number of prerequisites for such 
commitment to be fruitful and the factors which may represent obstacles. 

Among the prerequisites, it was pointed out that such involvement must take place at 
all stages. Several participants gave examples of involvement of the communities themselves 
in evaluation, which can be an important motivating factor and a catalyst of social action. 
Such examples came both from developing countries and from industrialized countries. Another 
prerequisite is to engage in dialogue with the population on its own terms, bearing in mind 
its own standards and frame of reference. Bad communication in this respect is undoubtedly 
the cause of a number of failures. 

Several members of the group questioned whether it was always possible to rely on the 
views expressed by the population when making the necessary community diagnosis and planning 
programmes. Some serious health problems, such as schistosomiasis, may not be felt as 
serious. It is therefore necessary to supplement the information and the opinions received 
from the community with scientific, sociodemographic, medical and economic data. 

One participant noted that the priority needs expressed by individuals were not 
necessarily the same as those of the community, and someone might have to arbitrate. 
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The importance of conceiving health education within a wide framework of efforts to 

train knowledgeable and independent citizens, capable of deciding their future for themselves, 

was also stressed. It is within this overall framework that all levels and all sectors of 

the population need to be made more aware, in order to mobilize their energies for the 

common good. Thus local leaders (administrative and/or traditional), teachers, agricultural 

extension workers, women's associations, youth clubs, religious movements, professional 

groups, trade unions, etc., will be involved according to the circumstances. 

It was not possible to discuss collaboration with practitioners of traditional medicine 

in detail. Several countries are endeavouring to bring this about by engaging in dialogue 

with these practitioners and offering them supplementary training. Among the practical 

difficulties encountered are the fear of registration and bureaucratic supervision by the 
public authorities, the obligation to divulge their methods, and the loss of their prestige 

and /or their clientele. Local situations will need to be studied, bearing in mind the 
importance of these practitioners within their communities. 

In addition to health benefits, which are not always evident at first sight but only 

in the medium and long -term, it is necessary to study where appropriate the possibility of 

providing various incentives or additional motivating factors for the community. 

Finally, it is clear that community involvement can only come about within a climate 
of mutual respect, and with a great deal of attention to preserving the cultural and social 
identity of the population concerned. 

4. PLANNING AND DECENTRALIZATION 

Once a policy has been worked out in the light of the needs and wishes of the communities 
concerned, and an institutional framework has been set up, programmes are planned according 
to the objectives selected. The majority of the group felt that the central level has an 
important role to play in integrating the opinions and contributions of local communities 
into this process. 

Planning is based on the identification of needs, which may of course differ from one 
part of a country to another or even within the same district. One participant stressed 
the need to establish a "geography of health ". Health education activities are planned as 
an integral part of all scheduled health activities. A study should also be made of the 
health education activities which may be necessitated by developments in other sectors, 
particularly when these developments may present health hazards. 

As regards the implementation of the planned programmes, it is important to hand over 
responsibility for this as soon as possible to the local level, under the supervision of 
local health workers, with community commitment and with the technical and managerial 
support of the higher levels. 

Attention was drawn to the importance of evaluating what has been done. This 
evaluation should be planned right from the start and in terms of clear and measurable 
objectives, with the participation of the beneficiaries. 

5. INTERSECTORAL ACTION 

The objective of health for all by the year 2000 can be attained only if health 
personnel combine with the personnel of all the other socioeconomic sectors. The effort 
must be a collective effort, and the personnel of other sectors - education, agriculture, 
information, public works, industry and commerce, to mention only some - must all be made 
aware of the major health problems and know their main implications, so that they can 
participate intelligently in the search for solutions. 

Primary health care is a matter for everyone. All energies must be mobilized: in the 
family, at work, in social groups, at school, and in training centres of all kinds, to ensure 
its promotion. Health education will enable everyone to recognize the importance for 
himself, for his family, and for his community of taking part in collective activities such 
as the construction of sanitation systems or simply helping to finance them. 
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A concerted study needs to be made of sectoral development plans in order to harmonize 
the decisions and avoid wherever possible any harmful repercussions on health. 

6. EDUCATION AND MANPOWER DEVELOPMENT 

Health education has this in particular that it begins in the first months of life, is 

never over and concerns everyone without exception. This is to say that it should find its 
way into all education programmes at all stages in life and in all disciplines. 
Unfortunately it seems that this is far from always being so. 

Health education is expanding more and more in the kindergarten, the primary school, the 
secondary school, and the technical or trade school, and positive attitudes are encouraged. 
However, many programmes still suffer from lack of reference to the health implications of 
the subjects taught. 

Investment would be needed in the training of teachers and of educators in general to 

motivate them and stimulate them to re- examine their educational programmes, revise their 
handbooks, and make health education attractive and vital. This is valid for general 
education, but even more so for those who are responsible for the training of health 
personnel. Health service officials will have to pay attention to the integration of 
health education into programmes providing training both in the treatment and the prevention 
of diseases; they will have to attempt to change outlooks in order for life -styles to 

change. 

Medical students, student nurses and more generally all future members of the health 
team should be trained by specialists in human relations in order to be able to put across 
their health education messages effectively. They should know how to use the various means 
of communication, not so much those within their reach as those available to the populations 
whom they serve. They should still be able to benefit from an education within urban and 
rural communities. 

Priority attention should also be given to appropriate health training for those with 
particular responsibilities: key workers in the social and economic services, administrators, 
police personnel, magistrates, religious leaders, journalists and more generally those 
acknowledged as leaders or decision makers, those elected by the communities and also those 
appointed by the authorities. 

7. USE OF THE MEDIA 

The media should play a determining role in the promotion of community health 
information and education (HIE). Radio, television and the press are effective means of 
arousing opinion and putting across educational messages. 

Several participants stressed the effective integration of health information and 
education. The two activities are complementary. Health information is brought into play 
first with all the available means, after which health education supplements it in depth. 

Current reality shows that most health workers make increasing use of the media without 
always having mastered the techniques. For their part journalists continue to handle health 
information without conviction and often with a lack of knowledge of health problems. 

Although health may be acknowledged as a news topic capable of interesting the public 
greatly, the media do not give it the importance that it deserves. Priority is often given 
to current political and sports news and sensational news items at the expense of health. 

The following activities are proposed to overcome these obstacles: 

- the training of health journalists by the incorporation of health information and 
education into the university course; 
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- preparation of a training programme in social communication for development workers 

and especially for journalists in all the media, as well as for members of the health 

team, instructors in the health sciences and other individuals working within the 

basic communities; 

- the setting up of health documentation and information centres in all Ministries of 

Health and the strengthening of those already in existence; 

- the holding of periodic press conferences at the national level prior to major events 

in the health sphere; 

- the promotion of a permanent dialogue between the Ministry of Health and the national 

and international mass media; 

- encouragement for the creation of posts for press attaches for health at the Ministry 

of Health level and the development of HIE items in all the media; 

- the development of machinery for use of the media to counter the harmful effects of 

some commercial publicity through attractive and persuasive educational publicity; 

- the organization of seminars, workshop conferences and other meetings to ensure a 

constant flow of information between the health sector and the media. 

8. RESEARCH 

The group highlighted the importance of applied research in health education. One way 
of promoting this is to set up a research section within the national health education 

structure. One of its tasks would be to arouse the interest in this field of other national 
institutions conducting research on human sciences. 

The research areas suggested include: 

- an inventory of health knowledge by age, sex, occupation and region, 
including traditional beliefs; 

- studies of the limitations of the contributions made to health promotion 
by different staff and sectors; 

- the potential and limitations of the various educational approaches. 

It is also desirable for WHO to conduct studies on methods and techniques for encouraging 
community participation and to assist in integrating these methods within the various health 
development programmes. 

9. INVOLVEMENT OF NONGOVERNMENTAL ORGANIZATIONS 

On the whole the participants appreciated the contribution of nongovernmental organizations 
and voluntary associations to health education programmes. However, stress was laid on the 
need for governments to coordinate the work of nongovernmental organizations so that they 
supplement national action and do not enter into competition with it. In some countries this 
coordination already exists: the nongovernmental organizations act within specific areas and 
on specific tasks fixed by agreement with the national authorities concerned. 


