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Foreword 

This book will interest all who recognize that health is a far 
wider field than what is usually seen within the scope of health 
practice. If disadvantaged and underserved persons in every part of 
the globe are to enjoy the benefits of good health, it is essential for 
every man, woman and child to "think health"-to recognize health 
implications in almost every facet of daily life and take the right 
kinds of action, both for combating health problems and for helping 
themselves and their neighbours towards healthier ways of living. 

Health education and promotion lend themselves to a wide 
range of interpretations. Health education and promotion are, in 
essence, social and political actions for health. They seek to empow
er people with a knowledge and understanding of health and to 
create conditions conducive to the pursuit of healthy lifestyles. But 
bringing this simple message to all humanity calls for an effort of 
understanding and will on the part of all concerned-from govern
ment level down to each individual, even children. It is never too 
early to start learning, and teaching, the messages of good health. 

It is in this context that the World Health Organization con
ceives health education and promotion. The illustrations and stories 
in this book are sound evidence that approaches and activities that 
promote health and well-being are already being applied in the 
developing world. 

vii 

Hiroshi Nakajima 
l)irector-CTeneral 

World Health Organization 





Chapter 1 

Health for all: global 
well-being 

Health has been a prime concern of humanity since the dawn of 
history. Some of the earliest written records refer to the struggle 
against disease and to the contrast between the factors that made for 
a long and healthy life and those that made life short and harsh. 

Today we have the knowledge and tools to prevent many 
diseases. We know how to improve our health and how to give 
ourselves, our families, and our communities the best possible 
chance of staying healthy. Unfortunately, that knowledge and those 
tools are not evenly distributed among humanity. Nor are they 
always used well or given appropriate priority. 

Great advances have recently been made in health sciences. We 
now have a better understanding of risk factors for many conditions 
and better epidemiological information on health status, ill-health 
and premature death at different levels of society. As a result we are 
more aware than ever before of inequities in health. 

The World Health Organization (WHO) was created in 1948, 
with the ultimate aim of making possible the attainment by all 
people of the highest possible level of health-not merely the 
absence of disease but health as a state of complete physical, mental 
and social well-being. Though the nature of health problems and 
strategies has changed since that time, the central purpose remains. 

Over the years, it has become clear that substantial improve.
ments in health cannot be achieved without improvement of social 
and economic conditions. Poverty, poor living conditions, lack of 
education, illiteracy (including health illiteracy) and the lack of 
information or ability to make decisions about one's health-these 
are all major impediments to health. 

The Declaration of Alma-Ala 

The vital need for greater social justice in order to improve 
health was first brought sharply into focus at the Thirtieth World 
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Health Assembly, held in Geneva in May 1977, when it was decided 
that the main social goal of governments and WHO in the coming 
decades should be the attainment by all the people of the world by 
the year 2000 of a level of health that would permit them to lead a 
socially and economically productive life. This became known as 
health for all by the year 2000. 

The following year, WHO and the United Nations Children's 
Fund (UNICEF) jointly convened an International Conference on 
Primary Health Care in Alma-Ata, in the then USSR, attended by 
delegates from 134 countries. At the end of the conference, the 
delegates unanimously endorsed the historic statement that is now 
known as the Declaration of Alma-Ata (I). The Declaration stated 
that an acceptable level of health for all people "can be attained 
through a fuller and better use of the world's resources, a con
siderable part of which is now spent on armaments and military 
conflicts". And it urged "a genuine policy of independence, peace, 
detente and disarmament" which would release additional resources 
in order to accelerate social and economic development. 

Primary health care 

The Alma-Ata conference identified primary health care as 
"the key to achieving an acceptable level of health throughout the 
world in the foreseeable future as part of social development and in 
the spirit of social justice". The heavy burden of sickness, the high 
cost of health technology and the inadequacy of health services 
coverage called for a bold new approach. Primary health care offers a 
rational and practical means for both developing and industrialized 
nations to work towards the health-for-all goal. 

Primary health care places emphasis on eight key factors: 
education concerning prevailing health problems and the methods 
of preventing and controlling them; promotion of food supply and 
proper nutrition; adequate supply of safe water and basic sanitation; 
maternal and child health care, including family planning; immuniz
ation against major infectious diseases; prevention and control of 
locally endemic diseases; appropriate treatment of common diseases 
and injuries; and provision of essential drugs. 

Four pillars 

The philosophy that underlies primary health care is equity and 
social justice-the recognition that health is a fundamental right of 
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all people. The success of primary health care largely rests on the 
ability and political will of each nation to promote social action and 
support for health. 

WHO has identified four pillars on which action for health for 
all must be based. These are: 

- political and societal commitment and determination to 
move towards health for all as the main social target for the 
coming decades; 

- community participation, the active involvement of people 
and the mobilization of societal forces for health develop
ment; 

- intersectoral cooperation between the health sector and other 
key development sectors such as agriculture, education, 
communications, industry, energy, transportation, public 
works and housing; 

- systems support to ensure that essential health care and 
scientifically sound, affordable health technology are avail
able to all people. 

Primary health care is people-oriented. Its success therefore rests 
with the people. The primary health care approach, in both develop
ing and industrialized countries, has a fourfold objective: 

- to enable people to seek better health at home, in schools, in 
fields and in factories; 

-to enable people to prevent disease and injury, instead of 
relying on doctors to repair damage that could have been 
avoided; 

-to enable people to exercise their right and responsibility in 
shaping the environment and bringing about conditions that 
make it possible, and easier, to live a healthy life; 

- to enable people to participate and exercise control in 
managing health and related systems, and to ensure that the 
basic prerequisites for health and access to health care are 
available to all people. 

Putting the Declaration of Alma-Ata to work for 
health 

National and international action since the Alma-Ata confer
ence has sought to translate principles into practical programmes 
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that take account of the diverse political and socioeconomic climate 
in all WHO Member States. The concepts and principles of health 
for all have moral, political and social implications for all nations and 
political systems and have helped to provide a framework both for 
health development and for dealing with inequity in health care. 

In many countries, including some of the least developed, 
political and financial investments in primary health care have paid 
good dividends. These countries have shown appreciable improve
ments in infant mortality rates, deaths among children under five, 
and life expectancy. Life expectancy in 1994 had risen to 65 years for 
the world as a whole. Immunization coverage against childhood 
diseases increased dramatically between 1970 and 1992 from less 
than 5% to around So%. Access to oral rehydration therapy had 
increased to approximately 74% by 1993. 

Industrialized countries also have sought ways of achieving the 
health-for-all targets in the context of their various needs and 
resources. For them, the emphasis has often been on lifestyles and 
behaviour that minimize the risks of illness-particularly non
communicable diseases, acquired immunodeficiency syndrome 
(AIDS) and injuries-and on creating and maintaining environ
ments supportive to health. The heavy cost of medical care, es
pecially when it involves high technology, is also a particular 
concern for developed countries. They feel the need for health 
policies that emphasize caring and prevention in addition to curing 
disease. Examples of successes in developed countries include re
duction in tobacco smoking and improvement of dietary habits, 
reflected in a dramatic decline in deaths from cardiovascular disease. 

Despite substantial progress, much remains to be accom
plished. Diarrhoea needlessly kills some 9000 children every day, 
while another 6ooo deaths in children could be prevented daily 
by improved immunization coverage. Reductions could also be 
achieved in the morbidity and mortality attributable to smoking, 
excessive drinking, poor eating habits, and risky sexual behaviour. 
Infection with the human immunodeficiency virus (HIV) continues 
to spread rapidly around the globe. And every year more than half a 
million women die from problems linked to pregnancy and child
birth. All these health problems can be prevented or sharply reduced 
by applying today's knowledge and technology. 

Health conditions in developing countries must be viewed in a 
wider socioeconomic context where nearly a thousand million 
people are trapped in the vicious circle of poverty, malnutrition, 
disease and despair. Some 100 million children are currently denied 
primary school education, 1500 million people have no access to 
basic health services and 1750 million people have no access to safe 
drinking-water. 
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Fortunately the philosophy and strategies underlying the Dec
laration of Alma-Ata have continued to evolve, serving as an import
ant foundation for further progress. They are impelled by growing 
public awareness that neither access to health care by all people nor 
the health demands of the community, including the basic require
ments and living conditions essential for health, are yet fully re
flected in public policies. That awareness has been accompanied by 
increased readiness among health personnel, politicians and leaders 
of non-health sectors to move towards partnership with the people, 
thus enabling people to control their own destiny in terms of 
personal and communal health. 

A call for social action 

In the late 1980s, international conferences and working groups 
on health promotion helped to identify strategies and actions that 
could advance progress towards health for all. In doing so, they 
helped to revitalize interest in the goal of health for all by the year 
2000, as well as reinforcing approaches that might bring it closer. 

The first of these meetings, with particular bearing on the 
industrialized countries, was held in Ottawa, Canada, in 1986. The 
Ottawa conference resulted in a charter for health promotion which 
proposed a strategy comprising five action areas: building healthy 
public policy, creating supportive environments, strengthening 
community action, developing personal skills and reorienting health 
services (2). 

The participants at the Ottawa conference pledged themselves 
to advocate a clear political commitment to health and equity in all 
sectors, to respond to the health gap within and between societies, to 
tackle inequities in health, and to recognize health and its mainten
ance as a major social investment and challenge. 

Two years later, another conference on health promotion was 
convened in Adelaide, Australia, to address the first of the five health 
promotion action areas-building healthy public policy (3). This 
conference too attracted participants primarily from industrialized 
countries. 

In 1989, a working group on health promotion in developing 
countries, convened in Geneva, produced a strategy document 
called A call for action (4). This document examines the scope of 
health promotion and its application in developing countries. It 
builds on earlier experience and highlights key areas for action. 
These include: generating social and political action for health; 
fostering health-supportive public policies and building alliances 
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with all sectors of society; identifying grass-roots strategies for 
empowering people; and strengthening national capability and poli
tical will for health promotion and community involvement in 
health development. 

A call for action also underlines the role of health promotion in 
creating and constantly reinforcing conditions that encourage 
people to make wise health choices and enable them to live healthy 
lives. 

The document puts emphasis on advocacy as a primary means 
both of creating and sustaining the necessary political will to achieve 
healthy public policies across all sectors and of developing strong 
alliances within governments and between governments and the 
community. It stresses what cannot be stressed too often: health 
promotion, building community and systems support for health, 
must be a component in the training of a wide range of health and 
health-related workers. 

Another conference on health promotion held in Sundsvall, 
Sweden, in 1991 had a truly global focus. This conference addressed 
the second of the five areas of action identified at the Ottawa 
conference-creating supportive environments. 1 The term environ
ment is considered in its broadest sense, encompassing the social, 
political, economic and cultural environments, as well as the phys
ical one. 

Health promotion 

The strengthening of health education and promotion for 
health policies, strategies and social actions for health in developing 
countries has become indispensable for the achievement of health 
for all. Many factors point to the need to accelerate and intensify 
actions for health promotion, and to mobilize societal forces for 
health. Chief among these factors are the following. 

• Many developing countries are in a phase of health transition. 
They labour under a double burden-communicable diseases 
that have not yet been controlled, coupled with a steady in
crease in degenerative noncommunicable diseases. To this has 
been added the new epidemic of HIV infection and AIDS. 
Rapid urbanization, population growth and the struggle for 
social and economic development have triggered growing con
cern about lifestyle and environmental issues. Underlying these 
problems are poverty, illiteracy and poor living conditions-all 

1 See Annex r. 
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of which make it urgent to satisfy the basic human needs that 
are prerequisites of health and well-being. 

• Social justice and human rights for women, children, workers 
and minority groups are attracting increased public attention 
and are prime issues for national action. Health and well-being 
are important components of these issues, and there is growing 
pressure on all countries to improve the quality of life of all 
their people. 

• Social and economic development aimed at national progress 
and the well-being of society is a primary goal of almost all 
nations. Yet health is still not fully recognized as an integral and 
essential part of social and economic development, despite the 
fact that this has been stressed by the United Nations General 
Assembly and successive World Health Assemblies. Decision
makers and development planners must be convinced of the 
need to integrate health concerns into all development activi
ties, even though economic, environmental and health concerns 
may at times appear to conflict. 

• Popular movements to protect the environment are gathering 
support and gaining social and political strength. They will 
have significant implications for health development action in 
the future. 

• A mid-point meeting to review progress towards health for all 
by the year 2000 was convened in Riga, USSR, in 1988 (5). The 
meeting urged countries, inter alia, to renew and strengthen 
primary health care strategies, to intensify social and political 
action for health, to develop and mobilize leadership, to empow
er people in general and to make intersectoral collaboration a 
force for health for all. These issues must be addressed in 
planning actions for health promotion. They make health pro
motion strategies just as vital to developing countries as to 
industrialized nations. 

• These changing and challenging conditions offer opportunities 
for developing countries to strengthen their health promotion 
strategies and actions in support of both health for all and 
socioeconomic development. 

The challenge before us 

In the present context, health promotion offers a sound strategy 
both for protecting and improving public health and for encourag-
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ing individual and collective initiatives and action for health. As the 
1988 Riga conference underlined, health for all will remain a goal of 
all countries far beyond the target year of 2000. Long-term targets 
and strategies will not remain constant, but must be adjusted and 
adapted to suit future health issues, needs and situations. The 
primary health care approach, with its emphasis on equity, effect
iveness, affordability, community participation, intersectoral collab
oration and appropriate technology, will long continue to be valid. 
As envisaged in the Declaration of Alma-Ata, health is a resource for 
everyday life, not just an objective of living. Health goes even 
beyond healthy lifestyles to include the well-being of communities. 

The challenge before us is to identify existing strategies that are 
effective in creating supportive environments, to develop new strat
egies, and above all to apply them with the necessary will and 
resources. In meeting this challenge it will be useful to draw upon 
the rich experience gained in countries with health and development 
programmes. 
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Chapter 2 

Promoting health in 
developing countries 

Health promotion is the social action dimension of health 
development. It is a concept that can revitalize primary health care 
approaches in both developing and industrialized nations. Health 
promotion and social action for health support the health-for-all 
goal in two ways: by promoting healthy lifestyles and community 
action for health, and by creating conditions that make it possible to 
live a healthy life. The first entails empowering people with the 
knowledge and skills needed for healthy living. The second calls for 
influencing policy-makers so that they pursue health-supportive 
public policies and programmes. Strong social support for health 
action needs to be initiated, accelerated and maintained. A public 
that knows its rights and responsibilities, supported by political will 
and awareness at all levels of government, can make health for all a 
reality. 

Health promotion can be described as social, educational and 
political action that enhances public awareness of health, fosters 
healthy lifestyles and community action in support of health, and 
empowers people to exercise their rights and responsibilities in 
shaping environments, systems and policies that are conducive to 
health and well-being. Health promotion is, in fact, enlightened 
health activism; it is a process of activating communities, policy
makers, professionals and the public in favour of health-supportive 
policies, systems and ways of living. It is carried out through acts of 
advocacy, empowerment of people and building of social support 
systems that enable people to make healthy choices and live healthy 
lives. 

The concept of health promotion is well accepted in industrial
ized countries and is being applied in developing countries as well. 
It has been described in a number of different ways, as have health 
education, health communication and social mobilization. These are 
in fact inseparable and complementary components of social action 
for health. 
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It was in order to obtain insight into health promotion from 
policy-makers and senior health administrators from the developing 
world that WHO convened a working group on health promotion in 
developing countries in October 1989. The working group's strategy 
document A call for action (4) is referred to in Chapter r. The 
meeting had a twofold purpose: to explore the application of health 
promotion concepts and strategies in developing countries, and to 
recommend specific ways in which these concepts and strategies 
could be transformed into action in the context of the situation in 
developing countries. 

This meeting on health promotion in developing countries was 
particularly timely. The 1980s were a period of economic hardship 
for developing countries with mounting debt -servicing costs, 
declining export earnings and high population growth. Many devel
oping countries experienced a real decline in per capita income. In 
the 1980s, per capita income declined by 2.4% per year in sub
Saharan Africa and by o. 7% per year in Latin America. Economic 
adjustment policies that were a condition for future credit involved 
considerable austerity for the people as well as reductions in public 
sector expenditure, with disproportionate cuts in allocations for 
education, health and social services. For instance, the health ser
vices' share of the national budget declined from 5. 5% to 4.2% (a 
drop of almost one-fourth) in 20 developing countries between 1973 
and 1986. In addition, the devaluation of national currencies meant 
higher costs for imported drugs and medical supplies, compounding 
the problems of the one-third of the world's population who have 
little or no regular access to essential drugs. 

These economic constraints and policies of adjustment are of 
immediate significance for public health. The principle of equity 
and universality in health care will come under increasing pressure 
as more emphasis is placed on self-sustaining health services and 
cost-recovery strategies that include partial or total user charges for 
medical care. Ways must be found, without sacrificing equity, of 
making more efficient and cost-effective use of public sector re
sources for health. 

A threefold strategy 

Improving knowledge and understanding of health is an indis
pensable step in promoting health-supportive action. Creating 
social, economic and environmental conditions that are conducive to 
health is also essential. These can become a reality only when there 
is heightened awareness of health matters among policy-makers, 
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politicians, economic planners and the public alike, and when this 
awareness is transformed into policies, legislation and favourable 
allocations of resources for health. What is needed is nothing less 
than full mobilization of all society's forces for the cause of health 
and human well-being. 

Three principal strategies of social action are clearly set out in 
the working group report A call for action (4). The strategies are 
advocacy for health, social support, and empowerment of people. 
These strategies together constitute a powerful instrument for pro
moting healthy lifestyles and creating conditions conducive to 
health, though each strategy has its own distinctive characteristics 
and primary focus. 

Advocacy encourages and puts pressure on leaders, policy
makers and legislators to act in support of health. Social support, 
including health system support, reinforces and sustains conditions 
that encourage and enable people to take health-supportive action 
and that ensure widespread and equitable attainment of health. 
Empowerment provides individuals and groups with the knowledge 
and skills to act. Each of these three strategies is reviewed here, 
while Chapter 3 examines some relevant experiences in developing 
countries. 

Advocacy for health 

The aim of advocacy is to generate public demand, place health 
issues high on the public agenda and effectively convince those who 
are influential-policy-makers, elected representatives, profession
als, political and religious leaders, and interest groups-to act in 
support of health. 

Advocacy directed at policy-makers and decision-makers 
should aim to help them recognize that health is an economic and 
political asset. This kind of advocacy aims at strengthening political 
commitment to health, promoting social policies conducive to posi
tive action for health and supporting systems that are responsive to 
people's needs and aspirations. It focuses on creating supportive 
environments, facilities and conditions that make people's health 
choices easier and more feasible. It places health high among 
priorities for development, ensuring the allocation of an appropriate 
share of national resources for health both within the health sector 
and elsewhere. 

Advocacy directed at professionals, public figures and service 
providers should seek to make them sensitive to people's needs and 
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demands as well as to the desirability of reorienting health systems 
and services accordingly. Advocacy should help professionals and 
decision-makers recognize that knowledge and understanding alone, 
without adequate support systems, are not enough to lead people to 
action. 

At the 13th World Conference on Health Education, in Hous
ton, USA, in 1988, the WHO Director-General Dr Hiroshi Naka
jima stated: "Society must make it possible for people to live healthy 
lives. A grand alliance of people, policy-makers and health pro
fessionals is necessary" ( 6). Advocacy should be an instrument for 
creating this "grand alliance". It should therefore aim to promote 
multisectoral activities in order to achieve the basic conditions 
essential to healthy living. Social, political and economic forces must 
be mobilized to promote action for health development. 

Advocacy directed at the public should help to create interest 
and support for positive health action. It should aim to make health 
a higher public priority, to stimulate discussion and debate, and to 
generate public demand and pressure for healthy policies and a 
healthy environment. 

Advocacy directed at academic leaders should aim to stimulate 
interest in study of the aspects of policy and other factors that 
facilitate progress in health. Academic leaders can be important 
allies in providing sound scientific backing, with facts and figures, 
for making a persuasive case for health and health-supportive 
policies. 

An impressive example of effective advocacy is the Declaration 
of Alma-Ata which reflects the collective political will of govern
ments for equity and social justice in health. Equally impressive 
achievements in enlisting political support include the smallpox 
eradication programme and the virtual eradication of yaws. These 
examples show how national and international agencies can combine 
their efforts to develop policies and strategies that lead to important 
progress in health. 

In many places around the world the health sector has lacked 
the data and skills to make a clear value-for-money case for health. 
Emphasis has mostly been placed on the desirability of health, 
which is not an issue of concern to policy-makers and decision
makers. Urgent efforts must be made to strengthen advocacy for 
health skills if health is to be a priority for development. 

Advocacy, political commitment and supportive policies are 
often products of social support systems and empowerment of 
people. Advocacy should therefore be seen as complementary to 
social support and empowerment. 
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Social support for health 

Strategies for strengthening social support should aiin at two 
important targets. The first consists of community organizations 
and institutions that encourage healthy lifestyles as a social norm 
and foster community action for health. The second target com
prises systems that provide the infrastructure for health care services 
and related development activities that have an influence on health. 
Alliances must be established with all influential elements of society 
in order to generate demand for an environment and policies that are 
health-supportive and in order to ensure widespread and equitable 
attainment of health goals. 

Strategies to strengthen support of systems within the health 
sector should aim at developing services that centre on people and 
health systems that respond to people's needs. It will be necessary to 
provide training that will prepare health workers, both socially and 
technically, to respond to people's needs and expectations, to build 
effective alliances for health-related actions with other sectors and to 
involve communities as true partners in decision-making and 
managing health care programmes. 

The health sector must use all channels through which people 
express their concerns and demands for health and for health
supportive policies and programmes. These channels include elect
ed representatives, political parties, consumer groups, social and 
religious institutions, voluntary organizations, interest groups and 
public hearings. The media can also play an important role in 
increasing both public awareness and support for public action. It is 
advisable to take advantage of many such channels that help trans
form public and policy-makers' interest in health into action. 

Activities in sectors other than health also have health impli
cations. Such sectors include education, food and agriculture, 
communications, public works, energy, transport, commerce and 
industry. Yet these sectors rarely have clearly stated health goals. 
Strategies to strengthen social support for health should help de
cision-makers and others within these sectors to recognize the health 
implications of their plans and programmes. Strategies should aim 
at building and strengthening mechanisms to enhance intersectoral 
action at all levels. 

The most effective intersectoral cooperation occurs on the basis 
of mutual interest. Areas of mutual interest must be identified and 
complementary roles defined. To date, intersectoral cooperation for 
health has consisted more of rhetoric than action. To make inter
sectoral action a reality, there must be concerted efforts to show how 
ill-health and disease are closely linked with problems such as 

13 



HEALTH PROMOTION AND COMMUNITY ACTION 

illiteracy, poverty, insanitary living conditions and environmental 
pollution. As they gain knowledge about health implications, organ
izations in other sectors will be better able to link health to their own 
areas of concern. 

A wide variety of social institutions, professional associations 
and voluntary organizations are engaged in health-related activities 
at community level and in promotional efforts at political and 
professional levels. Strategies for social support should aim to 
initiate and maintain close partnership with these organizations 
and groups, fostering working alliances between them for com
plementary and coordinated action for health protection and 
promotion. Close collaboration with professional, voluntary and 
humanitarian organizations at community level can help mobilize 
community resources and set in motion the much-needed social, 
political and community action for health. 

Empowerment for health 

People have the need for and the right to information on how to 
maintain, protect and promote health. Giving people the informa
tion and ability to make a choice must therefore be an essential and 
important component of the health-for-all strategy. Education 
concerning health problems and methods of preventing and con
trolling them is cited in the Declaration of Alma-Ata as the first of 
eight essential elements of primary health care. The declaration 
emphasizes the importance of community self-reliance, social 
awareness and community participation in the health and human 
development process. 

The strategies of empowerment equip individuals, families and 
communities with the knowledge and skills that will enable them to 
take positive action for health and make sound health choices. 
Individual and collective choices depend on a supportive physical, 
social and economic environment as well as accessible services and 
facilities. Information, communication and health education are at 
the heart of the empowerment process. 

Strategies of empowerment for health should be directed at the 
public and policy-makers alike. They should use all available and 
credible channels to stress the social and personal value of health. 
Strategies should be implemented at local and national levels, as well 
as in the home, the school, the workplace and other community 
settings. 

Empowerment strategies should help people to learn how spe
cific choices of behaviour can affect their own health, as well as the 
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health of their families and communities. This includes not only 
communicating health knowledge but also helping people to recog
nize beliefs, attitudes, opinions and skills that influence healthy 
lifestyles. In this context it is especially important to educate 
children and young people. They will face decisions about such 
diverse problems as personal hygiene, diet, substance abuse and 
sexuality at a very early age and need to be empowered to make wise 
health choices before reaching adulthood. 

Empowerment strategies should also enable people to partici
pate fully in national and community health actions. The strategies 
should help people develop social and political skills for negotiation, 
lobbying, problem-solving and networking. These skills help people 
to mobilize resources to meet their needs and aspirations and to 
influence the physical, social, cultural and environmental conditions 
that affect their health. Empowerment strategies should help create 
enthusiasm, conviction and commitment to community welfare. 

Empowerment must be seen as preparing people for commu
nity action for health rather than merely for behaving in more 
healthy ways. To make this a reality health personnel must develop a 
new relationship with the public in order to facilitate people's 
action. 

Empowerment strategies should complement strategies for ad
vocacy and social support in encouraging people to take control of 
their own health and become partners in the systems that can help 
them to lead healthy lives. 
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Chapter 3 

Health promotion 
experiences in developing 
countries 

Advocacy for health and healthy public policy 
Advocacy is a key word in health promotion. The primary aim 

of advocacy is to encourage public policies that are support
ive to health. Ultimate responsibility for public policy, including 
public health policy, normally rests with the government. To 
understand how advocacy can work, we need to examine how 
policies are developed, which actors are involved and how forces 
within society influence the process of policy development. What 
are the various channels-social, political, professional and com
mercial-through which people express their desire for policy 
change? 

Public health policies focus on the provision of biomedical 
care (such as treating illness) and on prevention (such as 
immunization, safe water and sanitation, maternal and child 
health and promotion of healthy lifestyles). Prevention, being the 
less glamorous of the two, has rarely received either the attention 
or the resources it deserves as a means of achieving the goal of 
health for all. 

The attainment of health goals requires action in many social 
and economic sectors in addition to the health sector. There is a 
close relationship-even interdependence-between health on 
the one hand and social and economic development on the other. 
Health not only depends on improvements in living conditions 
but at the same time leads progressively to such improvements. 
Consequently, public health policies must be viewed both in the 
broader context of public policies and as an integral part of the 
social and economic development process. Policy development in 
such a broad context, taking into account all aspects of human 
developm~nt and social and economic progress, can aptly be de
scribed as healthy public policy. 

All factors that affect health deserve attention when health 
and public policies are being developed. The point was highlighted 
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in the discussions at Alma-Ata which stressed that health im
provement was to be undertaken together with improvement of 
nutrition, increase in production and employment, a more equi
table distribution of personal income, anti-poverty measures, and 
protection and improvement of the environment. 

Nearly all countries, developed and developing alike, already 
proclaim national policies which accept that health is a basic 
human right, that equity of access to health is important and 
that a healthy environment is desirable. Nevertheless, laudable 
pronouncements and policies on paper are of little value unless 
political rhetoric is translated into reality and supported by ap
propriate resources. 

Advocacy for health and healthy public policy is an area of 
action that is increasingly on the agenda of all concerned with health 
and human well-being. Advocacy is, literally, pleading in support of 
an issue or case. Advocacy for healthy public policy involves encour
aging, persuading and putting pressure on leaders and all relevant 
bodies to initiate, formalize and allocate resources for policies and 
legislation that can help meet the health needs and interests of the 
people. 

Indeed, a major challenge lies in influencing those who are 
influential in shaping policies. Vigorous public support and 
alliances with influential elements in society-social, political, 
professional, economic, religious and other interest groups-are 
indispensable in creating and sustaining political will and com
mitment that is favourable to health and to allocating an appro
priate share of national resources. The most promising strategies 
for effective advocacy are those that generate public interest and 
ensure that health is viewed not only as a social imperative but 
also as a political asset and sound economic policy. Advocacy 
efforts must be directed at fostering social, political and com
munity action for health and must be concerned with both the 
content of the message and the way it is expressed. 

Advocacy for healthy public policy has to take place within 
the context of certain significant realities: 

• Most countries are striving to implement time-limited devel
opment plans which give priority to rapid economic gains 
through industrialization and greater food production. Eco
nomic necessity obliges many countries to concentrate on 
exports to earn foreign exchange rather than on meeting 
local needs. One example is Peru, a major fishing country 
where for 30 years only one tonne of fish was consumed for 
every 100 tonnes that were caught. The rest was exported as 

17 



HEALTH PROMOTION AND COMMUNITY ACTION 

fish meal. A new policy was, however, introduced in 1985 to 
change this situation. 

• The nature of the political system in each country is a cru
cial factor that affects both the process of policy formulation 
and the nature of policies related to equity, health and wel
fare. 

• The educational level and public awareness of development, 
health and welfare issues may be below the desired standard. 
Additionally, decision-makers are sometimes not fully in
formed or aware of the health implications of development 
policies. 

• Some countries are beset with political uncertainties, con
flicts, natural disasters and rapid population growth, all of 
which offset or slow down development efforts. 

• There are competing demands on the limited resources for 
development. What is available tends to be diverted to 
activities that bring in revenue and economic returns. Addi
tionally, international donors often tend to encourage pro
jects that offer quick and visible results. The long-term 
benefits of investing in health and the development of a 
health workforce are often overlooked. 

The above factors point not only to the enormous scope for 
advocacy in support of healthy public policy, but also to the 
urgent need for advocacy in developing countries within the 
existing social, political and economic context. 

Experience has shown that no single approach can ensure 
successful advocacy for health-supportive public policies. Advo
cacy is most effective when individuals and groups from all sec
tors of society are engaged in the process. Examples of advocacy 
initiated by government sectors, community organizations, non
governmental organizations, media, universities, researchers and 
international agencies are presented here to show the diversity of 
advocacy strategies undertaken in developing countries. 

Advocacy by governments: the leading role of 
the health sector 

It is understandable that among government agencies it is 
the health sector that takes a leading role in advocacy for health. 
Health administrators, professionals, technical experts and plan-
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ning divisions in the health and related m1mstries, and their 
advisory committees, play an important role in helping policy
makers, government leaders and the public identify priority 
health issues. The strength and significance of such efforts may 
vary, however, according to factors such as the political climate, 
the political will and commitment of governments to equity and 
social justice, and the priority given to economic and industrial 
development. They will also vary, of course, according to the 
professional capacity, interest, commitment and skill of health 
administrators and technical specialists in pursuing the case for 
health and competing with other demands. 

In countries where governments are committed to equity 
and social justice and are striving to reflect this in all pro
grammes, health professionals and decision-makers in health and 
related sectors should take into account all factors that influence 
health, ensure policy formulation and foster programme develop
ment efforts. Equitable economic and social policies provide a 
basic fabric into which matching health policies and strategies 
can be woven as an integral part of the development process, 
permitting access to health care by all people. 

The influence of health policy and allocation of r~sources for 
health expenditure on the nation's health status has been shown 
in studies undertaken in IO countries. The significant findings of 
these case studies are shown in Box I. 

Another example of the link between policy, resources and 
health status is that of the United Republic of Tanzania which 
also has an equity-oriented health strategy. Among the poorest of 
African countries, with a per capita income of US$240, the Uni
ted Republic of Tanzania has the third lowest infant mortality 
rate in sub-Saharan Africa. The country is moving towards im
proved health status by combining a health strategy based on 
primary health care with literacy programmes and equitable de
velopment of rural areas. Health is an inseparable part of a devel
opment strategy that emphasizes self-reliance and equity. The 
result has been a 30% reduction in Tanzania's infant mortality 
rate in the past three decades (7). 

Costa Rica is another country that showed a remarkable 
decline in mortality during the period I970-I980. The infant 
mortality rate in I 970 stood at 66 per 1000 but declined to 20 per 
1000 by I98o, while life expectancy increased from 65 to 72 years 
during the decade. After the army was disbanded in I949, state 
initiatives diverted resources towards socioeconomic develop
ment, establishing a social security system and building an in
frastructure for more equitable distribution of public services 
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Box 1 

Health policy and health status 
Evidence from case studies from 10 countries (Botswana, 
Brazil, Chile, Ghana, Jamaica, Peru, Philippines, the Re
public of Korea, Sri Lanka and Zimbabwe) shows a direct 
association between cuts in expenditure on health and other 
social services and deterioration in health status. 

During the period 1979-1984 in the Philippines, the gross 
domestic product fell by about .3% annually and public ex
penditure on health, housing and other. social services was 
reduced by two-thirds. As a result, there was a genera.! 
deterioration in health, as indicated by higher morbidity, 
especially from diseases such as diarrhoea, pneumonia and 
tuberculosis. 

In Ghana, budgetary restrictions and inflation led to a fall in 
expenditure in the social. sector, resulting in acute short
ages of drugs and equipment. This coincided with an in· 
crease in diseases such as yaws. In Jamaica and Peru, 
decline in health expenditure .led to. an increase in com
municable diseases and malnutrition among children below 
six years of age. 

By contrast. Zimbabwe experit:mced a marginal increase in 
health expenditure, with an associated change iri the pattern 
of expenditure to give a larger share to preventive services 
and smaller share for medical services. Higher grants wer.e 
provided at local level for outreach health care pro
grammes. This reorientation h~d to a notable improvement 
in health status, ·especially among children. 

Source: Cornia GA et al. Adjustment with a human face. Vol. 2. Country 
case studies. Oxford, Clarendon Press, 1988. 

such as power, water and telecommunications. All this contrib
uted to social well-being and health. 

A mix of policies, with emphasis on equity and well-being, 
has made an impact on health in these countries and has activated 
appropriate efforts for health, not only within the health sector 
but in other sectors as well. Additionally, achievements within 
sectors other than health-such as access to education, food 
security, improved housing, water and sanitation, and com
munication-have all had an impact on health. 
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In countries where government policies aimed at equity and 
social justice are slow to be translated into action, advocacy for 
healthy public policy must be forceful in order to be effective. 
Greater initiatives must be taken by all sectors at all levels if 
weaker sections of the population are not to be left behind. Poli
ticians, health administrators and health professionals, together 
with their counterparts in other sectors, must provide leadership 
in convincing those at the highest government level that health is 
a vital part of development, that there is a close relationship 
between health and economic development, and that health
supportive policies with an appropriate share of national resour
ces are essential for human progress and well-being. 

Health sector personnel must arm themselves with facts that 
substantiate the long-term and short-term impact that neglect of 
health issues can have on the national economy and development. 
They must try to establish strong alliances with leaders in other 
sectors, including the media, academics, professionals and the 
public. 

Governments have tried different approaches to achieving 
health goals. Countries like Sri Lanka and Papua New Guinea 
have made investments in health (10-15% of the national bud
get) that go far beyond what might be expected in view of their 
national resources. Cuba and VietNam have taken primary health 
care seriously and ensured impressive population coverage. Other 
countries, such as the Republic of Korea, have focused on economic 
development and progress, and better health of the people has 
followed. In the final analysis, the health sector of each country must 
find ways of advocating health within the framework of the 
country's political and sociocultural climate. 

Advocacy by the community 

Heightened public awareness, concern for health and under
standing of health issues are essential for building political sup
port throughout society. Concerned communities hold the key to 
successful advocacy for healthy public policy. The community is 
the public and without its involvement a truly public policy 
cannot evolve. Poverty and illiteracy do not prevent people from 
recognizing their needs or calling for action. It is therefore ap
propriate that advocacy for community support should help to 
create a social climate favourable to health and should arouse 
public interest and community action that will generate pressure 
for political support. 
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Inherent in the community life of most developing countries 
are age-old traditions that encourage mutual self-help, such as 
gotong-royong in Indonesia and shramadana in India and Sri 
Lanka. These traditional values provide a sound basis for advo
cating collective action for health. There are many examples of 
community action that has introduced highly innovative com
munity-based activities: setting up rural cooperatives for com
mon medicines, designating local depot holders for condom 
resources, building and maintaining village water supply systems, 
organizing feeding programmes for children, and building com
munity centres, schools and health centres. 

Such action builds the confidence of professionals and de
cision-makers in the ability of poor and disadvantaged communi
ties to advocate effectively for health. Initiatives in placing health 
high among development priorities depend on the extent to 
which the bottom-to-top process has been strengthened in the 
prevailing political and managerial systems. 

A well-known example is a policy decision in one country to 
reduce the birth rate by introducing a high-pressure approach to 
promoting sterlization. The unpopularity of the policy played an 
important part in the election defeat of the ruling party. 

Examples from Latin America and Malaysia, in Boxes 2 and 
3, illustrate how the poorest can advocate for better housing and 
water supply by targeting government policy-makers. An ex
ample of people's advocacy having an impact on industry and 
state policy is found in Box 4· 

.aox 2 

People's initiatives for better housing 
1. In Brazil, Rio. de Janeiro'sFa.vela do Gato, or Shanty Town 
qf ,the Ciii1, provides an example of a peripheral urban commu~ 
nity which has successfully organized and advocated for the 
improvement of its .housing conditions. Favela do Gato; like so 
many other urban areas in developing countries, grew up on 
th~ periphery of Rio de Janeiro .illS people moved from rural 
ar~as in search of a bet~er life in the city. These men, women 

·.and children scavenged for wood, metal •. cardboard or what
ever materials they could find to build their homes. 

With the support oUhe community proj~ots group of the federal 
un1vers.ity •.. .the slum .dwellers .. negotiated. a ... deal with the 

22 



HEALTH PROMOTION EXPERIENCES IN DEVELOPING COUNTRIES 

national housing authority; which resulted .in the building of 71. .... · · . 
. houses artd. a communitY centre, .. the .granting .of indMdual 
financing for purchase, and .absorption bY the public. au·· . 
thorities of the costs of land and. infrastructure. Each familY 
selected Its 'Own site and chose the position of the house upon .. • . . 
'its plot of land. This was an unusual opportunity for a fow.,
income housing scheme. The layout of a section ofthe fave.la · · · 
was planned according to the residents' wishes. · · · 

2. In Argentina under the former miliblry .government, many of .. 
the urban poor left Buenos Aires when bultdozers stripped the · .. 
city of its shanty towris.in the late 1970s, Many others, .. nowever,. · .. 

. tried to remain cldse to the sources of income. and the services ; ·. > 
· .found in the city .. Since adeq"'~te .. hous~ng ~as e~pe~;tsive,and . . 

scarce, large numbers oHhose who stayed· aft'E!r:the shanty 
towns were. destroyed took up residence in decaying building~r 
near the heart of the city. · ·· · · 

. Effdrts are being made by groups like Grupo· Habitatto improve · ··· · · 
the living conditions and provide better housing lor residents .. 
Tenants' groups in BueMs Aires have devised tWo strategies·· 
for helping poor urban tenants to rendvate tlleir hOmes .. cine ·•· 
plan provides technical assistance from university engineering 
students. The other involves a labdur pool of tenants with ·· · 

· .construction skills who are available to make home Improve:. 
ments. • The organization is also. pressing for legislati:ori to ·· 
change the requirements that. make renting. i;iifficutt~ a:nt! to ... 
reduce down.,payments for long-term apartments. 

Sources: 1. Canedo M et al. Community pJ!irticfpation ln Bf:.i;r.JI: CJ!iS.exstq~y;,;;, ; ~· 
Favela Do Gii(C . . Belfast, Queen'~ University of 8elfiist; :1965 (Oc~asillnal. ·. 
Papers in Planning; No. 9). · 
2. Grassroots development.. 19&8; !2(1): 2-1. 

Box 3 

Selt~help in Sarawak 
Sarawak is a vast area in the no.rth ofthe island of· Borneo'. ·· · 
whi.ch Is. part.ot·.Malaysia, Mo~t ol .. the population is ln. co~st""··· ·•• 
al areas since the interior consists otdense forl!:l~ts ano: 
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, '; \~o~rit~irt~'·'W~ter)$,'; rare I\( io,,short supply but the problem 
, e: • ci~ Jo:brif!g,Jt to: the 'homes; m;;~:ny ot them ,the traditional 

, ~ : ;J~t:;:~::~~J~s~;a::;:: '~:r:;e~::nn , , Improvement 
',., ;s~f'lei;rieetri~<l to ,educl:lte katnpong {village) dwellers on how 

, :to tl\ltir.ov:e person;;~:! hygiene~ build toilets, olean th,eir com~ 
, pb'u:r~d~, ;;~:nd fellQe tn their animaJs. The response was poor 

if~~.Jb,1967;1 a~ne,w ,strategy was adopted.,which included
ih (ltfdtt.iori to ~(.fut;:ation:-motJvating people to help themsel-

',ves :11\' 9fftttiirig them te<>hniettl ~upt)ort and, incentive~. Rural 
.,,' '', ., ,health supervhror$ seleofedfrom:the community, and trained 
··,•.,:, f~r'their, task;pl~ie(.f an adv()cacy, role, ~ncouraging people 
:< t9 !:ctton and l)r()viding . the thrust ib mobilizing the commu:. 
., .. :fifty'. ,, ' '' ' 

i?lp~£11 w~ter f~c·nol'nes was,. em fntentive that called for 
',~'Orttfb~oity ,effort }la$ed on 1)otpni;--royong or self-help. The 
1bitiative/f6fl' a, house water connection came from the 

', , hOuseholder who then undertook to c~ntribute money and 
, 1 , ;latiour,t(')w;;~:rqsbuilding and maintaining the water supply to 

' ;tne ,coftjmumlty; ih addition, to constructing a sanitary toilet, 
, ;;~lea{lil"}.g ;s~rr,(JMndlngs bY d,rgging drli\inag~ ditches and fenc* 
, ~img' Jn ,pigs. Asli\ result, the coptrnuncitl.es, in·· Kampohg Ski at. 
• :t~t~1cv~d a piped supply from a spring on. a mot.iritain a mile 

,li\wa'y; V~op:le Jn ~am pong $uh1f,i-:Ba~l ret;:eived 'water from Ia 
.. ,C:at.ct'l:ri\e.nt .. bastri witt) the >!lelp. of .. a. nydraunc. ram· that 
, ''lfr~~~ht,the w~tet. :to,storag'e ,tanks; a.n;d pe:p,j:>le in Kampong 
:~Ftetnvn 'and Kamp.O'hgbebor Cleaned ·the' ri'!'er darn· that was 

· '· ; ::the' sdurce 'of th.e.lr •• water S:wp.j:}ty,; · Other longhouse com~ 
... ,tn~n.itl~s cit) cremate .. Area~. haul~d pipes; that had been air., 
: •utte(.f ,to a conv:~nient spot. and ~bu.Ut'thek dam higher up the 
. WatJit.$ource tO';avoid pollution. Tlie. gQvernment, WHO and 

.... ' tli'IJC.Ef prdviaed equipment, supplies and ,.services in addi* 

;' ,: >~~~!J!:.e:;::t82t::tt~~::~:=~: :~:e~~:~:;:· 771 kampongs 
:;' 1 '.~wittf~Qo.ooopeople:had piped domestic w:ater, sanitary totl-
1 .: :' 'ets) acid bleaner< fio~es. By•19&o; 140()'kampi;>ngs. were·. cov* · · 
.... , ·;. :i:treq: ~.The t)ro.tect area· has. sfnce. been extended •to 5072 
/: :>cilmmt.tnutei~ ··. · ·. · · · · 

...••• ~i~i~a~~~~=:Y~f!~~:~!::'~~~~~~,~~~~n;c~:;:~~:~~:u::· 
dWellers. · · · 

··•·. "; ',, ',so~fQ;£ :w~ttd h<t~ttk,'JM:~f'l 1~!1; 24-2.7:. ,, 
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.. Sox 4 

· .· t=ilipino women take the lead 
... An unusual sight could be seen on a hpt day of May 1985ln 

Makati, a. town in the Philippines. Some 500 women wer~ 
breast .. feeding their babies in the street. Why .this·· dembri~ 
stration? The :women were protesting against the aggres~ 
sive and inappropriate promotion of bottle-feeding and the . 
resvlting poor health of infants: Thi.s mass action~ the first to 
be staged by Filipino women.on the issue of breast,.feeding, 
was tile climax of several years of resolute efforts to create 
nationwide awareness that the mother's milk is best for the 
baby. The demonstration was organized by tile National 
Coalition for the Promotion of Breast-feeding and Child 
Care, a private organization launcJ'led .in .1983 and affiliated . 
to the National Movement for. the Promotion of Br.east-:feed.:: ·. ·· · · 
ing. Mothers from all waJks of lif~ wer.e enjotned to take part in ' 
the mass action. · · 

The. area ot concern to the national movement fr.om the star.t 
was the marketing of breast-milk substitutes and the promo- .. 
ti'onal methods used by, the infant food industry~ A need was , , ·· 
.felt to estabtish .a national. code Qf conduct for the mark~ting · 
.of breast-milk subsHtutes. A code of ethics :was. drafted by. 
experts as early as 1979~ In collaboration with WHO and 
after consultations witt:! the Ministry of Tr.ade and Industry, 
consumer groups, the infant food industry arid professional. 
arid medical, groups, a. final draft was agree9 upon in 198S 
but adoption of the code by the country's legislative ~ody . 
was. still pending in 1985 . 

.. The mothers' march in the streets in May 1985 rekindt~d 
\pubHc inter.estin the eod~. A few days after tf:l~ evenl; th~.\ 
infant f<:>od companies is.sued a joint statement expressin.g 

. tJ'leir sopport tor the ado.ption of a national verston oi the 
1\nterniitionai.Cbde· o!, Marketing·.of Breast-Milk· Sub~tltutes., ,. , 
The code tJ1at had. been pending with the legislative bP<:fy · \· ···· · · 

· \ w\as, signed in 1986: · · · · ··. · 

. ·. Sourc¢: !nform;:ltion from Mar:da A. Rod~igue?,, health reporter,' Manila .
1 

, Sult~tin. :ManUa, Phntppiru:~. ·· · · 
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Advocacy by nongovernmental organizations 

There are many international, national and local nongovern
mental organizations (NGOs) committed to serving health and 
welfare needs. Many of these started by providing medical care 
for the sick and looking after the health of mothers and children, 
but now have multisectoral activities that include income-gener
ating schemes. Religious organizations have hundreds of health 
and health-related programmes scattered around the world, fre
quently working among socially and economically disadvantaged 
groups. 

The advocacy work of nongovernmental organizations, both 
religious and secular, is often of a quality and effectiveness that is 
exemplary in many ways. The achievements and experiences of 
their projects show how health needs can be met with limited 
resources. Activities of the Voluntary Health Association of India 
summarized in Box 5 illustrate ways in which a national NGO 
can advocate for health. 

The Rotary Club and the Aga Khan Foundation are. two 
examples of the many NGOs that support health programmes. 
Others, like the International Planned Parenthood Federation 
(IPPF), confine themselves to specific areas of work. Many 
NGOs, such as the World Assembly of Youth, have established a 
working relationship with United Nations agencies, including 
WHO, and play a role of advocacy in support of health. 

Advocacy role of the media 

The mass media can play a strong advocacy role in creating 
public awareness and bringing about action for health. The 
media may target decision-makers as well as interest groups who 
in turn press for appropriate policies. The effectiveness of the 
media's advocacy role depends, however, on the freedom the 
media enjoy and the influence they have with the national poli
tical system and the public. Nevertheless, whatever the political 
climate, the media have a positive role to play in influencing 
individual and community health. 

As literacy levels rise in many developing countries, the 
print medium gains greater importance as a means of informing 
people and awakening in them a concern for their rights and a 
desire to improve their lifestyles. Society's leaders not only influ
ence the printed word; they are themselves influenced by it. 
More and more enlightened and enthusiastic formers of opinion 
and leaders of action are emerging who are not afraid to express 
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Box 5 

Advocacy rote of the Voluntary Health 
Association of India 
The Voluntary Health Association of India {VHAI) came into 
being in 1974 as the result of a decision by leaders of 
voluntary hospitals and health associations to promote com~ 
munity health in order to. balance the overemphasis on ex~ 
pensive hospital-oriented health services. Today VHAI is a 
federation of more than 3000 health organizations through
out India, working to promote social justice in the provision 
and distribution of health care. Its work spans a wide range 
of activities that include shaping public policy for health, 
providing training, involvement in public affairs and com
munication. 

The advocacy actMties of VHAI are directed at the parlia~ 
ment and the press. The concerns of thousands of voluntary 
organizations workirtg in the health field go unnoticed by 
policy-makers, so VHAI realized it was in a position to bring 
these concerns to their notice and offer recommendations to 
decision-makers and policy-makers in government minis
tries, the planning commission and parliament. VHAI inter
acts with the main political parties to impress upon them the 
health realities of the nation, highlighting areas needing 
immediate attention, Some of VHAI's ideas and recommend
ations are now reflected in the manifestos of these political 
parties. · 

With the formation of a new government in India in late 
1990, VHAI's persl$tent effort$ ied to al3l3urances from the 
Deputy Prime Minister and the Minister of He(!llth that there 
would soon be a comprehensive law on smoking with strict 
sanctions for. offenders, a review of drug policy and agricul~ 
tural policy, and incre(!lsed importance given to primary 
hea.lth care. 

The Asl3ociation has also initiated work in the area of health 
and the environment, and the problems of adolescent girls. 
A fe(!lture film and a booklet have been produced with 
.UNICEF support. In its advocacy efforts, VHAI has always been 
careful to maintain close contact with the media. 

Source: 1/HAI anniJ.al report, 1989~1990. New Delhi, Voluntary Health Asso• 
ciat.ion of India, 1990. 
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themselves in print. Professionals and public figures are now 
more ready to be provocative and less reluctant to interact with 
the media. 

The broadcast medium has much larger outreach and can 
play a more direct role in advocacy with the general public. 
Radio and television are popular forms of communication that 
are used increasingly to inform, the public and raise interest in 
health issues. Broadcast coverage in developing countries is ex
panding to the point where messages can reach millions of people 
at any given time. 

In mass immunization campaigns in particular, the role 
played by the mass media has been very significant. Televising 
the involvement of the head of state or other dignitaries can bring 
home to millions of viewers the national importance of the cam
paign. 

In many Asian and African countries, traditional media are 
valuable in creating social awareness for health action. Folk 
songs, mobile theatre, puppet shows and street plays are popular 
means of communication with a strong appeal for both rural and 
urban people. Sometimes these events are also televised. 

The media have often taken the initiative in supporting 
health activities. The press in particular has often focused on the 
social and health implications of the population explosion, rapid 
urbanization, child labour, environmental pollution and large hy
droelectric projects that promise economic development through 
irrigation and energy production. For example, the Narmada 
River Valley Project in India (Box 6), a controversial irrigation 
and hydroelectric project, received a great deal of coverage in the 
press and was the subject of debate between the government, 
donors and beneficiaries. 

This example mentions forms of advocacy other than that 
undertaken by the media, illustrating the case for multiple advo
cacy efforts. To strengthen the advocacy role of the media, the 
health sector must facilitate and support the effective contribu
tion of this powerful ally. The media sector must be fully in
formed about health and health-related issues, thereby building 
alliances that are sound and mutually beneficial. 

WHO has long realized this need and has initiated "media for 
health" seminars, orientation programmes for media personnel 
and health inputs in media training centres. Press releases and 
fact sheets are useful ways of informing the media and stimu
lating them to action. Radio spots, videos and films on priority 
health issues are routinely made available to broadcast networks, 
although these programme items have to compete for broadcast 
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Box 6. 

Th.e N.armada>f\iver Valley ProJect 
. The lnofanpress 'raised c~rtain questions in relation to this 

irrigation and hydroelectri'c project, pointing out that, while 
desirable .for. economic development, similar projects el.se;.. 

.. wl'\ere 1'\ad posed problems assocra~ed with resettling 
displaced populations and had adverse effects on toe envl~ 

· ... ron,m~nt and on health. · 

Arnong the <negative· effects. cited., were: 
,' ' ' 

• Cultivable land was not available to relocate the dis· 
placed po.pulation, · · · ·· · 

• 

··· ... 

.Grazing lands remaining unsubmerged had littl~ soil 
cover, were of poor quality and were totally unfit f.or 
.cultivation. · · 

Cash compen.sation was in most cases inadequate, r~s~ 
ult.ing in lower standards of living for most displac;ed 

' persons. 

Most of the displaced were tribal .people. The sudden 
arrival .of modern technology and th~ des~ruction onhe 
,~nvjronment on which they depended for their liveii·. 

. hood, coupled with dlspla.cement and resettlement, b&
. Wildered th,m and left them powerless on the verg~ of 

social, cultural. and. economic. cofl.apse. · 

Many o.f the displac~d people drifted to citi.es where 
they were unable to cope In the alien envi.ronment: 

• Those who wer~ ·resettled di.d not have adequate hous~ 
ing or employment. 

• .. ~ortality rates rose among the displac~d, their food. 
reserves and incomes fell, and many of .their cattle also 

• 
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di~d; . . 

Irrigation dams increased the incidence of certain vee~ 
·· tor.:borne dise.ases spch as ·malaria and schlsto.som~ 
iasi$, and .waterborne diseases such as filariasis, that 
require surveHiance, monitoring and control measur:es. 
Other possible probl.ems cited were skin infections and 
sexually transmitted diseases brought in by migrant 
labour: The incidence of cholera, gastroenteritis and 
oth~r waterborne diseases was said to be likely to in- ·•· 

··crease. 
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The Narmada Planning Group prepared a work plan for the 
health sector, which included monitoring the health profile 
of the project areas and providing suitable infrastructure for 
curative and preventive measures. Despite the study and 
work plan, there was no representative. from the health sec· 
tor on either the Narmada· High Power Committee or the 
Narmada Planning Group. No further studies were made of 
the health situation. In short; the health sector was excluded 
from the planning and implementation of the project. 

Source: The implications of public policy on health status and quality of life. 
New Delhi, WHO Regional Office for South-East Asia, 1989 (unpublished 
document SEA/HSD/144}. 

time with other topics, including entertainment. The progress 
made in producing and screening promotional items and short 
films on health and social issues in some developing countries has 
proved very encouraging. 

Active encouragement and facilitation of such inputs must 
be priorities for national authorities. The health sector has too 
often been reluctant and defensive in its relations with the media, 
perhaps fearing exposes that might undermine its professional 
credibility. Serious attention needs to be given to helping health 
department personnel develop the skills to work with the media. 

Regional organizations such as the Asia Pacific Institute for 
Broadcasting Development and the Union de Radio et Television 
National d' Afrique offer training schemes for media personnel. 
Health interests can be introduced into the training provided. 

Advocacy role of universities and 
research institutions 

While universities and similar institutions are concerned 
basically with academic activities, many also have considerable 
influence on the thinking of policy-makers. A number of coun
tries have national centres that undertake research on health, 
economic and social issues and study problems of concern. Many 
of these centres are autonomous bodies with the freedom to pur
sue scientific goals and to collect information that will be the 
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basis for national plans. Their work on diseases such as malaria, 
schistosomiasis, onchocerciasis, leprosy and, more recently, HIV 
infection, as well as on the harmful effects of certain practices, 
has focused on the economic and social implications of health 
factors. 

Because of the credibility of university research and teach
ing programmes, government departments frequently invite 
academics to provide advice and expertise in national planning. 
University personnel in health-related disciplines are often 
willing to share their experience with health practitioners. Their 
contributions are expected both to respect ethical, professional 
and scientific norms and also to be presented in a form under
standable to policy-makers and health administrators. University 
vice-chancellors and the deans of health and related faculties 
have ample opportunity to provide leadership in promoting ap
propriate research, disseminating the findings and advising 
national authorities and international agencies on matters that 
need action. 

Today's students will later have a part to play in shaping the 
destiny of their country. Support for the development of public 
policies that uphold equity and health can and must be part of 
learning at universities. This can be achieved through appropri
ate curricula and effective methods of teaching-including com
munity-based activities-and through the professional practice of 
the teachers themselves. The learning environment is not only 
the classroom; it also includes the social and cultural life of the 
university community. 

Universities have other opportunities for advocating for 
health. Seminars, summer schools and scientific and technical 
meetings on important health-related issues bring together 
policy-makers and decision-makers, health practitioners and the 
public with a view to providing information and influencing ac
tion. This role is becoming increasingly important in developing 
countries. Joint documents and statements by academics, pro
fessional bodies and practitioners can be valuable in shaping 
public policy. 

Many universities in developing countries undertake projects 
of national importance that become models for wider replication. 
Projects on primary health care delivery, maternal and child 
health, family planning, tropical disease control and other health
related topics have originated from African, Asian and Latin Ameri
can universities. Box 7 describes how universities in Nigeria are 
involved in implementing primary health care programmes. 
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Box7 

Th.e ,role of >Universities 
... ··Since 1986; the str.ategy fo.r. p.eveloping the Nigerian N~~' . 
· ·. tionaf Primary Hea,th .Care Services has been to eqt.tlp; local. 

go.Ven1ment areas to supervise and ron the services~. In· ' 
adcliU.on, a concerted effort has been made to mobilize all 

' · Jn~titutl<>f)s that ha'll.e the s~Hls to design .t;tnd implement the 
: .. services .. Under this ptan, the 12 colleges of med.icine and 

· universi.tY teaching ht>spitafs and the 20 school.s of health .. 
. technology have been. drawn into a collaborative system. 

Each of the colleges of medicine Is helping l.ocal govern~ 
.mentJo set up a primary health .care system which will, also . 

.. ,. .. serve the .college 'as a fie.ld practtce area. t;:our m.e(llc~t 
• · scllQols alrea(ly have a community~oriented curriculum for: ' . 
, gasic rnedical trail'!ing; Areeent rrieet'in((in Abuja, Niger.ia, .. 

''Of· toe Ministries of Educ.ation and Health of African COUfl"' 
trieso discussed. the importance of effective training ·of doc.,. 

.. ,tors .and nurses for improving primary health care .systems . 
. ' rtla ,meeting's d.eclaration stressed the appropri.ate prepar'-

·. atinn (>f personf)el to me.et the needs. of primary heai.th care 
programmes~ This was strongly endorsed· by ·the, .. lnterna- . 

. .. tignal Association of Medical Sc.hoots and the Confederation .. ·. 
of African Medical Associations. · 

•· .. ;·r;\f;ry Nigerian schopf of. health technology is 'noV/.rriandat~d' 
·. tp, have '~ · practice, area where,,communitY .ha~lth 'extensipn, 

, workers are Jr(tined.' Curricula have been revised '11c.cord..,: .... 
. . lp~ly. . . .. . . . .. 

.. '. ' ·, The development of primary health ca~e' ~)'stems ~ithin' lo- .. · 
. ~:. 9a:l. gov~tnment ~reas Is a: good example of a national inltia~ · 

, ·· tl.Ve tiei.ng svpported by different international, bilateral and 
··· ... ··• rio.ngov.ernmental agencies .{UNFPA, UNICEF, WHO, the Ford•· 

F.ou:riqation, the Christian He;ilth Associatlpnl R.otary Inter~ · 
·· ·natfonal, lions Clubs, etc.} and by academic; professional .... 

and voluntary associations within the co~Jntry. Each agency. 
play$ 'an advocacy role through its inputs to the national" 
prlm.ary heafth care servtees. 

SOllt't:e:. Strengthening primary health care at tocfil government revel: t/i.e .. 
' ... Niqerian eKperience. l..agos, Academy Press Ltd; 1990, · 
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In some countries university students are recruited for 
national development programmes in order to make up for the 
lack of skilled personnel and to speed up progress. Students may 
then become advocates for health while working in communities. 
The role played by students in successful literacy programmes in 
China, Myanmar and the United Republic of Tanzania is well 
known, and student inputs in several national immunization cam
paigns have also been widely documented. Under India's 
National Service Scheme, university students take part in school 
and community health education, including activities to control 
diseases such as leprosy. 

To this group of academic institutions may be added pro
fessional bodies such as medical, nursing and health workers' 
associations. These have been successful in promoting new ideas 
and policies on health, and in bringing about the revision of other 
policies that do not meet the ethical standards of professional 
practice. These organizations must increasingly be involved in 
advocacy for healthy public policy both with the government and 
with their own members. 

Convincing facts and figures strengthen advocacy and move 
international agencies and national governments to action. One 
example concerns smoking restrictions on public transport and in 
passenger aircraft in both developed and developing countries. 
WHO played a leadership role in creating global awareness of the 
effects of both active and passive smoking by presenting convinc
ing scientific data, as well as by pleading for the rights of non
smokers. In collaboration with the International Air Transport 
Association (IA T A) and the International Civil Aviation Organ
ization (ICAO), WHO collected information that helped to bring 
about legislative and administrative restrictions on smoking in 
public transport. Box 8 illustrates how this advocacy approach 
affected policy. 

80)(,8 

Smo~ing restrictions in public transport 

,Advocacy approaches 

• 1978-WHO Expert Committee on Smoking Ccmtroi' 
,dealt with exposure to tobacco smoke in indo<Jr spa-:- i 

ces. 

• 1978-The World Health Assembly adopted a resolution 
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calling for the protection of the rights of non7smokers to 
enjoy an atmosphere unpolluted by tobacco smqke. 

• 198Q-The World Health Assembly called for the 
strengthening of smoking control strategies. 

• 1983-At a technical consultation between lATA, ICAO 
and WHO, experts agreed th~t a complete ban o11 smok~ 
ing should be considered on flights of short dUration, 
particularly in planes with 30 seats or fewer. 

• 1986, 199Q-World Health Assembly resolutions urged 
effective protection from involuntary exposure to 
tobacco smoke in public places, including public trans
port. 

• 1986, 1987-8urveys were conducted with lATA into na
tional legislation on smoking control. 

• 1991-A World Health Assembly resolution reiterated 
the need to control enforced or passive smoking and 
underscored the right to health of non-smokers, espec
ially children, in public and private transport. 

Policy o.utcomes 

• 1987-A WHO/lATA survey of smoking limitation pol
icies in 150 airlines showed a positive trend towards 
allocating more non-smoking seats on aircraft. Only 
13% of airlines had introduced smoke-free flfghts at 
.that time. 

• 1988-A similar survey of 755 airlines showed that60% of 
them had recently introduced some kind of smoke-free 
services on domestic flights. Some were .experi
menting with a total ban on international flights. 

• 1987-The International Foundation of Airline Passen
gers Associations in Geneva carried out a survey am
ong 28000 air travellers from 100 countries on attitudes 
to smoking restrictions on aircraft. Worldwide, 48°/Q 
(60% in North America) favoured a ban on smoking on' 
all flights (corresponding to 49% of non-smokers and 
20% of smokers). About 80% of all non~smokers and, 
significantly, 49% of smokers thought a change was 
needed to improve cabin air quality. 

Source: Masironi R. Geizemova H~ Smoking restrictions in ground public 
transport and pa$sengttr aircra.ft: a . vvorfcl survey. Geneva, Wo.rld Healtb 
Organization, 1990 (unpublished document WHO/TOH/CLH/90.1}. 
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Besides WHO and IAT A, a number of national authorities 
armed with research findings on the adverse effects of smoking 
and pressured by concerned groups in the community have taken 
firm policy decisions on smoke-free public transport. Advertis
ing of tobacco products is banned on public transport in many 
countries and administrative measures have been taken to ban 
smoking in these vehicles. Many national airlines have banned 
smoking on domestic flights and some are moving towards a total 
ban. These policy decisions are the result of a multiple advocacy 
effort supported by convincing data on the negative effects of 
tobacco smoke. 

Advocacy by international agencies 

The organizations and agencies of the United Nations sys
tem, with global mandates for health and development, play an 
important advocacy role by calling the attention of their Member 
States to priority issues where joint action is urgently needed. 
This is done by organizing meetings of experts, publishing scien
tific and policy documents, setting up commissions on specific 
issues, holding global conferences and framing recommendations 
for action. 

Recent major global meetings on health issues include the 
following: 

• The Second World Population Conference, held in Mexico 
City in 1984 and sponsored by the United Nations, brought 
together representatives of United Nations agencies, coun
tries and nongovernmental organizations to assess progress 
and achievements since the first conference in Bucharest in 
1974 and to make suggestions for the future. 

• The Safe Motherhood Conference in Nairobi in 1987 was 
jointly sponsored by UNDP, UNFPA, WHO and the World 
Bank to focus on the tragedy of maternal deaths. 

• The International Conference on the Implication of AIDS 
for Mothers and Children was held in Paris in 1989. Inter
national conferences on AIDS were held in Florence (1991), 
Amsterdam (1992) and Berlin (1993). 

• The World Summit on Children was held at the United 
Nations in New York in 1990 to discuss the survival, protec
tion and development of children. Earlier in the year the 
Child Survival Task Force which met in Bangkok had the 
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theme "Protecting the world's children: a call for action". 
This meeting was jointly sponsored by UNDP, UNICEF, 
WHO, the World Bank and the Rockefeller Foundation. 

• The WHO Commission on Health and Environment was set 
up in 1990 to assess how major categories of economic activ
ity have, by altering the environment, affected and will 
continue to affect human health. This move was taken to 
prepare for the United Nations Conference on Environment 
and Development (UNCED) in Brazil in 1992. 

• Six World Conferences on Smoking and Health have taken 
place, the sixth being held in Perth in 1990. 

• The International Conference on Nutrition, jointly spon
sored by FAO and WHO, took place in Rome in 1992 in 
order to identify malnutrition problems and develop strat
egies for action. 

• The Ministerial Conference on Malaria was held in Amster
dam in 1992. 

Such world conferences create awareness of priority issues, 
reflect collective decisions and advocate for global and national 
action. 

The main thrust of the international organizations, which 
are equipped with technical expertise, is to focus on. the policy 
and managerial aspects of health actions that make full use of 
national resources. The international organizations also provide 
technical support in designing strategies for dealing with national 
and regional problems. 

The bilateral agencies (such as national aid agencies) play a 
role similar to that of the international agendes, though the pri
orities of the donor countries necessarily influence their activities 
in the recipient countries. 

Some examples of advocacy for healthy public policy under
taken by international agencies and leading to substantial nation
al programmes are discussed below. 

The eradication of smallpox from the face of the earth, the 
control of yaws, and the Expanded Programme on Immunization 
all illustrate what advocacy can do in mobilizing global and 
national efforts against death and disability. 

In October 1977, WHO declared that smallpox was eradi
cated. Hitherto there had been up to 15 million cases of small
pox per year, with the number of deaths from the disease at 
about two million. Eradication marked the end of the blindness, 
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disfigurement and other disabling effects of smallpox. It also 
meant that countries could deploy resources previously used for 
smallpox control for other health purposes. It is estimated that a 
sum of between rooo and 2000 million US dollars has been saved 
as a result of eradicating smallpox. 

Another early success story of WHO, with UNICEF collabo
ration, was the dramatic reduction of yaws after it was dis
covered that one injection of procaine penicillin in oil cleared up 
the painful sores in one week. In 1950 there were believed to be 
around 20 million yaws cases worldwide. By 1965, campaigns 
were organized by WHO and UNICEF in 49 countries, and 46 
million yaws patients were treated. The prevalence rate fell from 
between 20% and 30% to between o. r % and o. 5% . It was easy to 
advocate for yaws control because the dramatic results brought 
about by single-dose treatment required no permanent health 
structure and little follow-up. Success was due largely to the 
recruitment and involvement of lay medical workers trained 
specifically for the campaign. 

Another massive global programme initiated by WHO was 
aimed at the eradication of malaria. In the 1950s, the policy of 
worldwide malaria eradication was adopted by the World Health 
Assembly. Remarkable success was achieved in reducing the in
cidence of the disease but by 1970 it was acknowledged that the 
initial impetus and success could not be maintained. Now, when 
malaria is emerging again in many areas, the need to reconsider 
policies and strategies is urgent. 

National immunization campaigns against the preventable 
diseases of childhood have been undertaken in several countries 
on a massive scale since 1984 (see Box 9). The advocates for this 
mass action have been a group of international agencies (with 
UNICEF and WHO playing a leading role) working towards 
child survival. The approach of the international organizations 
was to involve both the heads of their own organizations and the 
heads of state of the concerned countries, seeking national sup
port for the campaigns during the planning and implementation 
stage. 

Teachers, schoolchildren, religious organizations, govern
ment departments and commercial organizations have all been 
involved in the childhood immunization campaigns. Advocacy by 
international agencies focused on achieving immunization targets 
quickly by mounting three consecutive campaigns with massive 
mobilization of community and material resources. The agencies 
reinforced their advocacy with technical and other support to 
supplement national resources. 
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Box 9 

The Turkish national immunization 
·· ca.mpaign 
A number of significant factors contributed to and 
strengthened advocacy for the campaign. Among these 
were the following: 

• In the flve~year development plan for 1985-1989 the 
national health policy was recognized as crucial to the 
reduction of the infant mortality rate. 

• In April 1985, a delegation of seven senior Turkish 
government officials and two UNICEF officers visited 
UNI.CEF headquarters in New York and the Centers for 
Disease Control .in Atlanta, and also observed the vacci~ 
nation crusade in Colombia. 

• In May 1985, a tripartite l\lgreement was entered into by 
the Government of Turkey, UNICI;F and WHO for a five· 

.· year programme of cooperation for phild .survival and 
development, designed to strengthen pritnaiy health· 
care services and extend them nationwide. 

• The Government of Turkey, in furtherance of its goal of 
reducing infant deaths, launched a nationwide immuni
.zation campaign in September 1985 to immunize 5 mil
lion children and to spearhead the accelerated primary 
health care approach. 

• The campaign had the pers.cmal support of the Head of 
State. A visible demonstration of pofitical will to reduce 
child mortality was shown on television, when the Tur
kish President and the Executive Director· of UNICEF 
themselves immunized children with oral· polio vaccine. 

• The governors of the 67 provinces emulated the Presi
. dent and personally launct)ed the campaign tn each 
provincial capital. The 536 prefects .launched the cam
paign in their respective di.stricts. 

• Team captains during a first division football match in 
Ankara appeared on televisir.>n holding up infants and 
urged parents to immuniz.e their children. 

• An interministerial coordination committee with rep~ 
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• The campaign strategy included a l')igh degree of social 
mobilization: Oif.ferent social groups were. mobilized for 
involvement in transport, in·delive.ry of services at con
venient locations and in convincing people to bring 
their children for immunization. Advocacy for mobili
zation was an important aspect of planning for the cam-
paign. · 

A side result of the campaign was the opportunity to advocate 
by demonstr.ation, providing first-hand experience to a number 
of interested countries on how to· organize a successful cam
paign. 

This national exercise illustrates a number of advocacy inputs 
in addition to those made by international organi
zations. These include advocacy by the President of the 
country, by the gove.rnors of provinces and prefects of 
districts, by fo()tball team captains and bY the campaign itself 
to visiting representatives from other countries. 

Source: Plan cf action fer national immunization campaign in Turkey. Ankara, 
Ministry of Health and Social Assistance, 1985. 

Advocacy directed at the highest level often provided the 
impulse for formulation of state policy in support of immuniz
ation. This set in motion a series of actions, including the mobil
ization of various social groups as well as material and technical 
support for the programme. 

The international agencies, led by UNICEF, arranged to 
bring groups of senior officials from 1 o interested countries to 
Turkey to learn from its experience with child immunization. 
The visits were planned as advocacy for nationwide immuni
zation campaigns in other countries. All but two of the countries 
concerned organized nationwide campaigns within two years. 

Other examples using a similar advocacy approach relate to 
national programmes on primary health care, family planning, 
nutrition and AIDS. Such advocacy approaches are rewarding 
when the health issue receives support at top level and is accord
ed national priority. Advocacy for a particular health policy or 
action is more likely to be heard when the resources needed to 
translate policy into action are identified from both within and 
outside the country. For instance, a programme to strengthen 
pnmary health care in Nigeria was powerfully supported by a 
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number of national, international and bilateral agencies (see 
Box 7). 

International agencies also support global, regional and na
tional research initiatives by suggesting areas for research and by 
offering expertise and material and financial support. WHO, for 
instance, has taken the lead in such fields as tropical diseases, 
maternal and child health, environmental health, HIV infection, 
substance abuse and smoking. Another area where research find
ings have been used to advocate for health-supportive policy is 
family planning. 

Approaches and methods 

Having discussed the advocacy role played by different agen
cies, institutions and groups in developing countries, it is useful 
to identify the approaches and methods used. The choice of 
approach will be influenced by two main determinants. These are 
firstly the political climate regarding equity and social justice and 
the extent of political will and commitment, and secondly the 
concern, professionalism and commitment of the advocates. 
Some of the approaches used in the illustrations cited above are 
summarized here: 

• In the health sector, making a concerted effort to underscore 
the impact of health on development (and vice versa). Health 
officials need to assume leadership roles, use hard-hitting 
facts and figures to substantiate their claims and seek the 
support of health professionals, leaders of other sectors, aca
demics and the media. Their joint concerns must be heard 
loudly through the media, through parliamentary debate and 
through public expression. Advocates in the health sector 
must strive for the establishment of health advisory com
mittees and the appointment of appropriately trained staff in 
the national planning and development infrastructure. 
Mechanisms must be created in order to identify opportu
nities and to make available continuous and updated data to 
support health issues. 

• Keeping people aware of social issues and developing in 
them a concern for health and welfare. Grass-roots groups 
and local leaders can create and sustain this concern. The 
help of NGOs, such as religious and social agencies that 
work with the people and have their confidence, should 
also be sought. The media can help to interest the public in 
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health issues. People should be encouraged to mobilize in 
the cause of equity and social justice in health and welfare 
matters. 

• Encouraging NGOs to be equal partners for achieving health 
goals. Their initiative and influence can be used to press for 
health action both with the people and with the administra
tion. These organizations should be given information and 
other forms of support, and their help sought to raise health 
issues and solutions in the parliament. 

• Stimulating media interest in health issues and facilitating 
and supporting media promotion of health action. The 
media should be given orientation training on health issues, 
regular press conferences should be arranged, press releases 
sent out and information supplied for reports and broad
casts. The media should be introduced to officials and other 
sources of reliable health information. Media coverage of 
debates on health in the parliament should be encouraged, as 
should distribution of articles and programmes that support 
health. 

• Seeking out and recruiting academics and researchers as part
ners for health. Institutions doing teaching and research can 
be encouraged to focus on priority health issues. Profes
sionals and academics should be included in committees that 
advise the government. Orientation and continuing educa
tion courses in institutions of higher learning can keep 
decision-makers and professional staff abreast of current 
developments. 

• Using all opportunities to convince heads of state and de
cision-makers in the health and development sectors to give 
due emphasis to health. International donors can make ex
ternal aid conditional on safeguarding health concerns. 

• Taking advantage of natural and man-made disasters to ad
vocate for health and to bring about environmental improve
ments in housing, water, sanitation and pollution control. 

• Promoting campaigns that make a health issue the focus of 
national interest and concern by observance of a special day. 
The highest echelons of state machinery should be involved. 
Both public and private sectors should be mobilized and all 
groups of people, including children, involved. Dignitaries 
can be asked to become patrons of a health campaign. 
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• Organizing courses for effective advocacy for health. It is 
important to select suitable technical staff and administra
tors for training. 

In addition to the above approaches to advocacy, other in
novative approaches can be developed according to local situ
ations and resources. Such innovations are the result of a strong 
commitment to achieve social goals irrespective of prevailing con
straints and limited resources. 

Empowering people for health action 

Health education of the public began as a discipline of public 
health in the 1930s. It received further impetus during the 
Second World War when added emphasis was placed on efforts 
to inform people about better nutrition and related health prob
lems. Today there is wide recognition of the need for education 
of the public on health matters, so that people may take better 
care of their own health and initiate health support actions for 
their community. 

The process started initially by offering publicity and in
formation about topics such as diet and personal hygiene, then 
gradually progressed to more comprehensive health education 
directed at fostering behaviour change and community action for 
health. At first, such efforts in developing countries focused on 
specific health problems such as hookworm control in the 1930s, 
safe water and basic sanitation projects in the 1940s and 1950s, 
and family planning more recently. Only gradually have health 
education programmes started taking a holistic view of health. 
WHOs Inter-Health Programme, which is aimed at a cluster of 
diseases related to lifestyle, illustrates the holistic approach. 

Early health education efforts were largely limited to the use 
of printed materials, posters and audiovisual aids. Interpersonal 
communication was confined to home visits and patient educa
tion in clinics. The situation has changed dramatically over the 
years. Multifaceted strategies have been designed and applied, 
with emphasis on community organization, group discussion and 
public debate, often involving the mass media (television, radio, 
press). At the same time, the scale of operations of health educa
tion has expanded. Earlier experiences were mainly limited to 
scattered, small-scale projects in local communities. 

Today there is a need to accelerate, intensify and expand 
health education projects to the point where national leadership 
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and all sectors of society can be mobilized in support of health. 
There are already positive trends towards getting all social 
groups involved and establishing a productive intersectoral part
nership to strengthen health education and community m
volvement for health. 

There has also been a positive change in the nature and 
scope of the role that communities are expected to play in the 
health development process. Instead of mere compliance and ac
ceptance of health advice, there is now much greater involvement 
by communities in planning and managing health care. Further
more, there has been increasing realization that knowledge alone 
is not enough for behaviour change. Society must make it pos
sible for people to live healthy lives. 

Empowerment, therefore, aims not only at fostering healthy 
lifestyles but also at enabling people to mobilize social forces and 
create conditions, including health-supportive public policies and 
responsive systems, that are conducive to healthy living. The 
challenge before us all is to find how to empower people to 
become active advocates of health. 

Reaching communities 

A major educational effort in developing countries is being 
directed towards preventing and controlling communicable dis
eases. There is much stress on the important role played by 
personal hygiene, safe water and safe disposal of wastes in con
trolling diarrhoeal diseases which are a major cause of ill-health. 

Overcrowding, poor ventilation and poor personal hygiene 
cause respiratory infections, another common malady in the de
veloping world. Vector-borne diseases, particularly malaria, con
stitute a major concern in most tropical countries. 

Much attention has been directed at clients, patients, fami
lies and others to ensure the early diagnosis and complete treat
ment of diseases such as tuberculosis, leprosy, dracunculiasis and 
schistosomiasis-diseases for which effective technology and 
treatment schedules exist. 

Educating people to accept immunization of children and 
women of childbearing age against preventable diseases is a major 
activity of WHO's Expanded Programme on Immunization, now 
endorsed by every developing Member State. Nutrition, safe 
motherhood, family planning, smoking and substance abuse are 
some of the other key issues that underline the importance of 
health education of the public. 
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A variety of approaches have been tried in order to reach 
people effectively with health messages. Some of these ap
proaches are designed specifically to meet the needs of non
literates, as in the case of educating the Aymara peasants in 
Bolivia by means of the traditional folk fair (see Box ro). Others 
provide information through different media and channels of 
communication. Multimedia approaches used in Indonesia and 
Thailand are described in Boxes II and 12. Because of low liter
acy levels, verbal, graphic and broadcast approaches, together 
with interpersonal communication, have been particularly 
effective. However, there is plenty of evidence that informa
tion conveyed through the media needs follow-up discussion and 
action. 

Box 10 

The Peasants' Theatre in Bolivia 
The Aymara ·Peasants' Theatre in Bolivia, which encourages 
active participation by the audience, is a good example of 
using the media for learning. The theatre gives preference to 
the folk media. · ·· 

.. f;a(lh month an educational fair is organized in a campesino 
community in coordination with community leaders. Through 
radio publicity in the Aymara languaoe members of the com
munity and their neiohbours are invited to take part in the fair. 
Popular activities such as dancing, Aymara drama, band con
tests, inter-community sports competitions, aoricultural shows 
and 'games are presented. There are demonstrations 
and displays, use of electronic media (films, sound and video 
recordings} and sales of handicrafts, agricultural produce and 
·livestock; · 

Because they have an opportunity to present their skills and 
achievements, the campesinos are motivated to take part in 
'Other activities planned for the future. The Servicio Nacional de 
Alfabetizaci6n y Educaci6n Popular has introduced important 
innovations by using the occasion of traditional fairs to . pro
mote educational and health programmes and the practice of 
folk medicine. 

Source: Studies on post·literacy and continuing education,. No. 1. Hamburg, 
United Nations Educationat Scientific and Cultural Organization ln,stitute for 
Education. 
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Box 11 

Multimedia support to health education in 
Indonesia 
1. An intensiv~ multimedia h~alth education programma has 
been moun~ed in 1 t of Indonesia's 27 provinces, to Increase 
~wareness of servlc.es available. to mothers and children at 
village health ·posts, All districts and villages in the •11 prov~ 
.inces are covered. The World Bank agreed to support the 
project for a.n initialperiod of five years. · · 

The health education component of this project uses the mass. 
media-radio, television, posters and print-to communicate a 
weH"planned set of messages. National; local government and. 
private broadcast systems are used. listener, viewer, and 
reader groups are organized by cornmt.mlty workers to en:.. 
hance learning and to facilitate discussion. The messages are 
further reinforced through interpersonal communication. 

The success 'Of the programme is measured by the increase in 
people's awareness of immunization, oral rehydration therapy 
and nutrition, by acceptance of immunization and growth monl'
torlng, and by improved nutrition practices. 

2. An earlier Indonesian projecton nutrition, communication 
and behaviour change showed on a fairly large scale that 
education alone-even without the provision of food supple· 
ments-courd improve the nutritional status of children in the 
target group. ·The project used carefully designed messages 
that were ~ehaviour~specitic, practical· and applicable to the 
daily lives of rurallndonesian women. Messages were trans~ 
mitted through various channels of communication, including 
village volunteers, radio and posters. Children in the target 
group had better growth than those in the control g.roup. Food 
intake of children in the target group was greater, reflecting the 
mothe.rs~ ability to make better use ot the family foo9 for 
feeding children. · 

Sources:· 1. Personal communication from Dr 113 Mantra, Chief, Health Educa· 
tion Centre, Ministry of Health, .Jakarta, Indonesia. · 
2. Mantra 18 et aL Project description: nutrition education and be(1aviour 
c/:tange {unpubl)shed document, United Nations E:ducational, Scientific and 
Cultural Organization, Indonesia Nutrition Improvement Programme). 
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Box 12 

Family planning in Thailand: 
an NGO initiative 
In the early 1970s, family planning in Thailand was limited to 
medical channels and mention of the subject tended to cause 
social embarrassment. Today, public discussion of, and adver~ 
tisements for, family planning methods have become com
monplace. This change has resulted largely from the activities 
of a nongovernmental organization, the Population and Com
munity Development Association (POA), which is a non-profit 
and largely voluntary organization with more than 300 staff 
members and 16000 village volunteers working from five offi
ces. The Association has shown impressive achievements in 
promoting social awareness of family planning and the wide
spread adoption of contraception. 

A new understanding of social motivati.on, combined with a 
large measure of humour and audacity, has resulted In a wide 
range of culturally adapted strategies being implemented 
through PDA programmes. Between 1974 and 1981, one pro
gramme, the Community-Based Family Planning Services, 
grew from a pilotundertaking into a network of local self-help 
schemes reaching more than 16 200 villages in 158 districts 
with a population of 17 million. Its consumer-oriented approach 
has been adopted by the National Family Planning Programme 
in order to extend coverage and maintain high user rates. 

Since its inception the programme's main message has linked 
population growth to low standards of living and family plan
ning to economic advantages. This message is conveyed by 
creative use of virtually all possible communication channels, 
leading to a high level of public awareness of both family 
planning .and the POA programmes. Village distributors carry 
out education with those they meet, using the information and 
the motivational and promotional materials with which they are 
provided. 

ln addition, there are television and radio broadcasts on issues 
related to family planning and many programmes of general 
interest close with reminders about using contraceptives. In 
school, children learn about family planning. They may be 
taught, for example, a song describing the hardships resulting 
from having too many children. 

Troupes of traditional entertainers travel to villages throughout 
the country to perform puppet plays containing family planning 

46 



HEALTH PROMOTION EXPERIENCES IN DEVELOPING COUNTRIES 

messages, T --shirts and other promotional materials with fam·. 
ily planning messages have been distributed at formal state 
dinners and sent. to forei(;Jn heads of state in order to empha· 
size the legitimacy of the programme and the support of the 
government · · · · 

To convey the message of family planning through the various 
communication channels, it was necessary to overcome the 
taboos related to birth control techniques and the social em~ 
barrassment at discussing them openly. In Thai culture, hum~ 
our ·and joy Were found to be the best means of d0lng ·this. 
Carnivals, games, raffles, village fairs and weddings serve as 
occasions to promote family planning joyfully. Inches and 
centimetres are printed on contraceptive pill packets so that 
they can be re·used as rulers .. Sheets, pillow*cases. piggy 
banks and l:wslness cards are all printed with family planning 
catchwords. 

Source: Dhul LJ. Social communication, organization, and community devel· 
opment-4amily planning in Thailand. Asslgnmetlt childrf!ln, 1984, 65/68. 

What has really made it possible to reach people at the 
grass-roots level has been the mobilization of many thousands of 
community workers in the family planning, nutrition, water and 
sanitation, and disease control programmes. Training these peri
pheral workers for educational tasks, including the use of various 
techniques and educational aids, has attracted attention from both 
government and nongovernmental agencies. National guidelines 
have been drawn up for the trainer and the grass-roots-level prac
titioner, and audiovisual aids are being developed to complement 
face-to-face communication. Locally made educational aids have 
been encouraged. Nevertheless, education tends to be seen as 
secondary in the daily routine of community-based health and 
health-related workers. Monitoring and supervision of educa
tional activities need to be much more intensive. The cooperation 
of community groups formed by mothers or religious leaders, for 
example, will be vital in ensuring social support as well as in 
bringing about community action. There have been both suc
cesses and failures in this field. At times advice on accepting 
contraception or nutritional and weaning practices has been re
sisted. In order to overcome such resistance, much groundwork has 
been undertaken by health workers who have gained valuable ex
perience in the process. 
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Facilitating interaction in groups in traditional soc1et1es is 
not always easy at first. Age, class, caste and other factors play a 
significant role in building interactive communication. Yet this 
situation is undergoing a process of positive change. Sensitive 
issues such as family planning, eating habits and maternal care 
are being discussed more openly and acted upon more freely. 

Empowering specific population groups 

Certain population groups such as women, young people, 
school-age children, the workforce and disadvantaged commu
nities have specific health needs. A number of national and interna
tional agencies have made efforts to address these specific groups 
in developing countries. 

Women 

The declaration of the United Nations Decade for Women: 
Equality, Development and Peace (1975-1985) drew attention to 
the needs of women, their contribution to society and their full 
integration in all facets of national life. WHO's contribution was 
to plan and undertake activities directed at improving women's 
health status, facilitating their roles as health carers and promot
ing equality in health development. The goal was to meet the 
health needs of women and enable them to contribute fully to the 
health of the family, community and nation. A number of global, 
regional and national conferences were convened during the 
decade and several countries established ministries and depart
ments to deal with women's affairs. 

Women in developing countries may often be disadvantaged 
not only because of their low social status but also because of 
poverty, ill-health and lack of education. Mobilizing women to 
form groups, then empowering and educating them for health 
and development action has been the focus of a number of pro
grammes by national governments and NGOs. 

Increasing literacy among women and enrolling girls in 
schools are priorities of the education sector in developing coun
tries and have backing from UNESCO. A mother's educational 
level has a bearing on her family's health, as illustrated in Box 13. 
Dramatic results in reducing deaths from dehydration by educa
ting mothers about oral rehydration are presented in Box 14. 
Women's involvement in water and sanitation programmes has 
shown the importance of women in development. The Baldia 
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Box 13 

Motherst educational level and its 
relationship to family health 
In south India, education has been shown fundamentally to 
affect women's attitudes to child .care and their ability to 
provide it. Most illiterate women will not draw attention to their 
child's sickness until their mother~in·law or husband Identifies 
the problem, and very few will take action on their own accord. 
An educated woman is more likely to fight for the right to 
identify her child's sickness and to take early and, in her view, 
appropriate action. And she is more likely to be accorded this 
right by her mother~ln~law and husband. The evidence shows 
that mothers notice a child's sickness at an earlier stage than .. 
others do and.fE~f.ll more strongly abouttaking action. ·· 

The educated woman's attitudes and her acceptance pf a. 
decision~making role have other ramifications. She is more 
likely to givf.l equal consideration to children and adults in the 
household when providing meals, and • she is more likely to 
treat sons and daughters equally. This may often result from 
the fact that all members of the family eat together. The 
educated woman is more likely to demand that food be bought 
for children's needs when supplies run low. She tends to 
provide a more balanced diet. She is more likely to excuse a 
sick child from work. There is an element of common sense in· 
her child care, which is probably a sign of an attitude of. 
respprisibility brought about through education. Certainly she 
acts more decisively to prevent accidents and to ensure her. 
children's hygiene. 

This aspect of child care was identified over 50 years ago on 
Tyneside in the United Kingdom and related there at least 
partly to education. The World Fertility Survey evidence from 
Ghana, Nigeria and Sudan suggested that maternal education 
went a long way towards overcoming d~ficient water and toifet 
facilities. 

Sources: 1. Caldwell JC et ai.Tne social component of mortality decline; an 
investigation in South India employing alternativiil metllodologies. Population 
studies. 1983, 37. 
2. Caldwell JC Education as a factor in mortality decline: an examination ot 
Nigerian data. Population studies, 1979, 33. 
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Box 14 

Teaching village women about oral 
rehydration therapy 
In 1977, Honduras reported that nearly a quarter of all infant 
deaths resulted from dehydration due to diarrhoeal disease
the ~ing.fe greatest cause of infant mortality. A non~formal 
education programme focuses on children under the age of 
five who are most at risk. The educational strategy, which used 
mass media combined with systematic training programmes 
for community health workers, focused on teaching village 
women about oral rehydration therapy and how they could use 
it at home. Preliminary results of this project were dramatic; 
deaths from diarrhoeal dehydration among young children 
d.ropped by 40% in 18 months. 

In the Gambia, after only eight months of a non·fon'nal educa
tion programme, two~thirds of the mothers in the target area 
had a good understanding of, and were beginning to use, oral 
rehydration therapy at home. 

Source; The use ot mass media In teaching of health practice (unpublished 
document,.United Nations Educational, Scientific al'ld Cultural Organization). 

Project in Karachi, Pakistan, the story of barrio women in 
Tegucigalpa, Honduras, and the actions of women of El Puyo, 
Ecuador, are encouraging examples of what women can do for 
their comunities. These stories are told in Boxes 15 and 16. 

There are other good examples of how women, when educa
ted and empowered, have organized themselves to play a useful 
role in national development. Success stories about women, 
health and development from Fiji and the Republic of Korea are 
related in Boxes 17 and 18, while Box 19 describes a nationwide 
programme initiated in Nepal to mobilize mothers for develop
ment action. 

Young people 

Another population group given increasing attention in 
today's world, in developing countries as elsewhere, is young 
people. About half the population in developing countries is 
below 25 years of age. Many young people in developing coun
tries have no opportunities for formal education. Many of those 
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Box 15 

Women's .initiative, for s.afe water and 
sanitation ln Pc:lkistan and Honduras 
1. The Baldia.p.roj~t in K~.rachl, Pakistan, is an. example of a 

. successful attempt to improve sanitation in a .slum area. Since 
the project was launcheq, 70% of the ho!Jsehold~ .. have built . . 
soakplt latrines. The project relied heavily on the initiative of' 
women. It is women who roost suffer· inconvenience when 
there are no toilet facilities in the home. It is also women wtto ·· 
have to take care of the needs of their children and aging 
relatives. Almost half of the work.of constructing latrines was 
done by women: All the health committees that have been ··· 
formed. have women representatives among their roost. active 
members. 

:t In Honduras, at the suggestion of a women's legal society in 
Tegucigalpa, barrio women enlarged their. group into a com" 
munity~wide action committee headed by women. They made a 
formal .request to the city authorities to· have tour standpipes 
for water installed in their hillside slum. They put two stand
pipes near the top of the hill and two near the bottom, protected 
by little wooden shacks. One standpipe from each pair is ol)en 
for five hours in the morning, and the other five hours. in the 
afternoon. A woman from the local community, Usf.!ally the 
female head of a household, is hired by the committee on a 
rota basis to take charge of the standpipes, to collect set .fees 
tor water and .to keep the sites cle.an. · 

So1.1rc~; Vangsheng M; Elmendorf M. Insights from field practice: how women 
have been and could be ipvolved in water and sanitation at the community. 
level. Background paper V, Inter-Agency Task Force on Women and Water of 
the Steering (;;oinmlttee forCooperati~Ce Action of the International Drinking 
Water Supply and Sanitation Decade, 1984: 1-17. . 

who go to school leave after 3-5 years. While some join the 
workforce in order to supplement family incomes, others with no 
hope of employment drift aimlessly or engage in antisocial activ
ities, exploited by criminal groups. 

Though the age group 15-24 years has relatively low mor
tality rates, the very specific health problems that young people 
face call for education and support. Of particular concern are 
accidents (30-50% of all deaths among young people in Asia), 
maternal mortality (women aged 15-19 years have up to a 200% 
higher risk of dying during pregnancy or delivery than older 
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Box 16 

A cooperative project involving women in 
Ecuador 
The Popular Unity Cooperative in El Puyo, the main town in 
Ecuador's Amazon Region,. undertook a low-income housing 
project in three phases. Women were not allowed to take part 
in the first and second phases which involved manual lifting of 
40 to 50 kilograms per person. 

In the third phase, however, 70% of the members of the 
cooperative were women and the programme remained under 
their control. From the start of the programme women were 
especially active, not only in organizational tasks but also in 
the heavy work such as site preparation, the prodvction of 
foundation components and actual building. Apart from the 
production of .foundation components, women also made 
bi()Cks . for the fire-resistant walls. This became the starting 
point for a sma:ll block production firm run by the women. 

The way the women organized themselves was in comp.lete 
contrast to the way the men did it: While the teams of men 
preparing building components, in the workshop, or doing 
construction and assembly were of the traditional hierarchical 
type (manager; supervisor, foremen, etc.) the women estab· 
fished a horizontal form of organization. The women shared 
responsibilities equally, both in the administration of the work· 
shop and actual physical activity. Income grew and the small 
firm expanded. Through the construction of their own homes, a 
day nursery and a social centre,. the women saw the value of 
their contribution to these activities. This led to the start of 
grovp training by the women themselves. From the training 
and their practical experience, members of the cooperative 
saw that they were involved in a productive activity which could 
possif;>ly provide a source of income and stable employment. 

,Source: Unjted Nations Centre tor Human Settlements (Habitat}. Ecuador-a 
cooperative project involving women. UNGHS (Habitat) Shelter Bulletin, 1988, 
1{2}: 8. . . 

women) and problem behaviour such as alcohol and drug abuse, 
cigarette smoking and sexual precocity. Young people must be 
supported, educated and empowered to take and act on personal 
decisions regarding their present and future health. 

With unwanted pregnancies on the rise among teenagers and 
young women in Africa and Latin America, and as the prevalence 
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Bqx; 1?.. .. , , 
.. A. wom~n~s ,Qro,up promotes e,ornmunity 
health. in FiJi 
Sogo~~go .Vak~ Marama i Tanke/ (the Non~Sectarian 
Women·~ $<tciety) is a nationfil society in FijL It .WiilS found.ed • 
in 1924 and, ha$ a po.wtrrful . influence o.n .. promoting commu* 
.njty health. ,the emphasis is on doing tnJngs together, by, 

.. ors.J;cinizfng, .anq . establishing village communities for health. 
The Society has 20000 me'mbers and reaches .out to remote 

. parts ot tne main islands· a.s well as .to the outlying smal.l 
isiMds (332 istanqs in all). · 

The .. Society'•s' activities are directed to:. 

__,.. pn~p~:~ring ~:tn<l enc()uraging Fijian .arts' and crafts; 

- providing . instru.ctions about lookins.J for and using Fijian .. 
. fiJodstuff~; · · · ·· 

... • , '7. assisti~g in' child .welf1;1re work; 

~ improviflg standards .of. living in the home and ~onu~u., .. 
nity; · · · . ·· 

.;;_promoting family.Ufe education. 

Ttie Society has 500 active health workers who .have been 
trl;line,d to work in rural areas on improving health and sanli..; 
ation conditions~ toey work closely with. viftage .representa- ·· ·· 
tives'. 

. " 

... ··· ... Cert~:~in.standards h1;1ve been set for •homes .. Each house' 
. ,must. h~:~ve. a sleeping room, a ki.Jchen with a smoke.less 

.. stove, a rui::d)ish pit; a soakpit toilet, 1;1 bathroom, drainage · 
and a kitchen garden. Village competiti'ons are organized by 
the society to assess achievements in improving sanitation 
in the homes. 

, Fijians enjoy. community activities and the Society uses 
these to achieve its goals. The influence. of the Society· on 
families has b.aen :r-ecog.nized.and UNFPAhas granted funds 
for family planning· activities. The 1984 review of primary. 
health ca.re in Fiji noted the significant contributions, made 
by the Society. · 

Source: Aw.ard-winning ·entry, Award for Health Educatlon in Primary Health 
Care. Geneva, World Health Organization; 1988. 
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Box 18' 

Women show the way in the Republic 
of Korea 
Women's status in Korean families has historically been 
low. The concept of male superiority and traditional values 
discouraged wives from voicing their opinions. All decisions 
were made bythe husband and his parents. 

In 1968 an effective network of mothers' clubs was started 
with assistance from the Population Council, the Agency for 
International Development and the Swedish ·International 
Development Authority. The Planned Parenthood Federation 
of Korea was asked to organize clubs in each of the 16 868 
villages. During the first year 17000 village clubs were 
formed and the network expanded to 27 292 clubs by the end of 
1976 with the help of family planning organizers. Each club 
had 10 to 15 members, and focused on family planning. 
Village clubs formed township groups and these in turn got 
together to form the Country Federation of Women's Clubs. 
Mothers' banks were set up to meet the clubs' financial 
needs. 

The Saemaul Undong (New Village) Movement; which was 
started in the 1970s, was strengthened in 1979 as a national 
activity for improving the life of the people through cooper· 
ative endeavours. From a centrally directed programme, it 
became a democratic people·led programme-.:.a nation· 
building movemt;tnt to construct new communities from tra· 
ditional villages. The Saemaul Undong Movement focused 
on spiritual reform, social development and economic de· 
velopment through voluntary participation of the whole na· 
tion. All existing women's organizations at all levels were 
merged into the Saemaul Women's Association (SWA} under 
the supervision of the Saemaul Undong headquarters. The 
movement became a truly dynamic activity after 1979, root
ed in the lives of people and deriving its impetus from the 
people. The SWA now has more than two million members and 
is actively involved in community development. 

The women's clubs have changed the status of women and 
made an impact on their lives. Women are now increasingly 
involved in decision-making on family matters and espe
cially on sensitive family planning issues. 

Source: Zamora L. Documented success stories on women showed the 
way in the Republic of Korea {unpublished paper). 
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6ox.19 

Health education through mothers' clubs 
in Nepal 
In collaboration with the National Women's Organization, 
the Ministry of Health of Nepal has launched a programme 
to reach mothers through mothers' clubs using female com~ 
munity health volunteers. A professional health educator 
has been assigned ·to . help plan and organize the hea"lth 
aspects of this new national campaign. The. programme is 
under way in 27 districts of the central and mid-western 
regions and some 14000 female volunteers have been 
trained. 

The clubs' activities respond to the development needs of 
local communities and existing situations rather than to the 
donor-formulated targets and objectives of specialized pro
grammes. 

Source: Background co11ntry report presented at Intercountry Consultation 
on Health Education Strategies in south•East Asia, NeW Delhi, December 
1990. WHO Regional Offic~ tor south-East Asia. 

of sexually transmitted diseases and AIDS increases among 
young people, youth groups are increasingly being contacted by 
concerned agencies to help solve these problems. In addition to 
educating and empowering these groups, agencies are persuading 
them in turn to undertake educational activities among young 
people and to help establish behavioural norms that prevent such 
problems. An example of such action in the United Republic of 
Tanzania is described in Box 20. 

Some youth organizations are associated with particular poli
tical groups while others are non-sectarian, concerned with devel
oping and mobilizing young people for nation-building activities. 
Ministries or departments addressing youth issues exist in prac
tically all countries and many have set up national youth coun
cils. 

Some examples of national youth organizations undertaking 
health and welfare activities are the Unoja Wa Vijana (National 
Youth Council) in the United Republic of Tanzania, the National 
Independence Party Youth League in Zambia, the Socialist 
Working Youth League of Mauritius and the Jatio Tarun Sangua 
(JTS) in Bangladesh. The work of the JTS is summarized in 
Box 21. 
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Box 20 

Addressing school drop-out due to 
pregnancy 
The Dar es Salaam Youth Centre in the United Republic of 
Tanzania provides services to young women forced to dis
continue their formal school education b(tcause of pregnancy. 
The backbone 9f the centre is a comprehensive 
curriculum that allows for the completiOn of school require· 
ments but also provides courses on general health and hy
giene, parenting, family life education and income-generating 
skills. Day care is available for children and this is the only 
facility of its kind in the United Republic of Tanzania for 
chtldren under the age of three. The counselling services 
include individual and group sessions .that emphasize the 
development of self-esteem and self-reliance, assess the indi
vidual needs of the young women and. provide information. 

Home visits were useful in revealing the extent to which 
illnesses of mother or infant prevented participation ·in the 
centre's programme. Maternal and child health services were 
introduced at the Centre, and a good referral system has been 
developed with· local government health and family planning 
services. Absenteeism has been reduced and the overall 
health status of the young women has improved. 

It remains to be seen whether such a multidisciplinary ap
proach, which depends on the availability of many resources, 
can be reproduced on a wider scale. lt. is too early to assess 
whether further pregnancies are avoided or if the young 
women have improved their economic future. What has been 
demonstrated is increased self-conf.idence among the particip
ants, as reflected in their abilities as students, income"'earners 
and mothers. 

Source: 6ackgrouna ·document to • the Technical Discussions at the Forty
second World Health Assembly, Geneva, 1989. 

WHO has long recognized the potential of youth in health 
action. In collaboration with the World Assembly of Youth and 
UNICEF, WHO organized regional workshops on youth in
volvement in health development in Africa and Asia during 
1988-90. A similar meeting was held in the Caribbean in 1992. 

A booklet on health facts that young people should know is 
in preparation to meet a need expressed by youth organizations. 
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Box 21 

Young voh.Jntee,rs. for health irt (3angladesh ·· 
The Jatio Tarun Sa~gua (National Yo~th Organization) of ·· 
Bangladesh ha.s 15 000 branches throughout the country and 
supports government programmes at all levels. The activi
.ties are run by young volunteers, some of whom are quali
fied· doctors or teachers. They ·focus primarily on health. 
education and are particularly active In :the areas Qt water 
and sanitation, nutrition, safe motherhood and child su.r-. 
viva!, family planning; school heal.th, and alcohol and drug •. 
abuse. At grass-roots level the Jatio Tarun Sangua involve.s . 
young people in agriculture, horticulture, fis~eries, literacy, ··· 
sports and income-generating activities. 

Young people in and out of school (age range 15'-25 years) . 
form a target group for educatiott Subjects include hygiene 
and sanitation, good eating habits, late marriage and taro- ' 
ily planning. in addition to anti .. smoklng and anti-alcohol 
campaigns. The volunteers organize sporting and cultural 
activities, as well as providing family pl.annJng and health. 
services in some areas. 

The Organization works closely with village and religious· 
leaders, seeking their support for community activities. 
Practices that promote healthy living are given credibility by 
being related to what is written in religious texts. 

Source: B;ackground document to the Technical Oisc:usslons at the Forty
second W1:1rld Health Assembly, Geneva, 1989. 

Local youth groups with sports and recreational interests have 
also made useful contributions to promoting health by taking 
part in community action related to issues such as sanitation, 
smoking, substance abuse and immunization. 

Global movements like the World Federation of Scouts and 
Guides, the Junior Red Cross and the Young Women's and 
Young Men's Christian Associations undertake development, 
health education and community action programmes. The activ
ities-of the scouts in Egypt and India and of the Young Women's 
Christian Association in the Caribbean are highlighted in 
Boxes 22, 23 and 24. 

Scouts in Mexico, supported by girl guide and girl scout 
organizations, helped a community which suffered serious dam
age during the September 1985 earthquake. Many homes in the 
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Box ~2 

Boy scout.s and girt guides work for health 
1. tn re.cent years, members of the Egyptian Federation of 
Boy Scouts and Girl Guide$ have been bri.nging health edu~ 
cation and supplementary services to villages in seven gov~ 
.ernorates. Small groups of well~trained scouts and guides, 

.. some from medical schools, joirt existing community and 
youth centres for several W'i)eks and make visits to homes. 
They enquire into the health needs of children, identify 
tho~e who somehow were missed by the national immurti~ 
zation ·teams and refer sick children to centres where basic 
care can be provided. 

The scouts and guides have now expanded their activities to 
include subjects they have identified as relevant to their 
own health concerns. 1 hey have made and distributed 
posters on the dangers of drug and alcohol use, organized 
sports competitions between teams of smokers and non
smokers, carried out surveys into the needs of other young 
people for information about sexual development and family 
planning, and developed accident prevention strategies. 

2 .. The Bharat Scouts and Guides in Delhi, India, adopted an 
action plan to improve health conditions in their city by 
carrying out construction and renovation work as well as 
promoting sanitation. With help from UNICEF, they set up 
demonstration sanitation units and produced a sanitation 
promotion book containing guidelines for individuals and for 

. sc()ut troops. Several groups dug borehole latrines in 
poorer areas .as part of their activities. Scouts and guides 
. from through()Lit India helped to level roads, clear away 
rubbish, provide Qr impr()ve drainage and make soakpits. 

·.They also went from house to house talking to residents 
about sanitation and other health matters. 

·Sources: 1. ·Background doc:umentto the Tec:hnic:al Discussions at the Forty
second World Heal~ll Assembly, Geneva. 1989. 
2. United Nations Centre for Human Settlements. Scouts/Guides active in 
shelter activities. UNCHS {Habitat) Shelter 8ulfetin, 1988, 1(2); 11. 

community of Delicias were either destroyed or so severely dam
aged as to be uninhabitable. The scouts and guides have helped 
rebuild the neighbourhood with larger communal areas, im
proved sanitary conditions and more light and space. 

Besides empowering groups to be involved in positive health 
action, it is necessary to build close relationships and effective 
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.. Box 23 ... . .. . .··. ,, 

Indian. scouts het:p to eontrot,teprosy 
The Bhanlt Scouts.and a'uide.s .in India ate'.aotivety .invohted .. 
in leprosy control activities. The ~andt:ii Memorial Leprosy 
Foundation trains scout f&aders in lepro.sy work· in.variou$ 
·camps and centres .. These,fe.aders ·in·.turn train scouts for 
action, The result ;is that 1200000 youngsters are f}rep.ared. ·· 
to work tor leprosy contro.l. .. ·. ·· ··· .. . ·• ·.. · 

The scouts educate .. the publit~ about. ieprosy, ,lr!formjng ' 
peopl,e that.it is a curable disease which needs 'o be ident" · 
lfied eariy al)d treated. correctly · i.n order. to avoid del()rm~ 
ities, the scouts also try to remove.the 'fear and sttgma 
assocJaled with !~prosy .. Early d~tection of' cases .,of leprosy 
hi the school .and community is part of the wortCot tM 
scouts who· cOoPerate t~losefy with health pefs.onnet to en~ , 
sure that suft.erers receive complete treatment. and .rehabUi~ .. 
tation. · ·· · · · ·· 

oo.ri.ng community visits, the. scouts at$9 provide education .. 
on persqnat and environmental hygiene. These .. tt)dian . 
scouts. can ef'nh a scout badge for . their lepros;i, .control 
activities and this gives them additiomtd encourt;tgeJT~ent 
The leprosy R.eHef OrganizatJon ,in Muni.ch,·Germany; sup.:. 
ports this nationwide. programme by funding low:.cost edut~a~ 
tiona! material designed to meet local needs. 

Soun::e: Addre$$ by Mr R;anga Rao, Director, 8harat$couts; Leprosy wcrk.of 
the Indian ScoutS. Munich1 Leprosy Relief Organization; 19&9. 

alliances with them to bring about concerted action for commu
nity well-being. 

School-age children 

A large proportion of school-age children in developing 
countries are not in school. Spurred by UNESCO, efforts are 
being made by countries to meet the basic learning needs of their 
citizens, both children and adults. Health education programmes 
must be envisaged not only for children in the school system but 
also for those outside it. 

Educating schoolchildren and teachers for health action 
concerning themselves and their community is a very important 
area of health promotion. This falls within the responsibility of 
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Box 24 

Family life education among teenagers 
in school 
The Young Women's Christian Association (YWCA) of 
Guyana and the YWCA of Trinidad and Tobago have de· 
veloped. a project to involve young women in education 
about family life. In adqition. to informing young people 
about the negative consequences of se){ual activity, the pro· 
ject offers support to teenage mothers and counselling to 
families where there is alcoholism, violence and tension. 

The YWCA staff carry out the project with girls in different 
schools: They b~gan by encouraging the girls to describe 
their problems and discuss them openly, and then under
took a more structured course of sessions in which par
ticipants could explain their problems to professional 
co.unsellors and specialists. Key problems identified include 
not receiving accurate information about sex from parents, 
the process of personal physicaf and psychplogical change, 
and malnutrition among a high proportion of young people. 

Source: Background document to the Technical Discussions at the Forty
second World Healtll Assemt:tly, Geneva, .1989. 

the ministries of both education and health. Health education in 
schools, though often perceived as limited to health teaching in 
the classroom, is far more effective when augmented by the many 
other opportunities that the school offers for health learning. 
These include: the school environment, the buildings and 
grounds with sanitation and other facilities; the school health 
services, including the early detection of health problems by 
teachers or health staff, referral for correction and treatment, and 
the handling of health emergencies; meals at school, whether 
supplied by the school or brought from home; a social environ
ment encouraging good relationships among staff, students and 
parents; recreation activities such as gardening and sports and 
group activities like clubs, scouting and camping. In addition, 
relationships between the school and the community contribute 
to health learning and health action. 

Regional surveys on school health education have been 
undertaken during the last decade in a number of countries of 
Africa, Asia, the Caribbean and the eastern Mediterranean area. 
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The findings showed some common inadequacies. Health educa
tion was seldom a separate subject in the curriculum but was at 
times integrated with other subjects, with varying degrees of 
success. Teacher preparation and motivation were often inade
quate. Teaching methods were mostly didactic and teaching ma
terial was meagre. Health teaching was easier to implement in 
primary schools than in secondary schools where the curriculum 
is more structured. 

An encouraging outcome of the surveys is that serious re
gional and national efforts are now being made to develop a 
meaningful health curriculum. While some of these aim at com
prehensive teaching of health so as to meet the particular needs 
of different age groups, others are focused on priority health 
issues such as population education, child survival and develop
ment, malnutrition, smoking, drug abuse, water and sanitation, 
the prevention of cardiovascular diseases and AIDS. Some of 
these efforts at educating schoolchildren are initiated and sup
ported by health, nutrition and population programmes spon
sored by such concerned agencies as UNESCO, UNFPA, 
UNICEF and WHO. A few notable regional and country initiatives 
are mentioned below. 

In 1983, 1984 and 1990, WHO organized three subregional 
consultations in Africa for decision-makers in the health and 
education sectors. The consultations reviewed school health edu
cation in 23 countries and made recommendations. Subsequently, 
action has been initiated in a number of countries to improve 
school health education. 

WHO and UNICEF assisted in developing a prototype ac
tion-oriented school health curriculum for primary schools in the 
Eastern Mediterranean Region. Seven Arabic-speaking countries 
have tested the curriculum and are in the process of adapting and 
implementing it. 

In 1991 WHO, UNESCO and UNICEF organized a Con
sultation on Strategies for Implementing Comprehensive School 
Health Education/Promotion Programmes. The meeting resulted 
in the issuing of suggested guidelines for action on comprehensive 
school health education (8). 

Following this, a regional meeting on comprehensive school 
health education was held for countries in the South-East Asia 
Region in 1992, and the guidelines were adapted for use in the 
Region. 

In a number of countries in Asia and the Pacific, the minis
tries of education and health have jointly revised and developed 
comprehensive health curricula for different age groups as well as 
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for teachers. India, Indonesia, Malaysia, Papua New Guinea, the 
Philippines, the Solomon Islands, Sri Lanka and Thailand are 
among the countries involved. WHO has supported these efforts 
through workshops, consultant services or training fellowships, 
and by providing educational material and equipment. 

In Colombia a nationwide programme to promote the 
healthy development of children provides an encouraging ex
ample. The national programme, called Superviver, aims to re
duce child mortality. It is coordinated by the Ministry of Health 
in collaboration with the mass media, the education system and 
voluntary and community agencies. In ro ooo rural schools, tea
chers have organized evening classes for more than 300 ooo 
parents on ways of promoting their children's health. A child 
health component has also been added to the education curri
culum at all levels, from primary school to university. In urban 
areas, an innovative approach has been made towards teaching 
schoolchildren and then giving them responsibility for commun
ity health. This is described in Box 25, while Box 26 reports on 
the "Little Doctor" programme in Indonesia-another national 
effort to involve children in health action. 

In Uganda, all primary schools have integrated basic health 
knowledge and skills into the science course. The new syllabus, 
which was initially tested in 20 schools, covers topics such as 
nutrition, safe water, sanitation, immunization, the treatment of 
common diseases, the prevention of accidents and AIDS. Teachers 
use specially developed teaching materials and children are encour
aged to share what they learn with friends and family. 

It is encouraging that many countries have taken action in 
the past decade to improve health teaching. Some have been 
supported by priority health programmes such as WHO's Ex
panded Programme on Immunization, Diarrhoeal Disease Con
trol Programme (through oral rehydration therapy), and Global 
Programme on AIDS, and the UNICEF Programme on Child 
Survival and Development. Innovative methods are being tried 
and tested to teach health and encourage student action. 

In Swaziland, 2000 children in r6 primary schools were taught 
about immunization. Eight radio programmes of 15 minutes 
duration were developed to instruct children on the subject. Each 
programme started with a song about immunization followed 
by a story by Uncle Elijah, who soon became a popular figure. 
Children were given workbooks on the six killer diseases of child
hood and listened to the programmes weekly over an eight-week 
period. 
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Box 25 

,H.eatth Scouts in Colombia 
·· An . outstanding school health education programme has 

been conducted in Colombia since the mid-1980s as part of 
an innovative nationwide Escuela Nueva (New Schoot) pro
gramme: Elementary school classrooms in both rural and 
urban schools contain health learning centres where ct:Jil~ 
dren receive education and information about health and 
nutrition. They are encouraged to take information home 
artd share it with parents, br~thers and sisters. As part .of a 
national childhood survival and development initiative,·· 
schools. are also used as focal. points for programmes• of 
immuniz;atloh, distribution of oral rehydration salts and 
other prevetitjVe health activities in communities lacking . a 
h~alth centre. · 

A .. second innovative element in • Colombia .. is the Viglas de 
Satud (Health,Scouts} programme for young people aged14 
to. 17. 1n grades 8 and 9, students receive basic instruction 
about the six health problems that exact the heaviest toll 
among the country's young people. In grade 10 they do 30 
h.ours of community practh;:e. This includes gathering health 
data about their own and neighbouring families before· be
coming, In effect, health guides or health monitors for their 
families on disease prevention, nutrition and child develop
ment. The young people work closely with both school and 
health service authoritie.s in their communities. 

Source: Rice M. Rasmusson E. Healthy cities in developing countries. 
Washington DC. Pan American Health Organization, 1988. 

Box 26 

The Dokter Kecil programme of Indonesia 
In lrtdonesia, non~curricular health education called Peny~ 
uluhan Keshehatan is carried out as an integral part of 
school health services. An important input to this is the 
Dckter Kecil or Little Doctor programme which has the per* 
sonal support of the country's President The programme 
uses a group of students to serve as motivators for changes 
that promote better health in the school,l1ome and commun* 
ity. Children from grades 4 to 6 are selected by teachers to 
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serve ~s "little doctors" according to their leadership po~ 
tentiaf., willingness to help others and observance of good 
personal hygiene. · · 

The. responsibilities of the little doctor include: setting a 
good example. by following. a healthy lifestyle; o~serving 
good personal. hygiene arid .avoiding behaviour that . may 
cause health risks; active participation in improving en.:. 
vironmerttal cotlditions (with emphasis on disposal of .se- ·· 
wage and refuse, protection of safe water sources an~ food 
storage, and cleanliness of rooms);. commt.~nlcatinQ. mes"' 

·· sages on diarrhoea prevention, immuniz~tion,. m.osquito 
control., etc.; monitoring personal hygiene, growth, eyesight,·· 
and oral health; looking for SCG scars ~nd heatth pr<;)blems 
such as skin and eye infections; informing teachers about 
children needing attention; providing simple treatment~ in.:. 
eluding first aid and referral of cases; m~intaining a health 
logbook or diary; writing pers~:mal. reports and .presenting 
health facts using graphics. ·· ·· 

The little doctors are given initial training which includes .20 
... hours .of lessons. Problem solving and a-ctive participation are. 
. tmcouraged. The· training is evaluated through tests,. essays, 

skHI assessm.ent, role play and group discussions .. The. work of ·· 
the little doctors is monitored and the impact on the school and 
community is observed. 

This programme, which started as a pilot project 10 years 
ago, is now common throughout the country. Schools w.ith 
U~tle Doctor programmes show improvements in sanitation~ 
personal hygiene and in the health awareness of :parents. 
Reports from various provinces show that little doctors have 
been instrumental in popularizing ways of ridding their com~ 
munities of man-made mosquito breed.ing places. Similar 
programmes have been initiated in Kenya, the Philippines 
and Thailand. 

Source; WHO/UNICEF. International Consultation on the Health of the 
School-Aged Child. Geneva, World Health Organization, 1985 (IJnpublished 
document WHO!UNICEF/HED/85.1}. . 

The Child-to-child programme, designed primarily for chil
dren in developing countries-and especially for children in rural 
and periurban areas-is based on the fact that in these countries 
older children often look after their smaller brothers and sisters. 
The programme is for children both in and out of school and has 
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been reviewed with enthusiasm in more than 70 countries. More 
details are given in Box 27. 

Box 27 

The Child-to-child programme 
The rationale behind the Child~to~child programme is that in 
many societies around the world it is often not a parent who 
looks !lfter the. y.oung child, but an older sister or brother. 

Children in schools are an untapped source of health care 
for other children. Older sisters already carry babies and 
care for them during most of the day, and young toddlers 
are often left in the care of older children. It was felt that 
child~minders would perform their roles better if they under
stood what they should be doing, if their tasks were made 
easier and more enjoyable. and if they were given praise 
and encouragement. This formalizes what has been prac
tised for centuries all over the world, and CM be done by 
placing the Child-to-child contact persons firmly within com
munity settings, giving th.em support from teachers, parents 
and. health workers. 

Since 1979, .the Child-to-child programme, designed primar
ily for children in developing countries and particularly 
in the more remote rural and poor periurban areas, has 
spread throughout the world. It has taught and encouraged 
older children to concern themselves with the health and 
general development of their younger siblings and of other 
younger children in their community. · 

This teaching has been done through the formal school 
system, particularly. the primary school, and through youth 
gr:oups of various kinds. The programme is for children bOth 
in and out of schdol and has been reviewed with enthusiasm 
in more than 70 countries. Activity sheets, teaching material 
and teachers' guides are available in different languages 
and cover topics related to the young, such as· feeding, ' 
immunization, caring for a. sick child, accidents, sa:te water 
and diarrhoea. A series of attractive primary health readers 
has been developed for schoolchildren in Africa, India and 
Latin America, to be used as an integral part of .courses 
such as science and home economics. · ·· 

Several main areas have been identified in which children ·· 
can help othe.r children. These · ar:e: eating well, ·teaching 
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healthy habits, recognizing disease.s early, mon.itoring growth, 
providing ~ s~fe environment, helplng yq1..1nger coUdren to. 
gr<)w up physlcaUy and mentally, and stimulating chill;fren by 
playing with them, 

The. Chi!d ... to-dtild programme is a popular one, National 
and. inte.rnational agenc'les . inclul;fing many mmgovern.; 
m~ntt:ll organitations, UNtCEF, UNESCO and WHO strongly 
support this initiative. · · ·· · 

'Source: Ohild·tkbifq evaluation Lcmqon, Institute of Chi!~ Health, W81. 

In addressing health issues it is important to foster links 
between the school and the community. In many countries the 
school premises are used as temporary health posts and health 
teaching centres where teachers and students provide outreach 
education to the community. 

Schoolchildren and teachers frequently participate actively 
in national immunization campaigns and in promoting oral re
hydration therapy. Thousands of children in Senegal and the 
Syrian Arab Republic have made house-to-house visits to enrol 
children and inform parents about immunization sessions. In 
Turkey, 70 ooo schoolteachers helped motivate parents to have 
their children vaccinated during a national campaign in 1985 (see 
Box 9). 

In Bolivia, thousands of schoolteachers have organized oral 
rehydration teaching and treatment centres in schools for parents 
and children. In the United Republic of Tanzania, school
children were taught how to use oral rehydration therapy and one 
of their homework assignments was to teach their parents. A 
survey showed that the percentage of parents who could correctly 
prepare the rehydration solution rose from I 3% to 65%. In Cote 
d'Ivoire, teachers and students formed a theatre group to per
form sketches on immunization and oral rehydration therapy. In 
a low-income area of India, poliomyelitis immunization coverage 
increased from 20% to 90% when schoolchildren assumed re
sponsibility for bringing their brothers and sisters to the vaccina
tion post. In Ecuador, 34 ooo teachers and 150 ooo secondary 
school students provided families with information about child 
health. A follow-up survey showed that 50% of families had used 
oral rehydration therapy and more than half of these said they 
had learned about it from a secondary school student. 
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Over the past two decades much effort has gone into teach
ing people about communicable diseases that are endemic in 
tropical countries and that have a debilitating and often fatal 
effect on children. WHO has supported research and action pro
jects to develop the teaching content and educational material 
and to integrate these with the teaching of other school subjects. 

Malaria, dracunculiasis, onchocerciasis and schistosomiasis 
have been priorities in Africa. A well-illustrated textbook pre
pared for schoolchildren in Portuguese-speaking African coun
tries deals with endemic infectious diseases. The book builds on 
traditional beliefs and uses everyday experiences to show how 
people contract such prevalent infections as schistosomiasis, mal
aria, amoebiasis and tuberculosis. 

AIDS education in schools arouses much attention and re
ceives significant resources in north America, Australia and 
Europe. WHO and UNESCO have formulated plans for school 
health education on this subject. A school guide to education on 
AIDS and sexually transmitted diseases has been prepared (9). 
WHO supports the Documentation Centre on Educational Ma
terials for AIDS Education in Schools, based at UNESCO in 
~aris. Prior to launching national AIDS education programmes 
in developing countries, WHO and UNESCO have supported 
pilot projects in Ethiopia, Jamaica, Mauritius, the Pacific area and 
Sierra Leone. The United Republic of Tanzania and Venez
uela have initiated projects and others are planned for Argentina and 
Uganda. 

Project activities include developing curricula based on 
the existing knowledge, attitudes, behaviour and concerns of 
children-curricula that are sensitive to local culture and accept
able to parents and teachers. Educational techniques include 
media such as drama, art and song. AIDS booklets and other 
material form part of the project. 

Nutrition education in schools is an area that attracts the 
continuing interest of governments. The nutrition and dietary 
habits of schoolchildren have been studied in several places. 

Nutrition education in primary schools in the Caribbean area 
has received significant support. A handbook prepared in 1985 
for Caribbean teachers aimed to incorporate education on food 
and nutrition into specific subject areas in the regular school 
curriculum for children aged 5-7 years (see Box 28). 

In Zaire, nutrition education is provided in all primary 
schools with WHO/UNICEF support. Several suitable textbooks 
are available. Nutrition projects are also under way in a number 
of other developing countries such as Fiji, Malaysia and Papua 

67 



HEALTH PROMOTION AND COMMUNITY ACTION 

Box 28 

A food and nutrition handbook for 
Caribbean teachers 
Food and nutrition education in the primary school: a hand~ 
book tor Caribbean teachers resulted from a nutrition edu· 
caUon project in Montserrat for children aged 5~7 years. 
The project was conducted in collaboration with the Car· 
lb.bean Food and Nutrition Institute and aimed to integrate 
food and nutrition into specific subject areas in the regular 
school curriculum. 

In consultation with educators at the University of the West 
Indies School of Education, the ministries of health and educa~ 
tlon and teachers' colleges in the region, some of the original 
activities and methods have been revised and adapted for a 
wider age range in the primary schooL The programme is now 
used with ages 5-12; or grades 1-6. 

Part 1 of the handbook deals with teaching about food and 
nutrition. The book includes games, creative activities, stor· 
.i.es and lesson plans incorporating food and nutrition in· 
formation. It suggests ways in which the information can be 
integrated into other subjects in the curriculum. Part 2 con· 
tains basic facts about food and nutrition that will provide 
useful background for the teachers, and especially those 
with little previous knowledge of the subject. 

User evaluation forms are included with the handbook to 
help assess the programme and to increase its usefulness. 
Details of activities and learning experiences that have 
proved successful have been collected and shared with 
other users. 

Source: Food and nutrition education in the primary school: a handbook for 
Cariibbean teachers. Kingston, Jamaica. Caribbean Food and Nutrition In
stitute, 1984. 

New Guinea. Recognizing the importance of food safety educa
tion in schools, WHO has recently published a guide for primary 
school teachers on food, environment and health (ro). 

Water supply and sanitation, along with personal hygiene, 
are subjects introduced early in primary school health education 
in developing countries, often as part of a programme for provid
mg water supply and latrines for the school and community. 
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International, national and voluntary agencies have taken the 
initiative in providing the facilities and in developing the curricu
lum. Nevertheless, many schools today, even though they give 
instruction on personal hygiene, have inadequate water or sanit
ation facilities. 

In Africa, the schools of Kenya, Lesotho, Liberia, Uganda and 
Zimbabwe have hygiene classes, while in Mozambique, 
Nigeria and Zambia other educational efforts are under way. In 
Kenya, the government and nongovernmental organizations have 
contributed towards developing a syllabus and educational ma
terials that include books, teachers' guides, comic strips, puzzles 
and competitions. This programme is shared with Uganda. A ro
point educational programme in Lesotho emphasizes the use of 
toilets, and teachers involved in school and community hygiene 
use posters, slides and printed material. Zimbabwe has an exten
sive hygiene education programme that develops school hygiene 
booklets, teacher reference material and provincial competitions 
in poems, songs, essays and drama. 

Bangladesh, Bhutan, India and Indonesia are among the 
Asian countries that include hygiene education in schools. The 
Irish nongovernmental organization Concern has active hygiene 
education projects in selected primary schools in Bangladesh. In 
Bhutan, guidelines for training teachers in low-cost sanitation 
and health education have been developed and are in use. Teach
ing materials have been produced in India and Indonesia by 
government and nongovernmental organizations. UNICEF has 
produced technical publications in India to improve school sanit
ation. The experience of Jordan is described in Box 29. 

Several countries in Latin America and the Caribbean area 
have hygiene and sanitation education programmes in school. 
The Ministry of Education and Culture in Bolivia has a pro
gramme supported by UNICEF which includes preparing at
tractive educational material and a training manual for teachers. 
Hygiene education projects are being supported by WHO and 
the Swedish International Development Authority in four coun
tries (see Box 30). Carefully designed and tested educational 
materials have been prepared in Honduras. The International 
Water and Sanitation Centre in The Hague, a WHO Collaborat
ing Centre, has compiled data on a variety of hygiene and sanita
tion education approaches. 

Concern for the environment is another area that is being 
introduced in schools. A community-oriented teaching and learn
ing experience introduced in La Paz, Bolivia, is outlined in 
Box 31. 
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Box 29 

School sanitation: learning in a clean 
environment 
A school•based • health programme In Jordan has . upgraded 
school facilities and sanitary conditions. More recently the 
programme, which is supported by WHO, the United Nations 
Relief and Works Agency for' Palestine Refugees in the Near 
East, UNESCO and the Jordanian Department of Health, has 
expanded and improved health education programmes. All 
new students are medically examined and given any neces
sary immunizations. Health records are kept, and children 
are screened periodically tor conditions such as hearing 
and vision problems. The sanitary conditions of schools and 
school yards are periodically checked by health personnel. 

Each school selects certain teachers-usually science 
teachers-for a one-year in-service l)ealth education course 
during which they are trained to become health tutors and to 
assume . responsibility for organizing health education. 
School health committees work with them and with outside 
advisers to identify problems that may be influenced by 
education. Once a problem has been identified, each school 
prepares a school health action plan concerning the teach
Ing and learning activities to be carried out over the school 
year. Health topics are incorporated into science, home eco
nomics and other courses, and include monitoring .of the 
cleanliness of classrooms, toilet facilities, canteens and 
school yards, visits to local health centres and meetings 
with community.health workers. 

Source: United Nations Educational, Scientific and Cultural Organization. 

Schools all over the world have dental health programmes. 
Brushing teeth, oral hygiene and proper eating habits are em
phasized and there are many examples of innovative methods of 
persuading children to develop good oral habits, including 
brushing teeth under teacher supervision in primary schools. 
Singapore has had success with a comprehensive programme in 
this area. Dental health education in schools, along with dental 
care services and fluoridation of water, has had dramatic results 
in reducing tooth decay and loss in many countries. 

Family life education in schools has evolved over the past 
three decades in a large number of developing countries. In the 
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Box30 

Strengthening hygiene education in 
schools 
With st,Jpport from the Swedish International Development 
Authority, WHO has been able to increase emphasis on 
hygiene education as a part of water a,nd sanitation projects 
both in the community and in schools. 

National activities are being developed in. Burkina Faso, 
Nepal, ·Yemen and. Zimbabwe. ·tnnovative prototype mater· 
ials on hygiene are being developed and include comic 
magazines and teacher training material. Cartoons, videos 
and participatory methods are being introduced in order to 
involve children in learning exercises, 

Comic magazines on hygiene education are being tested 
and refined for use in schools in Nepal on the basis of the 
model of the Mazingira Institute in Nairobi, Kenya, In 
Yemen, school hygiene education materials that are being 
developed include cartoons and videos. Environmental 
health technicians In· Burkina Faso and Zimbabwe are being 
trained to do teacher training in hygiene education and to 
help schools build latrines and facilities for washing hands. 

Source; Environmental health, 1992, 13 (newsletter). 

1960s family life education was a major concern of Asian coun· 
tries in the context of population control. With massive support 
from international, bilateral and private agencies, family life edu
cation curricula were developed for different teaching levels. 
Schools in Africa, the Americas and the Caribbean area include 
the subject with the additional aim of preventing teenage preg
nancies. A school health and family life education project sup
ported by WHO and the Carnegie Corporation is now under way 
in three eastern Caribbean countries. Its goals include better 
health and sex education in schools. In some roo countries, 
population and family life education are incorporated into school 
curricula at different levels as well as into out-of-school pro
grammes. In 1988, UNESCO developed a training package to 
prepare teachers and other community educators. It covers both 
content and methods of teaching, with the accent on an inter
disciplinary approach. 

The increase in the use of drugs, alcohol and tobacco among 
young people is now a concern of developing countries as well as 
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Box 31 

Children learn about urban development in 
Bolivia 
An innovative programme for Bolivian schoolchildren has 
been launched in La Paz to facilitate student understanding 
of the urban development problems faced by their city. Chil· 
dren are encouraged to be more sensitive to the challenges 
presented by environmental conditions in the city. Project 
activities promote a critical attitude but also motivate stud· 
ents to develop solutions to urban environmental problems. 
Consciousness-raising activities complement efforts that are 
already being carried out in schools. 

One of the main strategies to promote greater awareness is 
to transport students to areas with major urban develop· 
ment problems. Afterwards students discuss the problems 
they have seen and propose solutions. 

Another strategy is to show students the urban situation 
. through photographs, videos and models so that problems 
and potential solutions can be debated. Discussions focus 
on issues such as proper waste disposal and the supply of 
clean water. Food is another issue for discussion since the 
production, preservation, storage, transport and sate of food 
are important in a city such as La Paz where much food is 
prepared and sold on the street. Children also discuss the 
need for ecologically sound and structurally safe housing 
facilities. 

Yetanother strategy is to bring children to parks set aside 
for recreation. During a full day session, the children diS· 
cuss factors that damage their environment-such as air, 
water and land pollution-and suggest preventive measures 
that could stop the destruction. Students are encouraged to 
do their owl) res.earch to identify urban problems and solu~ 
tions, as well as to inform and educate their families, 
friends and neighbours. 

Source: Rice M. Rasmusson E. Healthy cities in developing countries. 
Washington DC, Pan American Health Organization, 1988. 

the industrialized world. Educational programmes are being in
itiated to tackle this problem in the school and community. Pro
jects conducted as part of the school curriculum are combined 
with out-of-school reinforcement through the mass media and 
support from parents and youth clubs. An important part of the 
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programme aims at increasing self-esteem, improving decision
making, teaching how to say no and developing the ability to 
cope with psychological stress in other ways than by using drugs 
and alcohol. Programmes on smoking and its dangers have start
ed in schools in some developing countries. 

Box 32 gives an account of WHO's programme on alcohol 
education in 25 selected schools in Australia, Chile, Norway and 
Swaziland. The emphasis was on teaching 8th and 9th grade 
students when to say no. A comparison of peer-led and teacher
led programmes showed that peer-led programmes appeared to 
be more effective in some situations. This endorses the view that 
trained peer leaders can serve as alternatives to teachers and adult 
leaders. 

Box :32 

Youth to youth: reducing alcohol use 
The use of peer teaders has proved to .be an essenti.aJ 
component of successful programmes for alcohol abuse 
prevention with adolescents: A WHO collaborative study on 
alcohol education and. young people compared the effects of 
a peer-led 'programme with those of a teacher-ted pro~ 
gramme and of no programme at all ,in 25 schools in Aus.:. 
tralia, Chile;. Norway and Swaziland. · 

The educational programme emphasized refusal skHis 
among 8th and 9th grade students in the four· co.untries. The 
peer-led educational programme appeared to be effecUve in 
reducing adolescent involvement with alcohol in a variety of 
settings, economies and cultures. Peer leaders are ul'l!que 
in their abili.ty to influence .behaviour .because, as members of 
the peer group, they are credible role models an.d 
disseminators of social information, and they use ·· Jhe 
same level of language as their peers. Peer leaders c.ao .. be 
trained to modify environmental, personality and .behavioural , 
tactonrthat are predictive of alcohol use amon9 adolescents, 
and so become a viable alternative to teachers and adult 
leaders. 

Source: · S~ckground · document to . the Technical Di$CUSsions at the . Forty
seoond World Health Assembly, Geneva, 1989. 

School health education is vital if developing countries are to 
encourage lifestyles that minimize the risk of cardiovascular dis
ease. Many developing countries now seek to educate and em
power schoolchildren and teachers for such action. The outcomes 
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have been encouraging. But what are needed are long-term na
tionwide programmes that are part of a comprehensive school 
health education programme. 

Children today are increasingly exposed to the press and 
television. Little control can be exercised over what they read, 
hear and see. Frequently what is taught in school and at home is 
in conflict with the messages from the media. Children can, 
however, be taught to handle media messages in an intelligent 
way. Understanding advertisements and dealing with conflicting 
messages are skills to be encouraged by school health education 
projects. 

At the same time, the great potential of the media in teach
ing health must be fully utilized to complement what is learned 
at school. A number of countries use radio and television to teach 
school subjects. Educating Children through the Media is a pro
ject in India that includes health communication aimed at urban 
and rural children aged IO-I4 years, both in and out of school. 
Prototype material (mainly video with some sound recordings 
and printed material) is produced after research on both its con
tent and its intended audience. The material includes short video 
presentations of I -5 minutes and longer 20-minute programmes 
on various topics. 

There are 406 million school-age children (aged 6-I7 years) 
who are not in school and who do not receive formal education, 
according to UNESCO estimates for I990. Around 70% were in the 
least developed countries and 6o% of these were girls. If current 
trends continue, the number of out-of-school children (aged 6-I7 
years) will be around 45 I million by the year 2000. 

In accordance with the Universal Declaration of Human 
Rights of I948, nations set targets to ensure that everyone's right 
to education became a reality. Total enrolments during the I950s 
and I96os were impressive but they did not keep pace with the 
rapid increase in population. Primary school enrolment in I970 
and I980 exceeded the projections made at UNESCO's regional 
meetings, yet universal education has still not been achieved. 

While Asia achieved significant gains in the I 98os in the 
total number of children with access to schools, the least de
veloped economies in sub-Saharan Africa faced a period of stag
nation and some failed to meet the declared goals. After four 
decades of considerable progress in terms of the numbers of 
children with access to primary education, the number of chil
dren not at school continues to rise. As a result there is a growing 
accumulation of unmet needs for basic knowledge and skills. The 
formal primary school systems in many countries do not have the 
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Box 33 

Empowering children through media: 
an Indian experience 
The Development and Educational Communication Unit of the 
Indian Space Research Organization has undertaken-at the 
initiative of the Ministry of Health and Family Welfare and with 
financial support from the United States Agency for lnterna~ 
tiona! Development-a project on health and communication 
aimed at children aged 10-14 years, both in and out of school. 

The project includes working out a statement of intent and a 
plan of action, developing health messages and producing 
prototype materials-mainly video but including some audio 
and print materiaL A great deal of background research has 
been carried out on the content of the educational material and 
on the child audience, with involvement Qf a large number of 
experts from diverse fields. The health messages are chosen 
according to the ability of children to act on the information 
they are given. Topics include personal hygiene, nutrition and 
food, common illnesses and accidents. The statement of intent 
and suggested plan of action are necessary for communicating 
the messages. Also included in the project material are 50 one
line texts and some longer scripts as examples of how the 
health messages can be communicated through video pro
grammes. These health messages could also be used for 
radio/audio programmes or for producing print material. Some 
of the prototype materials have already been adapted and 
broadcast in different states of India. 

Source: Development and Educational ·Communication Unit, Indian Space 
Research Organization, Ahmedabad, India, 1988. 

capacity to meet these needs. Unless significant changes are 
brought about, many nations will not be able to improve access 
to education and will still less be able to improve its quality. 
Indeed, some countries must face the possibility of deterioration 
in educational coverage in the decade to come. 

Given these circumstances, the health sector in the countries 
concerned, as it pursues the health-for-all goal, must work out 
ways of meeting the health education needs of the vast number of 
children who are not at present in the school system and in all 
probability will continue to remain outside 1t for years to come. 
Countries need to identify the population groups that are not at 
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school, determine why, and design or adapt appropriate educa
tional programmes to meet their specific conditions and needs. 
The out-of-school children are often underprivileged. Many of 
them have never attended school and others may have dropped 
out. 

Countries are grappling with this problem in different ways. 
Box 34 tells the story of a voluntary agency in Bangladesh with a 
non-formal primary education programme that includes health 
teaching. 

Box 34 

Alternative primary education in Bangladesh 
For children in Bangladesh, as in many countries of the world, 
schooling is likely t"O be little more than a brief eptsode that 
ends too soon. Half the youngsters of primary school age are 
enrolled in school but fully three-fifths of those who. enter first 
grade leave only two years later, without basic literacy ot 
numeracy skills. 

The Bangladesh Rural Advancement Committee (BRAC) is 
trying to change the situation by educating children, especially 
very poor children in rural areas, who cannot be reached by 
government schools or who, once reached, do not stay in 
school. In 2500 villages throughout Bangladesh, youngsters 
between the ages of 8 and 10 study under the BRAC Alternative 
Primary Education programme. In the equhtalent of 1st to 3rd 
grades, they learn to read, write, and do basic arithmetic. They, 
are also taught science, soci~l studies, health and hygiene. 

More than 95% of students.enrolled in the BRAC programme 
actually attend classes and more than 98% of those who enrol 
in the first year complete allthree years. Almost ail continue 
their education in government schools. Sixty per cent of the 
BRAC students .are girls, just as 60% of the teachers are 
women (compared with 8% of the teachers in the formal school 
system). 

The Alternative Primary Education programme offers a curri
culum appropriate to rural cuUure and rural. needs. It is a 
curriculum that can be taught by non-professionals recruited 
from the community. Parents are eager to help with their time 
and latiovr. The learning environment does not alienate rural 
children: school hours are adapted to local conditions and 
.parent groups supervise the organization and management of 
each school centre. · 
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The success of the programme shows that non~p.rofessionals 
can be trained effectively, provided they are given suffici·ent 
support. Although .aRAG teachers are paid one-quarter of the 
average formal school salary and receive no benefits, they 
gain a sense of accomplishment and are respected in their 
communities. Fewer than 2% of teachers leave each year (and 
then mostly because their families are moving from the com~ 
munity). 

The programme currently costs about US$15 per student per 
y.ear, but tl')e cost per pupil will drop as the system expands. It 
is not yet clear whether BRAG shotlld simply replicate its 

·· successful programme or if it should try new ideas in an 
.attempt to reach thOse still without schooling. 

BRAG's success has fired demand as people see the possibil~ 
ities for their children and their vil.lages. Complete success 
would depend, however, on a radical restructuring of national 
priorities and educational objectives. 

Source: Background document to the World Conference on Education for All, 
Jomtlen, Thailand, 1990. 

Underprivileged children in urban areas who, together with 
their families, struggle for survival often neither value schooling 
nor can afford it. There has been an alarming rise in the number 
of poor urban families because of growing migration from the 
countryside to the cities. Large numbers of children either live on 
the streets or in slums, and many are employed as cheap un
skilled labour. 

Bangladesh is countering this problem through an enterpris
ing programme aimed at providing schooling for these boys and 
girls and later training them in technical skills and helping them 
find employment. The programme includes social services to 
ensure the cooperation of families and employers in rehabilitating 
the children. Some 20 schools in three large cities are taking part 
with a total enrolment in I989 of nearly I I ooo children aged 
I0-12 years, about one-third of them girls. A condensed primary 
curriculum is followed, using non-formal methods of teaching in 
which a student can complete education up to 8th grade in four 
years. The children stay in school for 2-3 hours a day while 
continuing to work, with no appreciable loss of earnings. 

Lessons focus on learning skills and are taught by specially 
trained teachers who also look after the pupils' social needs. In 
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addition to reading, writing and mathematics, the children learn 
about the social environment and hygiene, including carefully 
selected messages and skills that help children to develop healthy 
behaviour. Similar programmes are found in other countries. 

Another learning and earning programme, this time for girls in 
Indonesia, is described in Box 35. Distance-learning centres in 
several countries are explained in Box 36. In every country, the 
health sector needs to identify such programmes and incorporate 
health teaching appropriate to the children's requirements. 

It is estimated that there are 30 million street children in the 
world. Half of these children are in Latin America where their 
numbers continue to increase. Seven million children live on the 
streets of Brazil's cities and towns alone. Many community-based 
organizations have programmes reaching out to these children 
and are finding ways to help them earn a living and at the same 
time mature intellectually, socially and emotionally. UNICEF, 
the Government of Brazil and the National Child Welfare Foun
dation initiated the Brazil Street Children's Project in 1981 (see 
Box 37). 

Brazil's programme for its street children shows how it is 
possible to meet the health needs of similar groups elsewhere. 
Educating these children on health matters is a challenge that 
needs to be taken up. The physical, mental and social health 
needs of street children require special study so that a sound 
health programme with an appropriate health education compon
ent can be planned. The lessons learned from programmes like 
that in Brazil highlight the need to allow children to make their 
own decisions about their health and lifestyle. Providing them 
with knowledge, skills and an appropriate environment in which 
to make wise health choices should be the responsibility of the 
health education and health services. Innovative approaches us
ing group activities, the media, peer pressure and role models can 
bring health dividends. 

Workers 

Another important target for education is the workforce, in
cluding management, in offices and factories. Farmworkers also 
form a large group in developing countries. Education on safety at 
work is a major issue and much has been done in this direction in 
industrialized countries. Trade unions are increasingly involved in 
worker education programmes to help workers achieve a better 
quality of life at home and in the community. The International 
Labour Organisation is encouraging such initiatives. An interesting 
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Bo,x 35 

Earning and )earning for yo.ung women in 
Indonesia 
The Community Education Division of the Ministry of Education 
and Culture .in ,lndonesl~ has a programme that combines 
employment with. trainrng in specific skills, closely linked with 
literacy efforts. The pre>gramme has helped Indonesia to .move 
from a literacy rate of around 60% to nearly 80% over the past 
decade while at the same Ume providing opportunities for 
unemployed.ol.it-of·school·youth to earn an income. · 

Learning and eaming opportunities are being offered to 
women in Indonesia by the' Kejar Paket A Ute racy programme 
and the Kejar Usaha small enterprise programme. Through 
village learning groups, reading courses, rural newspapers 
and preparation for primary schOol equivalency examinations, 
the programmes aim to eliminate illiteracy, especiaHy among 
women, to increase participation in child survival and develop. 
ment activittes, and to enable women to increase their income 
through .loans for small businesses. Most programme partici· 
pants are poor illiterate girls and women between the ages of 
13 and 44, with no fixed occupation. The community provides 
tutors and a. venue for classes while a vutage tfl,sk force 
manages funds for the programme. 

In 1987, a mid-termreview found that Kejar Usaha members 
had been able to increase. their income by as much as 34% a 
year and Kejar Paket A learners raised theirs by 20% a year. 
The Kejar Paket A scheme has also become an alternative to 
formal schooling for primary school drop-outs who account for 
46% of learners in the programme. One innovation of the Kejar 
Usaha programme is. that loans. are being made through• the 
Bank Rakyat Indonesia on collateral furnished by UNICEF and 
the Government This offers group members a chance to learn 
how to deaf with banks and frees tivil servants from havi.ng to 
keep detailed accounts of payments and repayments. A total of 
5.6 million illiterate people will be reached by the programmes 
during the country's next five-year development plan. 

Source: Background document to the World Conference on Education for All, 
Jomtien, Thailand, 1900. 
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Box36 

Support for out-of-school training 
In the mid~1970s, several developing countries began simul· 
taneously to improve techniques for disseminating information 
to all sectors of the population. Service centres sprang up to 
transfer information and training and~even more important to 
many edijcators..:-.to help community groups develop methods 
of identifying problems and acquiring the information and 
resources to solve them. · 

Several centres began with little or no outside help. In 197 4, tor 
example, the Lesotho Distance Teaching Centre had more 
talent than money. The centre began selling materials and 
training services to other organizations through a sales 
agency. The literacy section of Nepal's Ministry of Education 
had .an excellent series of teaching materials but virtually no 
budget for administering a literacy programrne .. By providing 
teaching materials at cost to various public ,and private devel
opment prganizations, the literacy section has succeeded in 
linking literacy with the core development needs of thousands 
of Nepalese. 

Service agencies in other countries were designed to meet 
deficiencies in out-of-school training. In order to save its new 
integrated rural development programme, the Government of 
Ecuador created the Nationat·tnstitute for Campesino Training 
(INCCA} which addresses the need to develop human re
sour.ces. INCCA strengthened extension and training. pro
grammes in all the ministries involved and it links training 
more closely to the country's research establishment. 

In the Gambia, the government drew on a study of the literacy 
.. and numeracy needs of entrepreneurs in the informal sector to 
design its Nonformal Education Services· (NFES). NFES stlaff 
cooperate with virtually all government departments to im~ 
prove the effectiveness of training programmes, using a broad 
range of materials and methods in order to teach subjects as 
disparate as ox~ploughing and holistic development theory. 

Nongovernmental organizations also function as service agen~ 
cies. The. Bangladesh Aural Advancement Committee has a 
Training and Resource Centre (TARC) which trains 'landless 
peasants, government employees and field staff of other 
NGOs. TARC has been in operation since 1976 and is larger 
than many government programmes, 
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'Ill· Venezu.ela;. the· Centrp al Serv.Jcio de· ia Acci6n 'Popular, in ' 
·operation since,.1S74;.oannuatty .o1fers. hundred!i, of'cou:rsesfor 
developrrient•relate~ organi2:ations and members ot gra$s~. 
root$ grov~s .. Ab<>uf 6'0% of its budgefcomelffrom ser\4¢e .... 
income. ·· · · ·· · 

·Aif the servi~e cent.res have m~naged to accomplish what, 
devetotiment'planners have 'iJpng urged: .wor~ing .. ac(OS$ 'Sec-: 

·· toral. p<>;unoarie,s; th~y improve the quality of lift:J. for people ~t 
the lower end. of society. . .. .. 

S~utce; Backgro~nd document t<J the World C(>nferene$ on Ed1.1~atlo~ tor All; 
·· ·· Jomtien,. Tnal.!and, 1too~ · · · · ' · 

story on promoting health in the workplace in Singapore is told in 
Box 38. 

Disadvantaged communities 

Empowering disadvantaged communities is of particular im
portance to developing countries which suffer from a great imbal
ance between their needs and their resources. While these countries 
have 7S% of the world's population, they have only 17% of the 
world's gross national product, s% of science and technology, IS% 
of energy consumption, I I% of spending on education, I 8% of 
export earnings, 8% of industry and 6% of the world's expenditure 
on health. 

In spite of external assistance, government development efforts 
are unable to cover entire population groups in many countries. 
Government attitudes and resources allocated to address the prob
lems faced in developing countries often preclude striking advances. 

Nevertheless, it is heartening to know that there are numerous 
examples of the poor and disadvantaged doing more for themselves 
than their government has been able to do for them. With some 
input from concerned groups, they have shown self-determination 
and self-reliance. Examples cited earlier, for instance in Boxes 2 and 
IS, illustrate what poor people have done to improve their own 
conditions. 

In empowering the disadvantaged to action, some important 
constraints must be kept in sight, especially in traditional societies. 
After generations of neglect and subjugation, many communities 
become apathetic and resigned to their lot, with little or no hope of 
betterment. Most of them are shy to come forward and are doubtful 
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Box 37. 

Street children. in Brazil 
For 7 million children, the streets of Brazil's cities and towns 
are both workplace and home~ The. youngsters are every
where: shining shoes, washing taxis, guarding parked cars, 
sorting through garbage for plastic bottles .. But many people 
would rather not acknowledge their existence and the au
thorities often treat them as delinquents. or misfits. 

Throughout Brazil, hundreds of community-based organiz
ations sponsor programmes that reach out to street children, 
trying to find ways of helping them to earn a living and to 
mature intellectually, socially and emotionally. In 1981, 
UNICEF, the Government of Brazil and the National Child 
Welfare Foundation began the Brazil Street Children Project to 
pool the knowledge gained in these diverse programmes. They 
also hoped to increase public .awareness of the children by 
broadening community involvement and making government 
resp.onses more effective. 

The 70 programmes directly involved in the joint project have 
different philosophies. objectives and activities but they share 
several features; Each seeks to gain the child's confidence and 
to build a solid bond between child and programme, providing 
meals, income-generating activities, health care and discus
sion groups. Some programmes also offer more formal train
ing or employment. The educational methods being used place 
primary emphasis on the child as decision-maker. 

A 1986 evaluation of the Brazil Street Children Project, using 
such indicators as social skills, career skills, personal growth 
and moral values, found that programmes are most successful 
when they respond to the children's own needs, the first of 
which is income. For example, the Salao do Encontro in the city 
of Betim, Minas Gerais, produces a complete line of ho.me 
furnishings and. employs more than 350 young people. The 
production process is labour-intensive and emphasizes the 
use of local resources. Besides manufacturing the products, 
young people actually manage the enterprise. Salao do 
Encontro tries to build self-esteem among street children, in 
the belief that confidence creates a secure foundation for 
personal growth and development. 

Source: Background document to the World Conference on Education for All, 
Jomtien, Thailand, 1990. 
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Box38 

·· Singapore: health .. education where people 
work 

··· ··Health education where people work is a. priority in Singapore. 
Health. ~ducators coop~ tate as widely as possible With man.:. 
agement and .. company safety officers, as well as with any 

··· ·· company. medical personnel. If a compan.y has no medical 
personnei;Jnvolvement is sought from staff welfare and sports 

··• . committees, .as well as from union l£taders, personnel 
mafl'agers and industrial relations officers. 

Managers .. are. encouraged to give active support by 
sponsoring elements of the programme;. offering competition 
prizes br free refreshments and allowing employees paid time 
off to .attend sessions. 

·· Among the· 80 companies taking. part Is Singapore Airlines, 
·where •7000· employees were the focus of ·an anti~smoking 
campaign. f:Qr a month before it began, airline staff were 

.. remihded of the campaign theme "No more butts.......:.quit 
smokin.g" by posters, stick(trs, messages on payslips and 
health jingles played over public address systems. 

The central parts of .the programme were a week·long exhibi· 
tion. and a no-smoking day. Doctors were on hand to spell out 
the harmful effects of the habit and Singapore Airlines intr~ 
duced a ban on smoking in its meeting rooms, recreation 
centre and library. Smokers on the airline's staff were offered 
courses to help them give up. 

Source: World health, November 1987. 

of their ability to take individual or collective action in areas they 
believe to be beyond their scope and purview. 

The resources required to bring about the action that is needed 
are not readily available to these people. They fear and distrust the 
social and state systems when they have had negative experiences in 
the past. They are often unable to read or write and have never dealt 
with the formalities required for development action. 

It is in this type of community that many educators and 
enablers have succeeded in bringing about changes, using innovative 
approaches to stimulate and maintain interest. Groups and agencies 
who work with such communities are invariably committed to a 
cause. They believe in people irrespective of their socioeconomic 
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background and have empathy for their fellow beings. The work 
undertaken by a unit attached to a teaching hospital in India is 
outlined in Box 39. Although the prime concern was the health of an 
underdeveloped community, attention was also given to literacy, 
income generation and savings schemes. 

Box39 

India: adult education for health and 
development 
K V. Kuppam block is one of the least developed communities 
in Tamil Nadu, India. Its literacy rate is 32.94% (male 52.77% 
and female 12.77%). In 1980-81, 30 centres were selected to 
reach 9000 people aged 15 to 35 years in an adult education 
programme. 

A variety of innovative approaches stimulated and maintained 
·· interest. These included social and cultural events (drama, film 
shows, etc.) related to issues such as family planning and 
population education, health and nutrition, immunization, dis
ease control, values and traditions, and ecor~omic develop
ment Times and meeting places were adapted to the learners' 
needs though several formidable constraints were encoun
tered, such as seasonal employment at harvest time, tempo
rary migration to places with better employment opportunities 
and the heavy workload. Some higher caste residents of the 
area also showed hostility to the rising awareness among the 
poor. Three centres were forced to close for various reasons. 

Nevertheless, assessment of the programme against criteria 
established by the education authorities showed that real 
progress was made. In relation to literacy and numeracy, 24% 
of participants in the programme were rated high on a three
point scale, 34% were rated medium and 42% below average. 
These scores correlated with hours of attendance. There was a 
marked increase In use ot primary health care facilities. Eighty 
per cent of learners supported the family planning programme 
and subscribed to the small family norm (having appreciated 
the socioec(,momic benefits of smaller families), although 15% 
feared the effects of the methods used. Only 5% clung to the 
belief that having many children is a form of social insurance 
for old age. All participants displayed greater awareness of 
individual responsibility within both family and community, but 
putting this into practice was hindered by poverty. Nearly 90% 
believed that reading and writing skills would help them to 
advance in lite, that the programme should be continued and 
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that eff.prts should be made to provide another opportu.ntty. for 
those who had dropped out. Nelght)ouring vil.lages ·also re,.. 
quested adult education programmes. · 

·. 'lr:l termS of functional learning, about 45o/~ of participan.ts in the 
programme learned skills fQr poultry Qr dairy produ~tion, for.· 
running small business, for seiH~mploymel)t or for jobs in the 
public or private sector. The fact that only 5% secured .loans .for 
housing and 12.0/o for small busi.nesses caused much disap~ 
po,intment. Some complained of .corruption among petty .Of· .. , 
ficial$ and of the lack of collateral. Ye.t 28% entered savings .· 
schemes and 25% .put electricity into their homes. Their · 
awareness of social position and se.lf,..confidence increased to 
.the degree thatthey began to demand their rights and organize 
themselves. The evaluators recommended that the project be 
c::o.ntlnued and developed, taking into account the knowledge 
gained in the first year., · 

Source: Mid-cours,e evaluation ot the Cbristian Medical COllege Hospital Rural. 
Unit for Health a,nd Soci~l Affairs; Tamil Nadu, 1983. 

Another example of a very poor community in Rio de Janeiro in 
Brazil is illustrated in Box 40. A community association there rallied 
some 8o ooo persons to take part in a wide spectrum of activities to 
accomplish neighbourhood goals. And Box 41 describes how slum 
dwellers in Bangkok, Thailand, came to an understanding about 
land-sharing and building new homes. 

While these are examples from isolated communities, the na
tional experiences of progressive rural development in China, the 
Republic of Korea, Singapore, Thailand and other countries are 
well known. Motivating communities to action can be achieved by 
committed and sustained leadership. The power of the people must 
be neither underestimated nor neglected as a means of solving 
problems and ensuring well-being. 

The role of the media in empowering people 

The role of the print and broadcast media in health advocacy 
with both policy-makers and the public has been discussed earlier. 
In developing countries, both modern and traditional media are 
being used to inform and empower people in many development 
fields. Handwritten village newspapers, radio spots and docu
mentaries, stories, folk drama, songs and street plays are being used 
to educate and empower people for health. 
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Box40 

Organizing communities to help themselves 
In the heart of one of the poorest neighbourhoods of Rio de 
Janeiro, Brazil, . a community association called Asociaci6n 
Rocinha has united a community of some 80000 people and 
has initiated a wide spectrum of activities, ranging from setting 
up a system of garbage collection to organizing kindergartens. 
By dividing themselves into working committees for sanitation, 
health and education, the residents of the Rocinha neigh~ 
bourhood have learned both how to work together and. how to 
work with the local bureaucracy to accomplish group goals. 
They now know how to negotiate with bureaucracy to get the 
materials they need, and how to carry out the project. 

The groups' activities address many urban problems; In the 
area of education, teacher training programmes help to im~ 
prove the quality of education that children receive, white a 
building renovation project is Improving the actual school 
buildings. Kindergartens have also been started. An informa
tion system helps to educate residents .on health topics, while 
the sanitation committee works to improve environmental 
health through actions such as rebuilding an open water and 
sewer system and installing spillways for the waste from 
higher parts of the neighbourhood. The work is done volun
taril.y by community members, many of whom are construction 
workers. The Rocinha policy is based on community opinion 
and participation. Key policy elements include trust in the 
decision-making ability of the community, recruitment of local 
residents for part-time work and a commitment by the associ* 
ation to serve as a link between community groups and 
government bodies. 

The Rocinha model was so successful thatit is now being used 
in other poor neighbourhoods of Rio de Janeiro. The commu
nity of Morro da Dona Marta, in the hills near Rio, has built a 
new 7000 litre water storage tank which now provides water to 
dozens of neighbourhood residents. The work was organized 
by the Bloco Carnavalesco Imperio de 8otafogo, a samba song 
and dance group that normally devotes itself to helping the 
community prepare for carnival festivities but which is be
coming involved in a growing range of community activities. 

Source: Murphy T. Son los pobres los que hacero que se lo que es. (It's the 
poor who make it what it is,) Naticias del Unicet, 1983, 115:14-16 {in Spanish). 
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Box 41 

Bangkok slum. dwellers. pioneer a 
land-sharing plan 
Like thousands of other slum dwellers in Thailand's capital 
city, the people of the Sengki neighbourhood faced eviction 
when real estate developers sought the land on which they 
lived. After a fire swept through the neighbourhood, owners 
cancelled leases, turning residents into squatters. 

The situation of the Sengki residents was not unique for 
Bangkok. Of more than 1000 slum .communities itt the city, 
more than 200 were threatened with eviction in 1988. Rehous
ing residents in a new area is a costly solution for government 
and developers, and it is often not acceptable to many resid
ents. Rather than .move from their neighbourhood, the resid
ents of Sengki developed an arrangement called land-sharing. 
This system divides the slum into two parts, one for the 
landowner to develop and the other leased or sold to residents 
who organize themselves into a cooperative to build new 
homes. Landowners have immediate financial gain, avoiding 
l.ong and costly. confrontations with tenants, wh.ile tenants 
obtain smaU but secure plots of land for their homes. 

In the Sengki area, a commercial loan was obtained by the 
neighbourhood housing cooperative for a down payment on 
part of the land. This land was then sold to residents at less 
than half its market value. Owners are now able to build new 
homes on their plots, either by choosing from various models 
proposed to them or by building whatever type of home they 
wish~ Residents' involvement in their neighbourhood is . en
couraged through an election process and much of the admin
istration is handed over to the community itself. Support for the 
project came from. the United Nations Development Pro~ 
gramme and the United Nations Centre for Human. Settlements 
{Habitat), .Both .of these organizations see land-sharing as a 

··model for future slum clearance. Five other land-sharing pro
jects in. Bangkok are in various stages . 

.. SourGe: Jensen L A Thai alternative to slum clearance. ·World development, 
January 1989:14-17. 

Much has been said about educating and empowering both the 
general public and specific population groups, including disadvan
taged communities, to take action for health. A multi-channel and 
multimedia approach has brought about good results in transferring 
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information. Educational approaches including the use of the media 
have proved successful, as illustrated in Boxes I I, I2 and I4. 

Box 42 describes the experiences of several countries in inter
active radio instruction. The inclusion of science and health in this 

Box42 

Interactive radio instruction: on the right 
wavelength 
Interactive radio instruction (IRI) is an innovative use of. radio 
for improving the quality of primary school education. IRI is 
used by teachers in Africa, Asia and Latin America and more 
than half a million children worldwide are now learning 
through IRI. 

. Pua:ing IRI lessons, . .childa:en are. asked to respond to the radio 
every .few seconds by answering questions· and performing 
oral and written exercises. Subjects offered include matnemat~ 
ics, reading, English as a· s.econd language, reading and 

··writing in Spanish, science and health. In Honduras and 
Lesotho the programmes operate on a national scale with 
more than 95% of schools participating. In the Dominican 
Republic, IRI is particularly valued in areas where the difficult 
tetrain has made it impossible to establish reguiar primary 
schools. 

Does IR/.lmprove student learning?. Over the past 15 years, 
evaluations have consistently shown a strong impact on 
student achievement - even greater than gains produced by 
introducing textbooks. or in~service teacher training. A typical 
result is that, in 1988, 2nd grade children in Honduras using 
radio mathematics programmes scored an average of66%.on 
final examinations, compared with 47% scored by children in 
traditional classes. 

What makes IR/effective? l.ts strength comes from a combin.a
tion ·of curriculum design and lessons based. on proven educa
tional principles, the most important of which is the active 
participat1on of children throughout the broadcast. The radio 
typi.cally calls for five or six responses every minute. 

What does IRI cost? Annual recurrent costs typically range 
from 25 US cents to one US dollar per student. 

Source: Background document to the World Conference on Education for All, 
Jomtien, Thailand, 1990, 
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.Box 43 

Environmental education: the Thai 
1'ffiaQiC eyf;!Su COnCept 
Reaching children effectively can be a means to reach adults, ' 
thereby changing the behaviour of two generations at once, ·· 

The thai Environmental and Community Development Associ- . 
ation (TECDA), a nongovernmental organization, began in the 
1980s with the aim of educating people to be environm.entally .. 
aware. u was hoped ·that awareness would • lead to act.ipn, 
initially by the individuals themselves, and then by particip
ation in developing the community and the country as a. whOle. ··· 
TECDA's ultimate aim was to foster respect for and commit
ment to the environment, to the extent that the individual would 
no· longer. quietly allow. others. to • pollute it but would actively 
encourage conservation efforts. Complex environmental prob
.lems were presented simply and the programme showed how 
they affected individuals. 

TECDA's mass education began with the "magic eyes'' cam
paign which was a series of cartoon advertisements on tele
vision directed at children. These advertisements aimed to 
persuad:e .. children.to put rubbish•in Its proper place.and also. 
encouraged them to monitor adults to see that they did the right ·· 
thing .too. The catchphrase of the campa;ign was "magic eyes 
see you". F'oltowing this anti~litt:er campaign, TECDA has ex
panded to deal wittr problems of water potfotion and forest 
destruction, · · 

This unique and joyful approach to educating Thajs to lmpr0ve 
local environmental conditions has been tremendously sue• 
cessfuL The number of. people who took part in TECDA's 
variqus programmes-including schoolchildren; government 
officials, mark:et . vendors, private company employee.s ~nd 
oth:er comm~.;~nity residents-grew from 15 000: in. 1984 to. over.. , 
400 000 in 1988.' A public sector advertis.ing survey found .that ' 
89% of those surveyed said tt):e "magic eyes" campaign 
contribt..!ted ''qt.Jite a lot" to society. · · ·· 

Source: Elacltgtound document to the Worl.d Conference on Education.for All, 
Jomtien, ThaU'at!d; 1990. · · · 

programme is encouraging. Box 43 outlines how Thailand success
fully used a television series for environmental education. 

Many developing countries have experience in using the media 
for education (see Box 44). There is a greater tendency today to use 
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Box 44 

Modern communication 
Education in the twentieth century is being reshaped both by 
modern communications and by the growing understanding of 
how knowledge, behaviour and human health are interrelated. 
For the first time in history, technology reaches millions in a 
single moment and it is possible to educate people to prevent 
or treat disease. Changing attitudes have made society recep
tive to a new kind of education that strengthens schools, clinics 
and hospitals and empowers people to a degree never before 
imagined. 

Diseases related to lifestyle are among the most expensive 
and deadly killers in the world. They account for the vast 
majority of health care costs, premature death and morbidity. 
Yet for the very reason that they are related to lifestyle, their 
impact can be altered by knowledge. And knowledge, in its 
turn, is linked to education. 

Effective educational communication stresses facts and the 
development of skills. It motivates people to want to change 
their own behaviour. Evidence that it does so is based on 
scientific research from various disciplines and professions. 

M()re than 16000 radio stations and more than 1000 million 
radio receivers are in operation around the globe. Television is 
now found ln every country on earth. In Brazil, India and the 
eastern Mediterranean, television viewing has expanded as a 
result of three decades of creative rural programming. Thanks 
to satellite transmissi()n, video recording, durable transistors, 
miniaturization and a vast supply of batteries, people in even 
the poorest villages have access to a wealth of information. 

A revolution in programming technology has expanded oppor~ 
tuoities to teach and persuade. A rock vide() in Mexico motiv~ 
ates adolescents to delay sexual activity, a lottery in the 
Gambia teaches thousands of rural women about a new rem
edy for diarrhoea, and a mass campaign in Turkey. increases 
immunization coverage. Listening groups. public service an
nouncements, interactive radio in schools, mass mobilization 
campaigns, educational soap operas, rock videos and instruc
tional cassettes are only a few of the new mass education 
technologies emerging around the world. 

Health professionals have learned to involve audiences in 
programme design, to target messages to specific kinds of 
behaviour, to integrate mass media with interpersonal support 
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and to mobilite health services to meet increased demand. 
Wherever behavtouf inhibits human progress, mass education 
is now a powerful tool for health and learning. 

Source: Background document to the World Conference on Euucation for All, 
Jomtien, Thailanu, 1990. · 

such traditional media as folk songs, drama and puppets which still 
have great popular appeal. The story of Jochim Chacha is told in 
Box 45. As a puppet he is free to say things that people would not 
dare to say so his messages strike the mark. The story presented in 
Box 12 also refers to the use of traditional media. 

Television is still a rarity in some rural communities but many 
of them share a communal television set and arrange listening and 
viewing groups to discuss issues that concern them. Box 46 de
scribes how villagers in Thailand keep themselves well informed 
through shared radio sets. 

Approaches and methods 

There is much experience of educating people using different 
approaches but efforts to empower people are fairly recent. Efforts 
for people's empowerment stem from the growing concern for 
human rights embodied in the Universal Declaration of 1948 as well 
as from the concept and application of people's participation in their 
own development. People's power in influencing governments, their 
capacity for self-determination and the potential for mass mobili
zation for social action at all levels places a premium on educating 
and empowering people for health action. Some approaches that 
have emerged from the different stories cited in this section are 
identified below: 

• Approaches may be directed at the general public as well as at 
specific population groups according to the strategy and ex
pected outcomes. In campaigns of mass mobilization the gen
eral public can be approached through the mass media followed 
by group education in workplaces and villages, with special 
focus on leaders. 

• Each approach has one or more purposes-namely to inform, to 
convince, to empower and to mobilize for action-and must be 
applied accordingly. 
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Box 45 

Jochim talks, people listen 
Jochim Chacha is much in demand in the small communities of 
Rajasthan, India. When a handpump is to be installed, he 
settles disputes about location and payment Appealing to 
people through local jokes and expressions, he puts across 
messages on the evils of money-lending and bureaucratic 
insensitivity. If higher castes refuse to share handpumps with 
others, Jochim Chacha is dispatched to settle the problem 
amicably. 

The word chacha means uncle and Jochim Chacha is the name 
of a puppet (a revered 300-year-old Muslim) who makes chil
dren go wide-eyed with awe. The creator of the puppet keeps 
his ears open to local gossip and disagreements, and then 
uses them in the puppet's dialogue. This delights villagers, 
who are amazed that Chacha should be so aware of their 
problems. He weaves real personalities into themes that have 
a direct bearing on the villagers' everyday lives. Messages 
that would take months to absorb through radio and televi
sion-if absorbed at all-are conveyed through a puppet show 
in one evening. Shows have been given in over 100 villages. 
People from other states are now being trained to follow this 
approach. 

India and other countries have many people whose communi
cation skills could be used to reach the rural poor. Half of the 
600 000 villages in India already have travelling theatre groups, 
puppeteers, oral historians and minstrels who can convey 
ideas to people simply and at little cost. The question is how to 
get to these people and train them-or rather, persuade them 
to be trained. 

Source: International Drinking Water Supply and Sanitation Decade. Decade 
watch, 1983, 2{4). 

• An approach that favours well planned use of a variety of media 
brings about better results in empowering people. The repeti
tion of messages and directions for action through a number of 
media outlets has greater impact than the use of just one 
medium. 

• Use of the traditional media attracts people, especially in rural 
areas. Messages that are interwoven with traditions and long
established ways of life have a greater impact on people. 
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Box 46 

The village broadcast syste.m. in Thailand 
ihe Health. .Education Division in Thaila.nd ~ncourage.s yjJ,. 
!ages to establish iheir · own information system throug.h .·· 
radio broadcasts. A village, or sometimes two .villages to~ . 
gether, will raise money to buy the hardware-radio receiv-:
ing sets, tape recorders, amp!ifiers, speakers, micr()phones 
and antenna. Funds are usually collected .from I6Cl\l mem~ .. ·· 
bers of·parlfament, tempfes and viltageresou:rces; ·· 

When the hardware has been acquired; the prpvincial . 
Health Education S.ectlon is Jntormed arid a village t~am . ·· 
comprising. the village leader, the chief monk, local volunteers· 
and teachers is trained to hand!~ the eqt,lipment. The vi,ll.age 
team learns to· produce· r~lo programmes that·tnforrn vma.ge · 
people about issues that concern their. health and welfare. The 
radio also provides information about oth~r areas of cornmun-· 
ity interest · · · · ·· 

The provincial Health Education Section teach~s the viila~e ·· 
team how to broadcast health messages. GuideJi'nes .tor · 
training h.ave been drawn. up and other depa.rtment~ gi.ve · .. 
training• in their subject ·areas. ·The government· fleas ano .... 
cated a budget for provision O·f training. . .. 

Helping village peopl.e t(l have their own focal. brbadpast. ..·· 
system and to.take responsibiJity for.dissemiriating.Jnforma
tion that. will improve their quality of life has proved to be a .· 
success. At present'one~third of the villages in .thailand...:. 
about 26 000 of them-have their own • radio broadcast sys· ·· 
terns. 

Source:. Personal communication., Dr Tbong Ch!il. Thaviqnactlart, Plri:!QtQr. 
Health Education Oivision, Ministry of Public Heanh, Bangkok,. Tllailan(!.' 
1990. . . 

• Approaches that facilitate learning through seeing and doing as 
well as through sharing experiences have potential for convinc
ing people about the benefits of recommended practices. Field 
visits and demonstrations and films on local projects are effect
ive means of education. 

• Approaches that integrate health with development have lasting 
impact. Developing leadership and collective action for better 
living-especially among women, youth and the workforce-is 
of prime importance. Facilitation of income generation, social 
services, improvement of the environment and food production 
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improve people's lives and are supportive of their health. They 
also strengthen people's confidence and capacity for self-help 
and self-determination. 

• Approaches that address large population groups who are 
captive audiences-such as schoolchildren and industrial 
workers-reach not only a great proportion of the population 
but also have a multiplier effect in influencing other members of 
the family. 

• Educational approaches that address children who care for 
other children and children who labour to supplement family 
incomes are usually not given due importance. Approaches 
such as child-to-child interventions and alternative education 
schemes for those children who cannot be reached by schools 
call for greater application. The work ofNGOs in this direction 
needs to be recognized, supported and learned from. 

• Youth organizations are growing in strength all over the world 
in both developing and industrialized countries. These organiz
ations focus on different interests and ideologies but, consider
ing the apolitical nature of health, youth involvement for health 
should not be at cross purposes with the organizations' main 
areas of action. Approaches to identify potential opportunities 
for health action and ways of integrating health-supportive 
activities into youth organization activities are worth while. 

• The role that women play in family health is being increasingly 
recognized. Approaches that educate and empower women 
should be given priority. 

• There is a focus nowadays on approaches that empower the 
disadvantaged. These approaches have been developed mainly 
by NGOs. Their efforts need to be studied further and encour
aged. Poor countries can gain much benefit by supporting the 
work of NGOs that address the problems of disadvantaged 
groups. Approaches that develop self-determination and self
help among the disadvantaged need to be tested, refined and 
applied on a larger scale. 

Developing support systems and building 
alliances 

Adequate knowledge and desirable attitudes about health do 
not necessarily lead to appropriate practices. The gap between 
knowledge and practice is well recognized. Other factors play a 
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significant role in bringing about behaviour that is conducive to 
health. Most people value the approval of society and actions are 
often guided by social norms. New practices become difficult to 
sustain when there is social disapproval. But behaviour change 
and acceptance of new practices become easy when there is ma
terial and human support from neighbours, friends, relatives, 
voluntary agencies and other groups in the community. In addi
tion to this informal support, state support through the health 
and welfare infrastructure also facilitates the change process. 

Social support 

The support of society is an important factor in making 
choices for action. Certain practices recommended for improving 
health may be contrary to existing customs. Early weaning and 
the introduction of solid foods in the diet of infants, use of 
animal foods, antenatal examinations, hospital deliveries and use 
of contraception are examples of actions that may not be socially 
acceptable in some communities. 

Young mothers or couples face the disapproval of mothers
in-law, other relatives, religious leaders and neighbours if they 
adopt some of the behaviours recommended by health workers. It 
is important when planning educational programmes to target 
those individuals and groups in society who influence health
related practices. Maternal and child health, nutrition and family 
planning programmes have learned that they must address 
groups in the community that have the power to influence 
people. Designing educational programmes for each influential 
group requires careful study of the beliefs and practices that 
exist, as well as why they exist, how strong and deep-rooted they 
are and how they are perpetuated. 

These factors must be weighed against arguments for accept
ing recommended practices. It is an educational task that must be 
undertaken with care. Convincing facts and examples need to be 
stressed. Appropriate visits and demonstrations must be arranged 
and case studies presented in support of the desired health ac
tion. During the past four decades there have in fact been re
markable changes for the better in social approval for health 
practices. Improvements in educational status, greater efforts in 
health education and the exposure of traditional societies to out
side influences are some of the factors that have modified social 
control. A few examples in Boxes 47 and 48, some referring to 
traditional communities 40 years ago, illustrate the power of 
social norms. 
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Box 47 

When eggs and milk were taboo among the 
Zulus 
A case study do-cumented about 40 years ago showed that 
most Zulu famities had fowl and eggs in plenty but rarely 
ate them. It was considered uneconomical to eat an egg that 
could be sold; it was also considered a sign of greed, and 
.eggs were even thought to make girls licentious. None of 
this was very deeply felt and, with patience over a period of 
years, it was possible to overcome this aversion to eggs. 
Today eggs are a common item in the diet of Zulu infants. 

Th:e question of milk proved more difficult and complex. In 
addition to being in limited supply, milk was linked to deeply 
rooted customs and powerful .beliefs, Among the Zulus, 
cattle are closely associated with the veneration of an· 
castors and with traditional norms. of human conduct. Only 
relatives of the head of a household can .use milk produced 
by his cattle. Traditionally, no family could supplement its 
milk supply from another family outside the kin group. The 
. situation w.as even more complex for women. During her 
menses or when she was pregnant, a woman was tra.: 
ditionally thought to exert an evil influence on cattle and 
could not pass near a cattle enclosure or drink ~my mHk. It 
i.s therefore still customary for gi.rts to drink no milk .after 
puberty. · 

l.n the face of deep·seated beliefs, convincing people of the 
nutritional value of milk could not by itself be expected to 
bring about a change. This became a real barrier to improv· 
ing the nutrition of mothers. Fortunately It was possible to 
overcome this difficulty to a large extent by .introducing 
powdered milk. Even the most orthodox of husbands and 

·· mothers~in-:-law had no objection to powdered milk, and .over 
the years a .large number of families • bought· milk powder 
to supplement . the amount they received from the health 
centre. · · · · . · ··· 

Sovrt:.e: Cassel J.·A comprehensive health ·p(ogram among South Africa.n 
Zulus. In: Paul SO, ed. Health culture and community. New York, .Rusi>ell 
Sage Foundation, 1955. · · 

People belong to various social groups. An individual is part 
of a family, a caste, a neighbourhood, a religious group, a friend
ship or gossip group, a work group and so on. In traditional 
societies group ties are strong. In most developing countries, 
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Box48 

Beliefs that inhibithealth action 
1. Many people in .India b~lieve that smallpox and chicken
pox are caused by the goddess Sitala. Traditionally, these 
diseases had to be accepted because they were a sign that 
the goddess was manifesting herself in the patient. S.pecial 
prayers are offered even today to propitiate the goddess at 
a certain time of the year. The introduction of preventive 

·vaccination against smaltpox posed problems in some com-
munities because the priests of the goddess felt that this 
would interfere with rituals for honouring the deity. 

In view of the strong religious beliefs, it was necessary to 
involve a priest of Sitala in the vaccination campaigns and 
assure him that . he could continue . with prayers and 
offerings to .the goddess in addition to supporting the vacci
nation. 

2. Even after four decades of a natiohwide programme of 
family planning, including a fairly strong educational com
ponent, a great many Indians feel an obligation to have sons 
because of the traditions of society. Male sterilization con
tinues to be viewed with fear because it is seen as causing 
a foss of virUlty; Many families continue to believe that 
children are a divine gift and that any interference in the 
process of producing children is wrong. 

Soun:~; Paul 80, ~d. Health culture and community. New York, Russell. Sage 
Foundation, 1955. 

especially in rural areas, almost all aspects of life are based on 
social interaction. This means that much behaviour is determined 
by the accepted patterns of the various groups with whom people 
spend their daily lives. Under these circumstances it is essential 
to create a social climate in which different social groups accept 
recommended health practices, thus making it easier for indi
viduals to make wise choices. The adoption of health practices 
such as immunization, infant feeding and contraceptives has been 
made possible in developing countries because of group accept
ance. 

Children and young people are influenced by peer behav
iour. For them it is vital to win acceptance in groups that are 
important to them. Areas where peer behaviour can influence a 
young individual's action are risk-taking on the roads, smoking, 
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alcohol and substance abuse, eating habits, and the use of study 
and leisure time. Recognizing this, educational programmes often 
use young people to educate other young people, thus addressing 
them in groups rather than as individuals. The story cited in 
Box 32 highlights the use of peer groups in alcohol education. 

If we look at how certain practices become accepted behav
iour in society, we see that most people observe what an elite 
group does and then imitate it. When a state in India was in
troducing latrines, a study was conducted of the reasons why 
people installed latrines. The study showed that the fact that 
influential people accepted latrines was a significant reason for 
installing one and using it. This underlines the need to identify 
and direct attention to this group of potential innovators who will 
be the first to accept a healthy practice. The mass media have 
played a leading role in reaching the innovators who are often 
more exposed to the media than others in the community. 

It is sometimes difficult to obtain social support for certain 
health practices that impinge on important aspects of life. For 
instance, spraying of insecticides to control malaria also killed 
creatures such as lizards that protected the thatched roofs of 
houses from insects, and family planning programmes re
commending that couples should have only one or two children 
encountered the problem of a preference for sons. 

In many parts of the developing world there is a revival of 
faith in religion and in the practices recommended by holy books. 
It is therefore important to know these practices in order to see 
how they can be incorporated into health education. Initiatives 
have already been taken in this direction. For instance, a paper 
on health in Islamic jurisprudence, prepared by staff at WHO's 
Regional Office for the Eastern Mediterranean, highlights areas 
related to healthy lifestyles. 

Society's support for health action is important. Health pro
grammes that address issues of national importance such as fam
ily planning have recognized the value of winning social support. 
They have been assisted by social scientists in studying cultural 
practices and planning suitable interventions. 

Systems support 

While social support is necessary for health action, systems 
support is needed in the form of both assistance and services in 
order to make health practices possible and easier. In developing 
countries, in addition to the government, a growing number of 
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voluntary and nongovernmental organizations provide assistance 
and services, thus making it easier for people to make a healthy 
choice. The story of low-cost sanitation in Lesotho, cited in Box 
49, illustrates both community and systems support. Box 50 de
scribes the nationwide activities of a voluntary association in Sri 
Lanka that provides community support, while Box 5 r explains 
how a community group in Mombasa, Kenya, motivated local 
women's groups. 

Systems support, which is provided by governments through 
institutional and home visit services, helps communities to adopt 
and maintain healthy practices. The Integrated Child Develop
ment Services in India, which is described in Box 52, is an 

Box 49 

Low .. cost sanitation in Lesotho 
Lesotho's low~cost sanitation pro.gramme ha.s two separate 
but complementary p~rts, the Urban Sanitation Improvement 

· Scheme and the National Aural Sanitation· Programme: Both·· 
have the same guiding principles: major decisions ~re co,. .. 
ordinated and the same latrine designs are promoted. The ·· ·. 
key elements of the programme. are: · · · 

- an affordable and acceptable ventilated improved pit ·· 
(VIP) latrtne.of national design; 

- a comprehensive programme of.. latrine pr()motion 
through health and hygiene education; 

- latrine construction .by the private sector with the govern~·· 
ment providln.g training, follow-up supervision and assis~
ance to the builder$ but no subsidies to householders. 

Le.sotho promotes and markets. latrines, wit~ tne result that 
peop,fe not only wantthem .but are preparedo:t.o pay for .them: 
The · VIP latrines have been designed in a wide rang.e of 

, materials so people can choQse a material suited t.o their 
. teso!;irce~. In urban a.reas a credit system i$ avalh.tble from , 
the Lesotho Bank which otters 60% loans··re:pay~ble over, 
two years. There is no means test and anyone can a;pply .fot 
the loan, The client prove.s commitment· to the scheme by 
colle.cting ·blocks and sand, and by dig'ging the pit. ~!'I some··· 
towns up. to. 30% . of .the ·.latrines f)ave. bee:n bl!llt under .this 
scheme and. repaynu)nt records are good. · · · 

Soun;~: Dialogue (}fl clisrrMea. 19$, 43. 
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example of government efforts to improve the health of rural 
children. Box 53 explains how Zambia provided health and edu
cation services for the disabled, while the story in Box 54 de
scribes how services were extended to meet the special needs of 
high-risk adolescent girls in Brazil thanks to observant hospital 
staff. 

····.Box 50 

·· ,$.r1l.O:an:ka's .. Sarvodaya .Shramadana 
Movement 

· The Sarvodaya Shramadana Movement* is a nationwide non~ 
political voluntary organization that draws on the philosophy of 
religious and rural life in Sri Lanka. The movement began 
nearly 40 y.ear$. ago when .a group of t$achers and students 
wt>rked. together on social development projects in villages . 

. 'that were economically depressed oand. difficult to reach. In a 
· typical project, villagers and traihed leaders identify the 

m.osturgent needs of the village that can be met by,physical 
.lab.our and local · resources, such as building an access 
road, repairing a water tarik or creating an irrigation 
scheme .. After working in the fields, everyone in the village 
joins together .. tor. discussion, meditation, singing and folk 

·dances. This breaks down barriers of caste, creed, race and 
colour. The movement firstfocused on ''village awakening", 
moved on to "national awakening'' and now hopes for 
''world awakening". 

Various training courses have been set up for village people in 
.. agriculture, carpentry, metalwork, bamboo and rattan work, 
.batik-making, printing, photography and running preschool 
care centres, village kitchens and creches. Children's libraries 

.. and srnall industries are also run by the movement Coopera
tive farms around the country are used for youth training 
·courses, youth settlement schemes and marketing. The 
creche, preschool and community kitchen projects have a 
positive Impact on children's health and are supported and run 
by local families. 

The movement has the active participation of schoolchildren 
and young peopl~ who help families in need and tal<e part in 
vHiage improvement projects. Though the philosophy of 
· Sarvodtlya was inspired by Buddhism, it has adapted to and 
beeR adopted by other religions. Sarvodaya groups have been 
established in such countries as Belgium, Canada, the Nether~ 
lands and the Philippines. 
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·;~Bt~~r~~ei~Srt~·· .. 
. ·: · t;~jr~®'J~ •• I~t\r~ pfafl. ~h;s~sd~n~---Sht)rt~g ~nti:~tl~e, .cttioug~i~ !$~~. : ··. . 

• l.!u'iergy for th~ beoet1t of all. · · · · · · · · ·· ··· 

. ::~C::~~Y::t~'t!':;!~=~· M6v~mea~. IJlid~tetlrl· ~evtew. Co·lo~bo,;· / · .· 

.. aox61 ·.. .. 

T~t~t<'i Home. ·t·ndustries . 
. • When :the ~kwlr~ wo1Tlen'~· Group decided to start a boaf 

service·froi'lltht)ir i~land off the coast of Kenya to the maintand, .. 
. . i( w~s .partly .to ·eatn money for comrtu,Jnlty d~velopment pr:Q--

.. ··J~cts;Eirld·pattty.to provide:.transport to:the health cnnic .. that .. 
····••· l;lervedthe.ir•chU~ren. Four years rater, the ferry wa~ still afloat 

.~ut tl:le bus\hes$ was;; sinking·; •· ·· ·· · · 

. ·· .. ·· .i01qt~: ·H~me ·lndu~t~ie~ •. a· non~over~t)\~.ntoJ organizat~on ·it\ . 
· Mop;gag.a, ·'(Yas ready: to help t!le women to .keep bqth boat . 

an.(!· bu~iness .iunnlng, Qrganit$1 .. in the •early ·1960s by. the .· 
Natidnal Cou.ricu of Churches in Kenya, Tototo· initially mar.: 
keted han.<iicrafls produced by womt)ri in the town of Mom-

.·· basa.: Wornerl in Mkwiro and in 46 other groups afong the 
coast· of Kelwa .had already received trainJr'lg i.n group or~ 
. ganizatf.ch'l from.Tototo's Rurat O:evelopment Programme . 

. According tP.· a 1985 study.; . the businesses establishe9·. by 
the wprnen'$ groups were barely viabte. As in Mk:wiro, the ·· 
gro.ups tacke9 both the skills to. maintain the businesses and·· 
the ability to w,ork: creati:vely within the ec.onomic, social. and.·· 
cultural constraints impose.(! on them as women, 

·In 198£, a new director at Tototo began to work With the .. 
· women on eommurllty development and i.ncome generation . 

. By 1987, Tototo's community development programme had 
.reache.<i more than 1200 women within a 2()(J..kilometre ra~ 
dios of Mombasa; offering training in group organization and 
leadership, a revolving fund for loans,• a s~vings club and 
assistance in hearth and family planning. 

Tototo also . created a business management trai!'ling pro~ 
gramme. This enables women to· translate their experience 
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of running a househo.ld into the basic skills needed to oper~ 
ate a group business. A pictorial acco1.1nting system was 
developed to allow non-literate members of the group to 
.read· project accounts and understand how dividends are 
allocated. · 

Tototo staff beg~n working .with eight groups in 1986 .. Re.;. 
search has shown the effectiveness of training: on average, 

. dividends in the eight groups increased 500% between the 
first and the second year of training; while gross revenues 
. doubte~:L Those groups paid an average of US$700 in divi-

.• dendsto.theirmembers in 1986 ard .more thanUS$3300 in 
1987. Although tl)e groups selected for training .in 1987 did·· 
110t experience such drama~ic . incre~ses, the.ir gross re
venues and dividends have improved significantly. The 
women of Mkwko were selected for training fn 1987. The 
new accounting system permits the women of Mkwiro to 

... track their actual expenses and to allocate profit more 
.effeCtively. As both business performance and dividends 
improve, .. · the women ·tackle other projects for community 
development. Tototo has now ·begun to teach its training. 
programme to agents in Malawi and Swaziland. 

· · .. . sourb:e; Background document to the World Conferen~e on Education for 
· A.ll; Jom~ien, ThaUand, 1900. · 

So~ 52 

Child development services in India 
· tn.clia;s Integrated Child l;levelopme.nt Services (ICOS) is the. 

hirgest pr:ogramme .of its kin.d·.in.the world. it illustrates tl)e 
powet of political commitment to achieve significant cover.;. 
~g~ in integrated progni\mmes tor children up to six years of 
age, with important effects on health. and educati.on at. a 
reasonable costper child . 

. ...• ~~ginning. in .1975 wit~ 33 .experimental projects, ICOS had .. 
· ... grown .to almost ~000 projects by 1989, reaching 11.2 million 

. · childr~n. Th~. prOgramme has a number of goals: to provide 
··a. c;omprehensive range of basic services to children, e;x· 
. peetart and nursing mothers, and other women aged 15-'-45 
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years; to create a means of delivering the .services at vii~ 
.. I age level; and to gfve priority to lndia'slow .. income groups, 

including the underp.rjvHeged castes and'tri~al people. 

ICDS works through a network of Anganwadi (courtyard} 
centres, each · run by an Anganwadi worker an<,i a1$Sistant, 
usually selected from the local village. The Anganwadj ·· 
worker completes· three months of training in one of more. 
than 300 training .. centres run by voluntary and governm~rit 
agencies. For every 2Q Anganwadi workers there is· a super~ 
visor to provide support, and . for every five supervisors 
there is a Child Development Programme Officer who is 
directly responsible for carrying out and ·managing each 
ICDS project · · 

The ICDS programme uses the· existing services' of govern" 
ment departments .and voluntary agencies. Overall adminis:o 
tration is handled by the Department of Women and Child 
Development within the Ministry of Human Resource Devel::. 
opment The annual unit cost per child per year is estimated 
at 115 rupees (about US$10). 

Despite some difficulties, the programme has nevertheless 
had important effects on the under~six population. A review 
of some 30 studies of the programme's impact on nutrition 
shows consistently positive results. A comparative study of 
a number of locations in 1984-86 showed infant mortality . 
rates for ICDS and non-ICDS families of 67 per 1000 versus . · 
86 per 1000 in rural areas .and 80 versus 87 per 1000 in 
urban areas. A comparative study of effects on schooling 
showed that children with ICDS backgrounds had a higher 
primary school enrolment rate (89% versus 78%), attended 
primary school: more regularly, performed better academl~ 
catly and scored significantly hi.gher on a psychological test. 
than non~ICDS children. Furthermore, the difference in 
enrQiment rates was ac<;ounted for .by higher .enrolments of'· 
!COS girls. Another study found that primary school drop-out 
rates were. significantly lower for !CDS than .for non~ICDS 
children from lower and middle caste .. groups (19% · versus 
.36% for lower castes, and 5°/o versus 25% for middle .. 
castes). 

Source: Background document to the World Confetence on Education for 
All. Jomtien, Thailand, 1990. 
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·Box 53 

E:ducation for disabled children in Zambia 
.Zambia has demonstrated tbat commitment to the edupation 

.. ot disabted children can go beyond rhetoric. The Zambian 
government officially recognized the educational needs of 
·disabled children for the first time in its Second National 
Development Plan (1972-1976}. In its Third National Devel~ 
OpmentPian (1977-1980), it made pre~service and in~service 
teacher training and the establishment of new schools and 
units for disabled children a priority. In 1980 Zambia laun
ched its National Campaign for Disabled Children and sim
ultaneously received assistance from Sweden to set up a 
special education system . 

. The immediate. objectives of the national campaign were 
fourfold: to raise public consciousness of the special needs 
of. di.sabled children; to establish provincial registers of dis
abted children; to lay the foundations of nationwide health 
and educational services for disabled children; and to sup
ply technical aids and prosthetic devices to as many chil
dren as possible. 

District ascertainment teams were set up comprising a local 
primary school teacher, a medical assistant or nurse and a 
community development worker. These teams set out to find 
disabled children and to design home-based intervention 
programmes. The nationwide campaign used 3000 reporting 
centres in 57 districts. Ascertainment officers examined 
11000 children, classifying 7247 as severely disabled. Of 
these, 3209 were physically impaired, 1549 were visually 
impaired, 1390 were hearing impaired, 626 were mentally 
retarded and 473 had multiple handicaps. 

As the Ministry of Education assumed responsibility for the 
education of disabled children, the University of Zambia 
added special education to its curriculum for the Associate 
Certificate in Education. The National College for Teaching 
Of the Handicapped w.as established in Lusaka, enrolling 69 
students in its 1984-85 two-year programme At national 
tevet, a special education inspectorate has been formed 
with three special education inspectors assigned to staff 
development. By 1985, Zambia had 35 institutions serving 
2095 disabled students at primary school level, which was 
more than double the number served in 1980. 

Source: Background document to the World Conference on Education for 
All, Jomtien, Thailand, 1990. 
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Box 54 

R.eaching adolescent girls in Brazil 
Special programmes nave been functioning .in . two of 
Brazil's maternity hospitals to address the problem of un~ 
planned repeat pregnancies among adoles~ents. Staff at 
both hospitals noted that between a quarter and a fifth of 
their patients were under 20, present either tor childbirth or 
for complic;ations of induced abortion. Specially trained staff 
visited these young women and invited them to discuss their 

.. concerns, including contraception. 

Previous attempts at community outreach to adolescents 
had not been successfuL Youngwomen who had neverbeen 
pregnant were unwilling to use familY planning services at 
the hoJilpitats. However; those who had· received· services or 
• tal'ks ·from staff returned for fol!ow~up services. After some· 
time, other girls from the community began to appear as ... 
well. This increase in interest has been attributed to word~ 
of-mouth referral since the young patients, apparently satis
fied with the hospitals· services, encouraged their friends. to 
attend toc:t ·· 

source: Background. document to the Technical Dlscusllions at lhe ~orty
second World Health Assembly, Geneva; 1989. 

The importance of social, community and systems support 
for community health action has too often been ignored or played 
down by health administrators. Failure to comply with recom
mended health practices has been blamed on people's ignorance 
resulting from ineffective educational inputs. What is under
scored here is that-quite apart from the individual's knowledge 
and understanding-outside factors have a significant role to play 
in bringing about actions to promote health. 

Building alliances 

Even though developing countries have limited resources for 
health and development activities, many of them have made in
novative and committed efforts to solve the problems they face. 
There is increasing recognition of the need to build alliances 
between and network with the many groups and agencies that 
work for and influence health and welfare. More and more 
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government and nongovernmental agencies are seeking to build 
bridges between the various groups that are working for health. 
Activities in this direction include convening meetings of con
cerned persons, establishing joint committees, publishing and 
distributing periodicals and newsletters, organizing joint pro
grammes and field activities, sharing experiences and providing 
information. 

The work of the Voluntary Health Association of India in 
building alliances is described in Box 55. 

Professional bodies such as national public health associ
ations and international health federations have a role to play in 

Box 55 

Building alliances between social action 
groups 
There are about 5000 health care organizations throughout 
India. At least 7000 others are involved in development work 
in areas other than health care, such as social action, the 
environment, agricultural extension, income generation and 
women's needs. Through a series ot three--day workshops 
and orientation programmes, the Voluntary Health Associ
ation of India {VHAI) gives the staff of these groups the 
opportunity to learn about health issues and each. other's 
activities. The aim is a broader outreach of health action 
throughout the country. VHAI has concentrated on the most 
needy states of Bihar, Madhya Pradesh, Uttar Pradesh, and 
Orissa, and on the north-eastern region where the health 
situation is extremely unsatisfactory. During a 12-month 
period in 1988-89, VHAI held 15 workshops involving some 
500 social action groups. 

Some of these groups are moving towards launching mod
est but relevant health programmes. Most of ·them have 
become participants of various health campaigns in which 
VHAI is involved. 

VHAI hopes to strengthen this activity further, particularly in 
the most needy parts of the country, and it is developing 
means of following up its workshops. A newsletter in Hindi 
has been started to enc.ourage contacts among these 
groups. 

Source: VHAI annual report, 1988~1989. New Delhi, Voluntary Health Asso~ 
elation of India, 1989. 
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building alliances and networking with groups that share a com
mon health interest. Conferences organized by these bodies can 
provide a forum for sharing experiences and for mutual support. 

There is, however, still a great need to strengthen further 
the building of alliances for health in developing countries. 
Mechanisms to bring this about must be evolved and govern
ments must take the lead. It will be important to create and 
maintain an inventory of concerned groups and agencies, and to 
record their health-related activities. Such efforts will need max
imum support and encouragement if health for all is to become a 
reality. 

Approaches and methods 

The illustrations of social support and systems support pre
sented in this section have used different approaches as detailed 
below: 

• Direct attention is given to local community leaders, re
ligious leaders and family members who have an important 
role in making decisions and in supporting behaviour pat
terns conducive to health. They are such an important group 
that education should be targeted at them even before those 
whose behaviour is to be changed. On sensitive issues such 
as diet and family planning, the approval of family, friends, 
neighbours and local leaders is essential if people are to 
accept new patterns of behaviour. In convincing those who 
make decisions, it is important to use arguments that sup
port or do not damage beliefs that are held sacred. The 
present and future benefit to society is also a factor to be 
stressed when recommending certain practices. It may take 
some time before new behaviour patterns become social 
norms. All efforts must therefore be made to ensure that the 
recommended behaviour does not have negative effects. 

• The creation of support systems that facilitate wise decisions 
for health is the responsibility of the state and other agencies 
that provide services. These agencies must be able to assess 
people's attitudes and discover their needs. They should be 
flexible enough to bring about the changes people require. 
Administrators and decision-makers must be encouraged to 
develop right attitudes in this direction. The activities of 
nongovernmental organizations should be recognized and 
supported. 
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• While recogmzmg the value of joint and concerted efforts 
for health, it is important to build alliances and networks 
among agencies. As a first step, agencies and individuals 
who are active in health development should be identified 
and their cooperation should be sought to achieve common 
goals. They should be involved in training, their services 
should be used and they should receive technical and mater
ial support. They should also be involved in planning, im
plementation and evaluation of programmes. The creation of 
a network will enable these agencies to support each other. 

• Agencies that work in the field of health can be helped by joint 
meetings, by periodicals that report activities and by clearing
houses that share information. Field visits and other opportun
ities for exchanging experiences should be provided so that the 
work of each agency is known to others who then benefit as a 
result. 
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Chapter 4 

Challenges for future 
action 

Health promotion, education and strategies for community 
action offer challenging opportunities. The three principal strat
egies of advocacy, social support and empowerment have already 
been applied in varied forms and with varied degrees of success 
in many developing countries, as the examples cited earlier illus
trate. Nevertheless, much remains to be done. How do we 
heighten the interest of policy-makers and the public in health? 
How do we ensure that people have the knowledge and skills to 
act for individual and community health? How do we mobilize 
social forces to accelerate progress in health development? 

All countries are committed to primary health care. This 
commitment calls for comprehensive strategies that involve all 
sectors of society in actions for health. Social and political action 
for health and health education initiatives are a long-tl.!rm chal
lenge. Future strategies must strengthen existing initiatives and 
involve nongovernmental agencies as well as the public and pri
vate sectors in health promotion. 

The focus should be on strengthening advocacy for health, 
improving efforts to empower people, and influencing social 
groups at all levels to support health action. 

Some issues crucial to making health promotion a reality in 
developing countries are presented below. Inherent in these IS

sues are future challenges for health promotion. 

1. Public attention must be mobilized~ national policy 
strengthened~ political commitment made favourable to 
health and adequate resources obtained. 
Advocacy should be carried out to change ideas into action, 
to translate popular statements into reality and to mobilize 
resources for health. Health authorities should take the lead 
in championing the cause of health. They should be vigor
ous in competing for an appropriate share of resources. 
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National policy and political commitment should be seen to 
be supportive of health, should emphasize social justice and 
equity, and should 'be backed by adequate resources. 

Health is an economic and political asset. This must be 
made evident to decision-makers and those who allocate 
resources. Sound data are needed to emphasize the value of 
health in national development. These should be presented 
in a persuasive manner to policy-makers. The challenge is 
for all sectors of society, but particularly policy-makers and 
leaders, to be mobilized in support of health. 

2. Political action and health-supportive public policies must 
safeguard health in the context of industrial and economic 
development plans. 

There is much evidence that economic progress has a posi
tive impact on health and that health has a positive impact 
on economic progress. At times, however, health and eco
nomic development appear to conflict. As industrial and eco
nomic policies and programmes are formulated, safeguards 
must be established to protect the health of the community. 

An acceptable balance must be achieved between health and 
economic development. This can be done only by public 
policies based on enlightened public opinion. Such policies 
can be adopted and implemented only if the public is made 
aware of the problems, is motivated to demand constructive 
action and is skilled in pressing for action to take place. 

3· Partnerships must be strengthened and alliances built with 
organizations and institutions that can be influential allies 
for health promotion. 

Social, political and professional groups capable of influ
encing national policy must be enlisted in the cause of 
health promotion. It is important to be pro-active in estab
lishing productive partnerships with these influential 
groups. They should be encouraged to bring pressure on 
governments to pursue policies and allocate resources that 
are supportive of health. 

A number of nongovernmental organizations undertake 
health and welfare activities at grass-roots level. These 
organizations must be identified and good working rela
tionships established with them. 
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Forging links among these agencies serves several purposes: 
recognition and support for each agency's work, avoidance 
of duplication and ensuring complementary services, ex
change of experiences, sharing of methodology and ma
terials, and facilitation of joint actions for health. 

4· True intersectoral collaboration must be achieved in order 
to generate community interest and social support for 
health. 

The importance of intersectoral collaboration for health has 
often been acknowledged. Yet in practice health systems 
have found it difficult or have been reluctant to form pro
ductive partnerships with the mass media, education, agri
culture or other sectors that clearly can contribute to the 
attainment of health goals. Responsibility for initiating such 
collaboration must be assigned to appropriate groups and 
steps to initiate action must be identified. Coordinating 
mechanisms are needed at all levels to sustain and strength
en intersectoral collaboration. 

Favourable national policies may not result in better health 
of the population unless concrete actions are taken at 
community level. Community involvement in health and 
socioeconomic development programmes should be both 
generated and sustained. 

5. Ways of strengthening and developing national capabilities 
to implement health promotion strategies must be ident
ified. 

Health promotion and health education programmes will be 
successful only when there is national commitment and ca
pacity (infrastructure, personnel, resources) for planning, 
implementing, managing and monitoring them. 

A prime prerequisite for this is commitment from the high
est government authorities to place health issues high on the 
public agenda and to keep them there. 

The training of personnel for health promotion must em
phasize social skills. These are essential for advocacy, for 
building partnerships that lead to social and political 
action for health, and for empowering people to take action 
for health both as individuals and as members of the com
munity. 
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In addition, the mobilization of adequate resources for 
health is crucial to accelerating progress. 

6. Efforts to empower people for health action must be im
proved. 

Health education used to be seen as concerned mainly with 
personal health actions. It was perceived as a series of 
messages about healthy habits and the avoidance of risk be
haviour. Though these kinds of health messages remain im
portant today and should not be neglected, it is equally 
important to direct education towards collective action. Em
powering people to take responsibility for collective health 
is a challenge that has to be met. 

Collective action in its turn enhances social and political 
commitment to health. Conditions need to be created and 
reinforced to make it possible for people to live healthy 
lives. 

Efforts to mobilize community organizations and local lead
ership must be further strengthened. Collaboration with the 
media can be crucial for efforts to influence both policy
makers and the public. 

These are some of the many issues and activities that must be 
considered when strategies and actions are devised for health pro
motion. The approach must be pragmatic. Action must be specific in 
order to have the greatest possible success. 

There is no single model that is universally applicable. Each 
community and nation working towards the goal of health for all 
should prepare its own plan of action. This must be based on 
priority needs and available resources, and it must apply innovative 
approaches that actively involve institutions and people at all levels 
from the very early stages of the planning process. 
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Annex 1 

The concept of supportive 
environments 

There is growing interest in the environment and public 
health and in the possible impact of both on the future of human
ity and our planet. As a result, the quest for sustainable develop
ment has come to focus on the interaction between health and the 
environment. 

Our societies are complex. Health cannot be separated from 
other goals. The link between people and the environment con
stitutes the basis for a socio-ecological approach to health. 

Systematic assessment of the health impact of a rapidly 
changing environment-particularly in the areas of technology, 
work, agriculture, energy production, urbanization and social 
change-is essential and must be followed by action to ensure 
benefit to public health. 

The concept of supportive environments implies concern for 
the determinants of the health of populations. Action for better 
health should be oriented towards these determinants. This kind 
of approach points towards practical solutions to the political, 
economic and managerial problems faced when developing sus
tainable health and health-supportive environments. 

The concept of supportive environments emphasizes: 

- the role of the environment in health, thus moving away 
from a narrow focus on lifestyle; 

- health promotion and empowerment in addition to health 
protection; 

- the importance of equity within the community; 

- the importance of sustainable development in relation to 
health; 

- an understanding of environment in its broader sense, 
including social, cultural, political, economic and ideo
logical elements as well as physical ones; 
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-active and genume encouragement of people's particip
ation. 

The concept of supportive environments can be the basis for 
stronger links between sectors and professions, between theoreti
cal concerns and practical action for an improved environment 
for public health, and between the developing and industrialized 
world. 

Major reasons for failure to create supportive environments 
for health are: 

- lack of awareness of the effects of different social and 
physical environments on health; 

- conflicting interests, usually because of economic 
considerations; 

- lack of available or acceptable solutions to complex tech
nical and organizational problems. 

Achieving supportive environments for health will require a 
new awareness of how health can be improved through environ
mental change. It will require stronger emphasis on the link 
between public health and sustainable development, especially in 
relation to long-term consequences. It will also require new em
phasis on strategic planning and the development of management 
skills to facilitate cooperation between sectors. A basic prerequi
site is empowerment of people. 

The World Health Organization Commission 
on Health and Environment 

The WHO Commission on Health and Environment was set 
up by the Director-General of the World Health Organization 
with the principal objective of examining ways in which the 
environment interacts with health in the context of development. 
The Commission also aimed to reach conclusions on the relative 
importance of various environmental influences and the kinds of 
action needed in the coming decades to counter their adverse 
effects. 

The work of the WHO Commission on Health and Environ
ment can be regarded as a follow-up of the 1987 report, Our 
common future/ of the United Nations World Commission on 

1 World Commission on Environment and Development. Our common 
future. Oxford, Oxford University Press, 1987. 
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Environment and Development (WCED). Although the link be
tween the environment and health was not dealt with in detail in 
the WCED report, concern for health was implied. It was there
fore opportune for an independent body to assess the health 
consequences of environmental change, especially in anticipation 
of the United Nations Conference on Environment and Devel
opment (UNCED) held in Brazil in 1992. The report of the 
Commission on Health and Environment was WHO's main con
tribution to that conference. 

The report of the Commission discussed the integration of 
actions for development, the environment and health. The main 
areas covered were food and agriculture, water, energy, industry, 
human settlements, urbanization and basic services. The report 
described global challenges to health and the environment, em
phasizing population, poverty, resource use and macroeconomic 
structures. 

Issues that have health implications on a wider scale than at 
the local or national level were identified as long-range air pollu
tants, international movement of hazardous products and wastes, 
stratospheric ozone depletion, climatic change, ocean pollution 
and loss of biodiversity. Solutions are being sought mainly 
through intergovernmental agreements. 

The strategies suggested by the Commission were based on 
three main global objectives. Firstly the Commission stressed the 
need to achieve a sustainable basis for health for all by a slowing 
down and eventual halting of population growth, and by promo
tion of lifestyles and patterns of consumption among affluent 
groups that are consistent with ecological sustainability. Secondly 
it called for efforts to provide an environment that promotes 
health by reducing the risk of hazards and by ensuring that 
everyone can acquire the resources on which health depends. 
Thirdly the Commission urged that all individuals and organi
zations should be made aware of their responsibilities both for 
health and for the environment as the basis of health. Health 
professionals should take the lead in informing people and 
governments of the health implications of development and the 
costs and benefits of options that reduce health risks. 

The Commission made a number of general recommenda
tions to governments, international bodies and aid agencies about 
issues relating to health and the environment. The work of the 
Commission had a central role in shaping the health1related as
pects of Agenda 21, the action plan negotiated and .adopted by 
150 Member States of the United Nations during UNCED in 
1992. 
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Annex 2 

Key concepts in community 
action for health 

Community development 

The process of involving a community in the identification 
and reinforcement of those aspects of everyday life, culture and 
political activity that are conducive to health. This may include 
support for political action to modify the total environment and 
strengthen resources for healthy living, as well as reinforcement 
of social networks and social support within a community and 
development of the material resources available to the commu
nity. 

Economic environment 

Economic factors beyond the immediate control of indi
viduals that affect health and healthy lifestyles. 

Physical environment 

The physical, chemical and biological factors within home, 
neighbourhood and workplace that affect health and that are 
beyond the immediate control of the individual. Among the most 
important factors are air and water quality, noise, management of 
waste (domestic, industrial, hazardous, toxic), other sources of 
harmful substances (such as heavy metals and persistent 
chemicals), radiation, housing and other buildings, open spaces, 
natural or wild areas and global factors (such as the ozone layer 
and carbon cycle). 

Political environment 

Whether a society is open or closed politically, participative 
or authoritarian, secular or religious, democratic or undemocra
tic, at peace or at war, the political environment significantly 
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affects the possibilities for health promotion. Issues such as 
human rights, constitutional structures, the nature of political 
parties and other representative institutions, and freedom of or 
access to information all have a bearing on health and health 
promotion. 

Resource environment 

The amount and availability of resources to individuals and 
communities are clearly key determinants of the extent to which 
health can be achieved. Among the resources needed to create a 
supportive environment for health are: financial resources, which 
may be available from public, commercial or personal sources; 
infrastructure resources, which range from the physical in
frastructure (roads, sewerage systems, etc.) to the legislative, 
regulatory and administrative infrastructure (authority, laws, 
inspectors, etc.); information resources, both formally and in
formally transmitted; and personal resources, or the individual's 
own skills and capabilities. 

Social environment 

The social environment consists of the norms, values, cus
toms, fashions, habits (which might include work), prejudices 
and beliefs of a society. These factors vary enormously from 
society to society but in each society their profile will be more or 
less supportive of health. They are modulated through the mass 
media, thus emphasizing the role played by the means of com
munication in creating supportive environments for health. The 
elements of the social environment are institutionalized in the 
family, the community (which may be defined ethnically as well 
as geographically) and the country. 

Total environment 

All identifiable factors of the economic, physical, political, 
resource and social environments that may determine and influ
ence the health of individuals or groups. 

Health 

In the context of health promotion, health is seen as the 
ability of an individual to achieve his or her potential and to 
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respond positively to the challenges of the environment. It is a 
resource for everyday life and not the object of living; it is a 
positive concept emphasizing social and personal resources as 
well as physical capabilities. 

The basic resources for health are income, shelter and food. 
Health requires a solid foundation in these, but improvement in 
health will not happen unless other elements are present too, 
such as: information and basic skills; a supportive environment 
that provides opportunities for making health choices among 
goods, services and facilities; and economic, social and physical 
conditions that enhance health. 

This fundamental link between people and their environ
ment is the basis for a socio-ecological concept of health that is 
central to health promotion. Such a view emphasizes the inter
action between individuals and their environment and the need to 
achieve some form of dynamic balance between the two. 

Health literacy 

Health literacy is a vital life skill. It is the ability to make 
informed decisions about one's health on the basis of an under
standing of all the issues involved and the ability to act in 
accordance with these decisions. As such, it is the foundation for 
individual and community health development and self-suffi
ciency. Health literacy requires oral and written communication 
and the ability to solve scientific and social problems related to 
health and disease. 

Health policy 

A formal statement or procedure within institutions (includ
ing government) that gives priority to health or that recognizes 
health goals. Health policy involves health services and other 
sectors-such as agriculture, energy, transport, industry, trade, 
aid, social welfare, environment, education and science-that 
may influence health. 

Living conditions 

The standard of housing and material resources in the physi
cal environment in which an individual lives. Differences in 
living conditions usually reflect a wide range of inequalities be
tween different socioeconomic groups within societies. The over
all impact of living conditions on health is sometimes difficult to 
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untangle from the combined influence of individual lifestyles and 
social and cultural norms. 

New public health 

Professional and public concern with the effect of the total 
environment on health. The term builds on the old (especially 
19th century) concept of public health which struggled to tackle 
health hazards in the physical environment (e.g. by building 
sewers). New public health includes concern for the socio
economic environment (e.g. high employment). 

Positive health 

A state of health beyond an asymptomatic state. Positive 
health usually includes the concepts of quality of life and human 
potential. Notions of positive health may include self-fulfilment, 
vitality for living and creativity. Positive health is concerned with 
thriving rather than merely coping. 

Quality of life 

The perception of individuals or groups that their needs are 
being satisfied and that they are not being denied opportunities 
to achieve happiness and fulfilment. 

Self-empowerment 

The achievement of personal autonomy through the develop
ment and use of life skills. 

Social inequality 

The existence of unequal opportunities and rewards for dif
ferent social positions or statuses within a group or society. In 
relation to health, this term often refers to the unequal influence 
on health of the different social positions or statuses. The funda
mental aim of Health for All is to reduce inequalities in health 
both between countries and within countries. 

Social movement (popular movement) 

Various forms of collective action by a group of individuals 
aimed at social reorganization. In general, social movements are 
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not institutionalized but arise from spontaneous social action 
directed at specific or widespread grievances. 

Sustainable development 

A process of change in which the exploitation of resources, 
the direction of investments, the orientation of technological de
velopment, and institutional change are all in harmony and en
hance both current and future potential to meet human needs and 
aspirations. 
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members. Health promotion, byfostering healthy lifestyles 
and community action in support of health, offers a sound 
strategy for protecting and improving public health. It 
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The commitment to primary health care calls for compre
hensive strategies that involve all sectors of society. This 
book launches a challenge to policy makers everywhere 
to take action now to ensure that people have the knowl
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