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To the Reader h

The ptinciples of primary health care as set out in the
Declaration of Alma-Ata in 1978 noted eight components as a
minimum réquitemsnt to achieve “complete physical, mental
and social well beingy”. These eight components are:

- “gducation concatning prévailing health problems and the
methods of preventing and controlling them;

- promotion of tood supply and propsr nutrition;

- an adequate supply of safé water and basi¢ sanitation;

- tmatemal and child health ¢are, including family planning;

- immunization against the major infectious diseases;

- prevention and control of iocally entiemic diseases;

- appropriate treatment of common diseases and injuties;

- and prowvision of aSseftial drugs.”

It is noteworthy that “health education” tops the list of
these componants. Butitis not only the first; on® could also say
thait health education is hecessary for the reakization of all the
other Seveh compohents: etiucation is necessary for proper
nutrition, $afe use of water, the proper use ot sanitation
fatilities, good use of maternal and child care and family
planning services, availing oneself of opportunities for immuni-
zation, prévention and control of endemic diseases, taking
ratoutse to appropriate treatment fatilities ard propet use of
medicihes prescribed. One tould also add that health educa-
tion is heetled to promote mental health.

There are many good arguments fot advocating “care”
rather than “cure” in matters of heaith whete prevention is
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(possible: prevention is normally cheaper than healing; the )
body works better if it is not sick in the first place; and
unproductivity, suftering and unhappiness are reduced if ill-
ness is forestalled; self-reliance is promoted through giving
(part of) the responsibility for health to each individual; etc.

Many countries are shifting the emphasis of their health
services from hospital or clinic centred treatment to heaith
education and prevention. This is not only wise - it is probably
a necessity in order to reduce the heavy cost of comprehensive
curative services.

Health education and prevention require a contribution
from each individual of a community. Education and a willing-
ness to make adjustments or changes in one’s life style as weli
as modification of some of one's health related beliefs are
essential to improve the health of people.

The purpose of this manual is to discuss principles in-
volvedin educating and gaining the co-operation of individuals,
groups and communities so as to create healthy people in a
healthy environment. It is written primarily with senior health
educators in mind, and the emphasis lies on discussing ways
of giving effective health education, not by prescribing but by
helping health educators think creatively about available means
and ways of giving education that will contribute to better
health.

Only if readers do what is taught or discussed in this
manual will they derive full benefit from it.

N ' J
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Introduction Definitions and Scientific Bases of Health Education
(] s j (" Health education should j
I ntl'Od u Ct ion increase health knowledge, WI';:t m‘:‘hz?'::t‘::

and if it is effective it should '
also persuade and create a
s mpm = =g ) . Lo What health education
Definitions and Scientific wish to live a healthier ife, |, le based upon

Bases of Health Education

Anyone will recognize adog if he or she sees one, butto
define “dog” precisely and adequately is not easy. In the
same way, many who practise health education may know
very well what they are doing without being able to state
exactly what health education is.

A mother who gives a daily bath to a baby and child and
supervises that it dces so by itself as it grows, gives health
education of the most valuable kind. So does a mother who
insists that her children shall eat all parts of a well planned
(balanced) meal which she has prepared, particularly if she
also explains why it is important to eat various kinds of food.

Health education is any impulse or influence - verbal,
visual or practical - upon a person which may lead to healthier
living. | write “may lead,” because much health education
given does not lead to any (noticeable) results. Perhaps one
day, though, a person will improve his or her health-behavi-
our, and for unexplained reasons: possibiy some half-forgot-
ten influences in the past combine wit:i more recent ones to
effect a change in behaviour.

However, some points should be made in more detail in
an attempt to define health education.

\. _J

both for one’s own satisfac-
tion (greater well-being) and
self-respect and for social
reasons (one gains acceptance and respect for doing one’s
bit to create a healthy community); and health education
should induce changes in health behaviourthat are voluntary
and routine. Health education aims at changes in personal,
family and community behaviour, relating to individual lives
as well as one's surroundings. In short, good health educa-
tion gives knowledge, influences attitudes and changes
practices in relation to health. Health education is based on
scientific principles of communication, persuasion, motiva-
tion, clarification efc., which can enhance our effectiveness
and help us reach our aim: a healthier population.

Health education is, then, not a discipline that stands on
its own feet: it needs the support of other sciences. As it
borrows from many fields, it is valuable tor a health educator
to be (at least) a little acquainted with some (or all) of the
sciences that can help us in our work.

To communicate or teach effectively, a health educator
should know something about:

- how to teach (pedagogics, educational psychology);

- how people absorb and react to knowledge at different
ages stc. (psychology);

- how to overcome obstacles in the communication process
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Introduction DNafinitions and Scientific Bases of Health Education
(" f etc. (communigation theory);\ ( )
The ba§es of health - how culture influences health
education

beliefs and practices etc.
(social orcultural anthropol- ‘
ogy);

- how medical beliefs form sys-
tems and how they change
etc. (medical anthropology);

- how our surroundings influence and limit our choices and
opportunities efc. (sociology);

- how to build up knowledge systematically and how to
proceed logically to further knowledge etc. (curriculum de-
velopment);

Health education as a
sclence and as an art

and there are other fields it may be helpful to be acquainted
with (e.g., local languages, ecology, history).

We shall not discuss these topics or sciences here but
only refer health educators to these sciences; they may find
that it makes health education easier and more meaningful
if they know something about them.

Health education is both an art and a science (or a
combination of sciences). Even if we learn a lot of facts about
health, preventive health care and health education theory,
we may still reach a bit further and exercise a greater
influence if we put our hearts into our task and develop our
skills to the best of our ability with enthusiasm added to
knowledge. We may end up thinking of health education
primarily as a form of art. Then it also becomes more
interesting than if it is a mere job or assignment we have to
do. It may become an enjoyable challenge as wellas a useful
and necessary service.

\ J __







Chapter 1

The Aims of Health Education

(Chapter 1

The Aims of Health
Education

It might appear very easy to state the aims of heaith
education: It is to teach people about health, how to avoid
disease and how to get cured. But although this seemsto be
a simple and self-evident definition, it does not explain very
much and it is far from satisfactory. It is the kind of definition
that may have been the cause of much sloppy health educa-
tion both in the past and at present. We must make our
thoughts and aims more precise than the above definition of
health education.

Many people have realized the unsatisfactory aim of just
teaching people about health, and they have seen that it is
the results of health education that count. Therefore they
prefer to speak about education for health rather than of
health education, which is far less exact and clear. Much

“health education” has consisted in just formulating (scien- .

tifically) correct “messages” and leaving these messages to
work on their own to bring about the desired (but not always
stated) goals. We have come to understand today that little
attention is paid to many of the health messages passed on,
and many people who know the messages do not act on
them. These messages have therefore little or no impact,
and the efforts at health education have in these cases been
largely wasted.

-

(" Can we arrive at a pre-

Lmore detail; step by step, arid be precise in ourthinking about

_J

The aims of health

cise definition of the aims of
education

health education that com-
prises the desirable resuits?
To answer that question we
should start by stating what
we regard as desirable results.
A good starting point may be
the formulation in recommendation number 5 of the Alma-
Ata document on primary health care of 1978. It stresses that
“primary health care should focus on the main health prob-
lems in the community” and that health education should
deal with “prevailing health problems and the methods of
identifying, preventing, and controlling them”. in the final
declaration the word “identifying” is left out, perhaps be-
cause it would require a more thorough scientific education
than most people are able to absorb. The key words are
therefore “preventing” and “controlling” health problems as
the aim of health education. This at once points us to realistic
desirable results in terms of less disease and the possibility
of cure when disease does occur. Health education is thus
not primarily a question of knowledge but a process of
education that leads to better health.

Health knowledge and
behaviour change

The main aim of health education is to make people
healthier through:

1. reducing the incidence of disease, and
2. making recovery easier, safer, quicker and better than is
the case for people without such education.

But to achieve this general aim, we must make clear
what processes lead to su§ results. Here we need to go in

J







Chapter 1 The Aims of Health Education
how to go about educatina ( part of health education than the mere passing on oﬁ
Knowiedge needed for .10 (including ourselves) knowledge. We must obtain people’s trust. For this pur-
,W heaith for better health. pose we may have to try to first convince people in the
A change of beliefs community whom the others trust, and then to get these
-needed for better | What is primarily needed “change agents” or opinion formers to take patt in the
;Mth .. | isachange of behaviouraway process of educating the rest of the community about
' from unhygienic, unsanitary better nealth. But the trusted people may be those who
habits to a more health-pro- kr.ow and respect the traditions of the people and may
moting way of life. To bnng this about, several things are in- thus be the hardest to convince. We may have to take
volved: some time and make an effort to understand the beliefs
andtraditions of acommunity before we can communicate
1. Knowledge necessary to avoid disease (where avoidable) ‘meaningfully with people, and we may have to show a
andto obtain cure (where best obtainable). This is a basic sympathetic understanding even for beliefs we know to be
requirement, but also only a first step towards the provi- wrong - most unscientific beliefs have arisen with the best
sion or attainment of better health. Several points must be intention of explaining vital problems of people, and we
conslidered in passing on valid and useful knowledge: We may need much patience to get people to adopt more
must have the best, most reliable and up-to-date informa- correct and useful beliefs. We may need to argue convinc-
tion related to good health; we must have understood and ingly as well as to demonstrate thé effects of more
absorbed this information so well that we can explain it in scientific beliefs where this is possible, and we have to
terms the non-professional can grasp; we must develop a practise what we teach so as to set an example to others
“medical” layman’s language that makes it possible to and thus make our words mora credible - at least they will
pass on our knowledge in the language of the people we understand that we ourselves believe in what we say (and
want to educate; we must use teaching aids by means of do not only try to hoodwink them or get customers to come
which we can communicate meaningfully and effectively to us rather than go to their “traditional” healers). If
with people we want to reach - and as we must aim at people’s beliefs change, their attitudes and hopefully also
reaching everyone in a communrty we must develop their practices will change.
various methods of teaching the different “layers” or
groups in society, from the illiterate to the best educated 3. Examples may have to be given of the effectiveness and
and the young as weil as adults. benefits of good health education if people are to practise
what they are taught. This may not always be easy, fortwo
2. Beliefs concerning the causes ot diseases and their cure reasons:
may have to change before people will pay attention to
health education. This is a much more difficult and crucialj - first of all, the results of healthy habits (good hygiene efc.)
\. .
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Chapter 1 The Aims of Health Education
( are mostly notimmediate butlong-term, i.e. cleanliness will ) [ comeconvinced aboutthe E | ed )

over time reduce the incidence of health problems; truth of our words in one xamp °|3 need t|°

- secondly, it is not easy to convince people by the absence area (such as immuniza- convince people

of disease about the causes for it. tion) they may also trust '

_ o _ what else we say in rela-  Organization of he;lth

It may be easierto believe in strong “counter-magic” than tion to health. ??UG& on -

in the effects of the use of soap, giving babies boiled
water, eating abalanceddiet, etc. Good healthis fromone
point of view the absence of health problems, and people
tend to forget about health problems when they are well
and only think about them (perhaps with excessive worry
sometimes) when they are sick. One aim of health educa-
tion is to make people think about health also when there
is no health problem. If people do this, they may also
notice the beneficial effects of proper hygiene, efc. If a
whole community starts to become healthier, perhaps
they become just as eager for health education as for
better health (i.e. curative) services. Health education
needs to be followed by actions, by behaviour change.
Health education is not only words - it tells us about things
to doto live healthier lives. An example is education about
the benefits of immunization. This education is effective
only if it leads to people being immunized. If a community
suddenly experiences a much lower incidence of dis-
eases against which their members have been immu-
nized, they may become convinced about the arguments
and explanations used in health education. But people
may not connect the absence of disease with immuniza-
tion unless we point this out to them by helping them to
recall what has happened. Parents ofimmunized children
who have never suffered from any diseases against which
they have been immunized may thus become “witnesses”
in support of health education. When people have be-

4. Organization of health edu-

cation so as to relate it to life is a crucial point if it is to lead
to changes in behaviour that promote good health. We
must organize our health education so that it makes
certain people responsible for certain aspects of it, and so
that all (or as nearly all as possible) in a community are
reached with our messages and get involved in heatlth
related activities. Education must be organized so that we
get the attention of people and so that it can lead straight
to action. We need to involve all existing organizations or
institutions in a community so as to get to everyone and so
as to use communication channels that they are familiar
with and trust, e.g., community meetings (of the whole
community), peasants associations, youth and women'’s
association meetings, Red Cross clubs, literacy classes,
formal schools, etc. In addition, the mass media can be
used for further support of activities in and with the com-
munity. The organization of health education may be
related to all phases of such education. Community
members may be involved in defining their health-related
problems and needs, in selecting members for a heailth
committee and members to be trained as community .
health workers or given first aid training (e.g., a member
of awork group may be trained to deal with injuries thatare
related to certain kinds of work); they should be involved
in discussing professional and economic questions re-

J







Chapter 1 The Aims of Health Education
(00 i lated to types pf health-pro-\ ( can best be directed or guided in a systematic way.\

mun ity moting facilities a community Although the community should be involved as much as

participation should choose (such as a possible, there must be a centre for wider co-ordination

“The focal point of
“health education

suitable water source, or which
model(s) of latrines to build),
elc.

5. Community participation is implied in what has been said

already, but it is worth stating this separately. No health
professional(s) can alone create a healthy community.
The participation of everyone in leading clean and healthy
lives and keeping their surroundings clean and heaithy is
necessary to get a healthy community. It should be noted
that in many communities people like to discuss matters
among themselves and make decisions that involve their
neighbours as well as themselves, rather than making
individual decisions that make a person stand out a
someone who wants to be different from (and better than)
the others. Rather than being an example to imitate, such
a person may become a stumbling-block to further prog-
ress (as people may not want to give him the position of
“path-finder” and thus accept him as a kind of example
and leader for the others). This is of course different if a
personis chosen by the community to try out aninnovation
on behalf of the other community members. One should
always be aware of the views and the sensitivities of each
community. If one starts out wrongly, it may later become
very difficult to overcome resistance that has built upinthe
community.

6. Identifying the pivotal point around which health education

and planning for an area. At the highest level this will of
course be the responsibility of the Ministry of Health. But
the conversion of central plans and directives into on-the-
spot programmes, projects and activities must be the re-
sponsibility of someone closer to the local communities.
Hospitals must have their own health education pro-
gramme, but they are usually so absorbed in curative work
that it may be difficult to make them responsible for co-
ordinating the health education activities in a wider area.
Such tasks may be best assigned to health centres which
should have a programme both for its own health educa-
tion and for surrounding clinics and also help allcommunal
activities in relation to health education wherever their
help is needed. Sometimes they will be called upon for
help; sometimesthey need only to provide special support
(information, teaching aids, etc.) when asked for it; some-
times they will “interfere” when they see problems that
communities are not able or willing to deal with on their
own. They can participate, advise or supervise as the
situation demands. The health centre can thus effectively
serve as the focal point for health education in its “catch-
ment area”. The kinds of activities and personnel they will
need in order to fulfil such a task may vary from place to
place and from time to time, but the overall responsibility
should remain constant. There are, however, other pos-
sible focal or pivotal points which health education can be
organized around. And where health committees exist,
health education for the community should be organized
by (and with) this committee in such a way that the
greatest possible number of community members are

_J







Chapter 1

The Aims of Health Education

( reached.

To sum up: The aim of health education is not the
impartation of knowledge - although knowledge relevant to
good health is essential - but the aim is better heaith. Only
when education is so thoroughly absorbed by people that it
leads to changes intheir life and behaviour which in turn lead
to better health can we say that our healith education has
been successful. To achieve the desired resulits, we have to
consider how we give our health education (methods and
techniques), who our audience is, whom we involve as our
collaborators, and what we teach to different groups or
individuals (this must be relevant to their situation). All these
aspects of health education must be carefully analysed
before we embark on a project or “campaign” of educating
people about how to stay healthy, be strong, and achieve
physical, mental and social well-being.

~

o )
For added impact,
define:
methods, audlence,
coordination,
contenis
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Chapter 2 ' The Health Educator and his Tools

‘Chapter 2 (ks )

his Tools

The way health education should be given will depend
on many things: the age, sex, education, culture and inter-
ests of the audience, etc. We must know:

* Our subject (what to teach),
- The auaience (physical, social and cultural facts),

row1o1each (teaching methods andtechniques, as weil as
some educauonal psychoiogy).

We shall first iook at some of the ways of giving heaitn
eaucation that have been used and found to work in different
cornitexis. Later we shall evaiuate these methods and tech-
niuesin e light of what kind of peopie we want to educate
(the iarget audience). We shall also consiaer how 10 teach or
egucaie in an organizational context or tramework, so that
higalin education may have a good chance to lead to behavi-
cur change. First, then, we shail talk of methods and tech-
niques ot giving health education in a descriptive way,
leaving the comparison and evaluation of them till later.

We shall discuss ways of giving health education in the
following order:

The Heaith Educator and |

A survey of teaching
methods in health

- talks with demonstration )
education

(doing what is being taught,
by the “teacher’” and by
members of the audience);

- talks with discussion (ques-
tions by audience and replies by “teacher”; questions from
“teacher” and audience which are discussed freely by
everyone present; group discussion of theme followed by
group decision and “follow-up” actions);

- taiks with teaching aids (flipcharts, pictures - photos or
drawings, flannelgraph, blackboard or chalk board, scale
modeis, leaflets or foiders, slides, overhead projectors);

- use ofthe mass media (radio; newspapers and periodicals;
television and videos);

- health education in schools (curricuia, examinations, schooi
health aay and sanitation week, readers in literacy classes);

- “reminders” (posters, siogans, “hanaouts,” circulars, vari-
ous forms, proverbs, cassettes, spot announcements,
displays or exhibits, “town criers”);

- “entertainment” {films, piays, role piay, puppet shows, folk
tales and fables, songs, dance).

it will be noted that some of these overlap. Thus, plays,
songs and dances can be seen on television, talks can be
given on the radio, folk tales printed in newspapers, etc. But

_ AN )
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Chapter 2 The Health Educator and his Tools

( when the same technique is ) (- )

Health education talks ;o ith different media, we Talks

' shall see that it is the same

with a difference. A talk may

be given in one way whan you

can see and hear your audi-

ence, and in a very different

way when you only see a

microphone and a couple of producers in a radio studio and

for the rest have to imagine your audience and their reaction.

A method will be discussed, not in isolation, but in relation to

the audience one is addressing (or at least is expecting). A

presentation often improves when one can address specific
needs of specific people.

We start with the cheapest, easiest, best, most efficient
method of health education of all: that of talking to people
without teaching aids or other supports. In an age with an
exaggerated faith in “media” it is worth stressing that the
human being with its natural “equipment” is a marvellous
instrument for communication. The voice, gestures, the way
one uses one’s eyes, etc., will all influence the effectiveness
of our presentation, and some can use their natural gifts
betterthan others. Although many “means” and “media” can
be used to support a verbal presentation, it is probably
correct to say that nothing equals the person to person “con-
frontation” when one person speaks to another or to others
in a (big or small) group. In addition to the message, people
tend to pay better attention to it if personal contact is
established between the person who gives the message and
the one(s) who receive(s) it. There is no excuse for neglect-
ing opportunities of giving health education becat.se cne
lok y L g opp giving y







Chapter 2 The Health Educator and his Tools
(lacks teaching aids, equipment and “interesting” su c;na ﬁresentaﬁon of a talk (or an )
J aics, equp g' supp P ( Y Health education talks

(such as films, pictures, charts, etc.).

But person to person communication through talking to
people can be made more effective if we pay attention to
some basic rules or principles of presentation that have been
discovered by professional speakers. '

Perhaps we should start with defining the topic. If we do
not know exactly what the audience would like to hear a talk
about, or if we do not know their precise needs, we all from
time to time fall back on a more or less relevant topic we pick
up from abook on health or health education. This may do for
a start when we are new to a place, before we know an area
and people there properly. But our aim should be to first make
ourselves familiar with the health situation in a district; then
to know the various interests and preoccupations of different
groupsinthe community. Thenwe shallbein a position to talk
to the point about what people need to know and like to know
aboutin that particular area. Thus, itis not very interesting for
people to listen to a talk about goitre in a place where goitre
is no health problem; nor should we give unrealistic advice to
people, such as eating meat every day to avoid |rotein-
calorie malnutrition if people are so poor that it is impos<ible
for them to follow such advice.

Our first concern should, therefore, be to learn about
people - their health problems, their social and cultural life,
their work and economic life: everything that may influence
their health - and then we can “teach” them in a way that
makes sense to them.

If follows that we have to put some hard work into the

" “homework” by collecting data

other means of giving health
education). We must do our

- in the community as well as K
from reading - and by giving

thought to the best way of

explaining our ideas: by using

examples (taken as much as possible from, 0: a:least rele-
vant to, the local scene); by using language that is easy to
understand (this may require a knowledge of the local
language - the use of interpreters is a poor substitute; it
definitely requires that one can speak without using medical
words or jargon except where absolutely necessary, and
then such words should be well explained, and one should
find out if there are local names used for the same concepts,
e.g., it there are local terms for diseases that you may know
hy a more scientific name efc.); by addressing real problems
in that particular community; by adapting our talk to the age,
the educational level, the sex and marital status, the religious
beliefs, the political awareness, and the work situation of our
audience. There is no purpose in talking about family plan-
ning to very young or very old people, nor about what food
crops to plant to obtain a balanced diet for people in town
(and when we advise townspeople about diet we must keep
their purchasing power in mind). Food preparation is a
suitable topic for housewives; a talk on immunization is most
appreciated by parents with young children; etc. When you
talk about food, be precise in your presentation. This will
depend on who you are talking to: The nutritional needs of
babies and small children are best looked after by the moth-
ers; the nutritional needs of pregnant and lactating mothers

Lmay have to be met by some expense that depends on the

J
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willingness of the fathers ta
pay, so the advice on what
mothers should eat should be
given to both the mothers and
the fathers; nutritional needs
of sick people may have to be
given to both the sick and those
they depend on. In each case,
one should choose one’s topic according to the need and the’
situation of the ones talked to.

Health education talks

Talks need not be “formal” in the sense that one puts it
all down on paper. One should be prepared to give specific
and clear advice to individuals, dealing with their special
situation. One should talk differently to a class in formal
schools and a literacy class, to a youth group and awomen's
group, to a political gathering and a gathering' of the whole
community. In all cases one should be well prepared, know
the topic well so’as to sound convincing and be able to
answer questions, and so as to be able to talk freely, without
relying on looking at and reading from a manuscript all the
time.

A person who has to talk regularly to people in this way
should also train his or her voice to obtain the best possible
effect. It may be necessary to pay attention to the level of
one’s speech: it must be loud enough for evaryone to hear,
but not too loud either (no individual likes to be addressed as
if he or she were “a public meeting”). If people do nqt easily
grasp what is said, it may also be_because we speak too -
rapidly: We may have to speak more slowly when addressing -
a group of people than we do when conversing normally. We
should also avoid using difficult words or long sentences: .

Gpeak simply and use short sentences. If we ar® advising\

J

individuals, our talk should be very short and to thespoint (as
well as polite and considerate: we should try not to embar-
rass or hurt people, as that may annoy th&m so much that
they will not do as we tell them). If we address a gathering of
people, we should also try to be brief - perhaps 10 to 15
minutes - and leave time for guestions if we want to go on for
a longer time. In groups with very specific and strong inter-
estsin a topic, we can go on for longer - half an hour or even
more may be possible without boring our audience: This
applies to professional groups or school classes where a
topic has to be thoroughly absorbed. The main objection to
long talks or speeches is that they are ineffective: the
“attention span” (the time most people are able to concen-
trate on one topic) is limited, and to lengthen this span, it is
good to vary the presentation. Thus, after giving an explana-
tion of a point, one should illustrate it with relevant examples,
and if serious points could be illuminated by some light-
hearted or humorous anecdote or story, people’s attention
can be kept longer. It is also important to be able to repeat
essential points, preferably without appearing to repeat. This
can be done by stating a point, then giving an example of one
who did the opposite - with dire consequences, or (perhaps
in addition) of one who did “the right thing” (perhaps after
several mistaken attempts - using wrong drugs or visiting
unqualified healers, etc.), and then the main point can be
stated again. Sometimes it is good to state the main points as
easy, well-phrased slogans or rules, or even to refer to
appropriate local sayings or proverbs (if they exist and are.
corract). -

When giving a talk, the speaker should be calm, not’
move his arms or body too much, not walk up and down all

\_ _
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( the time, but not be too “stiff” either, speaking withﬂ ﬁTaIks Wlth

monotonous (“boring”) voice, or standing without any move- ) Talks “{'th
ments of all; and he should let his look move calmly and Demonstration demonstration
slowly over the audience, without fixing his stare at one spot

all the time (neither in the audience, on the manuscript or - We shall talk about the

worst of all - some other point such as on the wall, the ceiling use of teaching aids later. What

or out through the window). It may also be important to dress we are concerned with here is

“ordinarily” so as not to distract the audience by peculiar,
“funny” or even too nice dress.

The human body is a fine instrument for communication
and we should do our best to make that communication as
effective as we possibly can. We can assist this “instrument”
by adding different supplementary techniques, but we should
not underestimate the possibilities of the human body alone
for giving effective health education, and we should least of
all neglect the potentials of our bodies by doing less than we
could in personal communication: our cry for more “media”
or “aids” may sometimes conceal our laziness to make the
most of what we do have (i.e. ourselves). Even the effective-
ness of “aids” and “media” depends to a large extent on the

way we have developed our personal effectiveness as | the demonstration of what is being said through accompany-
communicators. ing actions so as to make the words or ““lesson” visible 1o the
audience.

It is important to pay attention to the talk accompanying
the demonstration. This must be clear and spaced out so as
to assist the demonstration point for point. One should not
talk all the time but let the actions speak for themselves at
suitable points, so as to “underline” the words, as it were. But
not all actions or objects seen during a demonstration are
clear enough by themselves, so it is important to explain well
what is being shown. A demonstration should be given in a

_ J L y
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logical sequenca, so that one )

Talks with

step follows naturally upon
demonstration

another. One should not be
afraid to make pauses and to
repeat what may not be clear
at once.

Let us take some ex-
amples of such teaching sessions. If we want to teach people
to change to amore balanceddiet, orto start eating foods that
they are not used to, we shouid have all the recommended
items present, arranged in a good crder, and not only show
them to people but also let them handle them so as to
become familiar with them. But more than that, one should
arrange sessions with the housewives where the food is
being prepared and tasted or eaten after it is prepared.
During such a session, one should not only show how it is
done while the women look at, but some (in a big group) or
all (inasmallgroup) should be given tasks so as to participate
in the demonstration. They learn better in that way, and they
will probably have a better attitude to new and unknown
foods they have helped to make than what is handed to them
as something “strange”. They must also be told the benefits
of the new foods. But the introduction of new foods may also
involve new crops, and then the farmers should be invited to
a meeting as well. If for example maize is being introduced,
the plant, the cob, the individual seeds should be shown, and
explanations should be given of how to plant and look often
the crops, average expected yields, the market situation for
maize, how to handie the cobs till they end up as flour, what
work is involved and what labour-saving machinery may be
available at different stages; and all that is being said should
be shown, if possible, or at least as much as can be found,

\—

~

Gnd illustrations may have to do for the rest.

Other examples: If breast-feeding is being recommended
for new mothers, it may be good to have that demonstrated
by an experienced mother - if she knows how to do it well, as
it is more complicated to breast-feed well than many people
imagine (the flow of milk has to be easy and the baby held to
the breast so as not to give pain or sore nipples to the mother,
etc.). If family planning devices are demonstrated, the real
devices should be shown, and although the demonstration of
their actual application may be difficult, one should try to
come as close to the real situation as possible. If Oral
Rehydration Therapy (ORT) is being recommended and
taught, the mixing of Oral Rehydration Salts (ORS) should be
shown as it is really done, and the participants in the meet-
ing (especially mothers) should be given a chance to do it.
They can also be asked to taste the ORS solution. It is better
if they taste it (and may be disgusted by it) in a meeting than
at home - and then may think that a sick child will not take it.
If the benefits of ORS are explained to them and if they are
also told that a dehydrated child will drink almost anything to
replace lost fluid, they are more likely to go ahead with it at
home. If they have made ORS in a meeting, they may feel
confident to do it at home, but if they have only heard about
it they may still hesitate to do it.

There are other kinds of demonstration that are not as
easy as the examples above. To show harmful germs in
unclean water may require the use of a microscope, but
poorly educated and uneducated people may not believe
that what they see in the microscope is actually what exists
in reality - they may rather suspect a “trick” of some kind. It
may therefore be necessary to explain the principles of

_J
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(magnification and take them stage by stage, enlarging only\ fTa"(S Wlth . . . )

on recognizable scales, going further and further, till one can . ) Talks with discussion

show things that are not visible to the naked eye. Some may Discussion

be convinced, and the doubters may be convinced later. But

it may be worth trying in any case. One could also “visualize It may be true what we

dirt” that is not immediately visible by taking three glasses said above, that “what | do |

with pure water, then spit into one glass and dip one’s fingers know”; but even if | know how

in the second, and leave the third glass as it is; then one can
rapidly move the glasses around so that no one knows which
is which, and then ask them if they are willing to drink from
one of the glasses without knowing which contains pure
water. This can open the eyes of some to the fact that there
canbe dirtinfood anddrink evenifitis not visible to the naked
eye.

[5 If’.
)

e {ltysidy

A talk with demonstration gives variety, may keep the
interest and attention of people longerthan mere words, and
such a session is better remembered than a mere lecture.
You may have heard the saying of the Chinese that “what |

hear | forget, what | see | remember, and what | do | know”.
That may be true here. to do a thing, it does not mean that | am convinced that this

is the best (or even a necessary) thing to do. | may learn how
to prepare a delicious pork chop, but | may not therefore be
persuaded to eat it. There is another teaching method that
may have greater impact and influence as a means of per-
suasion, and that is the free, open and candid discussion of
questions of common concern or relevance.

One can talk to and discuss with individuals and groups,
and the “techniques” involved may not differ much from one
situation to another, but the impact of group discussions may
be greaterthan individual discussions and persuasion; thisis
particularly so in societies with strong communal identity and

\_ J \ ),
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solidarity and where people\ (otherhandthe speaker(s) can put questionsto the audience,\

16

Talks with discussion ;0 5 strong feeling of being

part of a group. In large groups,

such as meetings of whole

communities, itis not possible

foreveryone totake partinthe

discussion, but a reasonable

number of people should be
allowed to participate. In small groups, each one should be
given a chance to participate, and the leader or chairman of
the meeting should see to it that everyone gets a fair chance
to have his or her say. If there are some who are shy or feel
that they have nothing to say, the chairman can call upon
these silent ones (if necessary by name) to give their views
orto ask questions if there are things they do not understand
or do not agree with. It may be necessary forthe chairman to
let several people speak about the same topic before he
allows new topics to be raised. This will depend on the
importance of the topic: some topics can be passed over
quickly whereas others are more essentialto the theme ofthe
meeting and will need more thorough discussion.

The main speaker at such a discussion forum must be
well prepared so that he can answer all (or at least most)
questions pertinent to his topic. Sometimes a “panel” or
group of specialists or professionals may be asked to be
present at a meeting and give their views and answer
questions. It is possible to let each of them give a short
introductory talk and then let them discuss the topic briefiy
among themselves, and then the chairman can declare the
floor open for discussion, when anyone present can partici-
pate. It is possible to let people ask questions to the main
speaker or the panel, and have questions answered. On the

)

\.

so that a wide spectrum of views and observations are aired.
But a more lively and effective means of informing and
persuading is it to let the discussion be free, as among
equals, with due respect given to professional information
and opinion, without deferringto it completely. Ifthe audience
cannot be persuaded to follow a certain course of action
which professional people may be convinced is to the benefit
of the community, it may be necessary to hold several such
meetings, perhaps alternating with information and educa-
tion activities in other fora.

When a group is persuaded or convinced of the desira-
bility of a certain course of action, it is important to let them
get a chance to make a common, group decision and
resolution about it. Names should then as far as possible be
noted down and means of follow-up should be devised. If
there is a secret vote about a matter, it would still be good to
ask for volunteers to try out a new thing and report on their
experiences to a future meeting. Such practical experiences
may have great persuasive power.

Any resolution must be followed up. A group or a person
must be made responsible to see to it that the resolution is
followed through, and that reports on any follow-up action is
given, as far as possible to the same people as those who
were present at the original meeting, and if possible with new
participants as well. Unless peopie know that they will have
to, or are expected to, account for a resolution made in a
meeting or a promise given (especially to other community
members), they may easily “forget” about the matter and no
useful result comes out of the original meeting.

)







I B |
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(Talks with Teaching Aids ) ( Flipcharts Talks with tesching
aids
We shall start with a teach-
ing aid that can be saidtobe a Flipcharts

The use of teaching aids when giving health education
is very popular. Teaching aids help to emphasize the main
points of cur message, and by seeing or hearing things in
addition to what we say with our voice, people’s attention will
be more easily kept and they will remember mare of what we
say. Some teaching aids have become so sophisticated that
long training may be needed to use them all effectively. We
shall here concentrate on the more straightforward teaching
aids, both because it is good to use aids that people can use
everywhere, in the poor and remote areas as weil asin more
affluent centres, andthat can be handled by all kinds of health
educators. We shall also see in a later chapterthat the simple
teaching aids may be the more effective ones.

. y

further development of the
poster. The flipchart may be

= et . h'fe-

like a poster, with or without words, but the essential things
about fiipcharts are that:

- they are a series of pictures making up a connected
sequence of illustrations or explanations; and

- they are used to support the oral expianations given by the
instructor.

Flipcharts,are held together at the top, so that they can
be turned over and seen clearly one after the cther. They

shouid form a logical sequence of explanaticns. If there are

.
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Flipcharts pictures must be given clearly

by the “teacher”. If there are

words on the charts, they are

‘ also reminders for the instruc-

tor about what to teach. There

are some flipcharts with head-

- ings and slogans in big letters

for all to see, and with the main points of the “lesson” in small

letters, and these latter serve to help the health educator to

recall the main points. These points in small letters are not
meant to be read by the audience.

It is good to activate the audience by asking them what
the picture means and to let them come with different
opinions before the instructor gives the meaning of the chart
asitis intended to be. If there are words written in big letters
forthe audience, one can ask someone near-by who can see
the words clearly to read the words or text. If the charts
contain names of diseases or medicines that may have local
names that differ from the more scientific words used in the
charts, it is important to get the local names, either from the
audience or to tell them the local names if the instructor
knows these. The whole “lesson” should as far as possible
be given in the local language used by the people irrespec-
tive of the language used in the charts.

When using the charts, it is necessary to hang them up
so that it is easy to turn the “pages” or charts. If there is no
place to hang them, it may be best to ask two persons from
the audience to hold them, and show them how to turn the
charts smoothly.

no words, the meaning of the )

(" The instructor should be well prepared so that he can )
explain each chart clearly and fluently, without hesitating.
Even when he can read the explanations on the charts .
themselves, he should have studied and memorized these
explanations so well beforehand that during the teaching
session he can speak fluently without having to read from the
charts all the time.

_ When he has finished explaining one chart, he can say
to the helper or helpers who turn(s) the charts, “Next picture
please,” sothatthe session runs smoothly. (Even whenthere
is atable or “pulpit” or rack to hang the charts from, it may be
good to ask someone from the audience to turn the charts.)

It is possible to stand behind the charts when explaining
them. This allows everyone to see without anyone coming in
the way of the pictures. In this case, the written explanation
of the charts may be written on the back of the previous
charts, so that the instructor can read these or look at them
to help his memory in explaining the charts. This may
sometimes be the best way, if the charts are complicated and
there are many things to remember and explain.

But in most cases the charts are simple enough, and it
is usually best to use charts that do not require too much
explanation, as people will forget what is said if it is too
detailed or complicated. In most simple charts, it is good to
have at least something written on each chart, such as a
heading and/or a short explanation. When explaining such a
chart. the instructor should stand in front of the chart, but to

“the side so that all can see it. He could well have a stick or
pointer to point at different details in the pictures as well as
to the written words. He can also ask people to say what they

\
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(" see and to read the clear words in the flipcharts. For this, he )

needsto see the charts and be able to pointto them fromtime
to time.

It is essential to use flipcharts so that they become an
integral part of the teaching session, reinforcing whatis being
said. Thus, spoken words, read words and pictures should
make up one whole, each aspect of the teaching process
reinforcing the other. Teaching aids do not work by them-
selves; that is why they are called “‘aids”; they help us when
we teach people.

Flipcharts can be made simply by the instructor or by
people in the ccmmunity; or ready-made, printed ones can
be obtained from government ministries or elsewhere. If the
ready-made ones are suitable and can be obtained easily, it
may be best to use them. These may have been pretested
and found suitable for a wide audience before they were
printed. But sometimes there are no suitable printed charts
available, or they may be found to be “unacceptable” to
certain audiences; e.g., there may be pictures that some
groups or societies find offensive, or they show pict.res of
things that are not supposed to be shown in a com munity.
Then it may be bestto make flipcharts locally. This is als'sthe
case if printed versions use a language that is not (well)
understood in the local community.

If you make your own flipcharts, or if you get someone
in your community to make them, you should find cardboard
or drawing paper that is big enough to makae illustrations that
are clear enough for everyone to see in the audience with

whom you expect to use them. Often it is good to teach small
Lgroups at a time; but you may find that you have to teach a

(meeting of the whole commu-

\_

nity also. in this latter case, Flipcharts

you will need to have charts

that are big enough to be seen

also from some distance.

Some make charts out of cal-

ico or linen cloth, whichismore -~

durable than paper (and the

cost of locally made calico is often'reasonab.e). The cheap-
est charts may be in black and white, but audiences may
prefer colourful illustrations, and if it can be afforded, it may
be good to use different colours.

The pictures should reflect local scenes and the people
should look and dress like people in the local community as
much as possible. When making a chart, it is important to
leave out unimportant details and concentrate only on the
main points, so that people easily get the essential message
you want to pass on and not be distracted by other things in
the picture that are not relevant to what you want to teach. If
there are things that people find offenisive in the picture, they
are likely to note such things first of all and may even not
notice what you want to tell them.

When teaching with the help of flipcharts, stress essen-

tial points. Tell first what the “lesson” is about; then go
through each chart, teaching only essential points; then, at

the end, repeat the main points. This last you can do with the

help of the audience, asking them ifthey remember the main
points, going through them together - instructor and audi-
ence, with the instructor correcting any errors, of course. The
whole “teachjng session” by the instructor should not be too
long, not more than 30 minutes, but 15 to 20 minutes may be

~
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( Eli a better time. Aﬂgrthe teach} (and give oral rehydration salts, etc. “Not too much, not too\
hpchart:j; ing session, itis goodto letthe long” - these are essential points to remember when using

audience get a chance to ask flipcharts.

questions and come with their

own suggestions and com-

ments. Even this “open” ses-

sion should not last two long.

The total session, with the
teaching part and the open question and answer or discus-
sion pant, could last for half an hour or up to one hour, but not
more. The short sessions with clear explanations and con-
centration on main points only are often the most effective. If
people have too many questions, it may be best to arrange
another (continuation) session, or tell people where they can
meet the instructor for private advice and discussion. The in-
structor may find it worthwhile to visit the homes of members
of the audience to continue the education process privately.
It may be the people who ask no questions in public meetings
who need most private help. They may be silent in big
gatherings because they are too shy to ask questions, or
because they do not understand and are afraid to ask
questions they think others may regard as “stupid”. In private
it may be easier to reach these with the relevant health
message.

Flipcha:ts may be made cheaply and still be among the
best teaching aids available if they are used properly and
effectively. Each chart should make one main point, and
together a series of flipcharts should tell one connected
“story,” i.e., they should give the necessary instruction
around one maintheme, e.g.,immunization, a balanced diet,
the main “entry points” of communicable diseases, how to
keep latrines clean, how to treat unclean water, how to make

J U ‘ Y,

20






Chapter 2

The Health Educator and his Tools

( Pictures

We are here talking about photos and drawings one can
prepare beforehand and even make during a teaching ses-
sion (on paper or on the blackboard). We do not refer here to
large posters or flipcharts - these are discussed elsewhere.

Small-scale pictures are most suitable in small gather-
ings where the pictures can be passed from personto person
and each can take the time he needs to absorb what is in the
picture. The group leader or instructor can explain each
picture as it is sent around, either for the whole group or for
each person as he sees the picture. Although the latter
approach - individual explanation - may be time-consuming,
it may also be the most effective method: it ensures a
personal touch in the explanation (and this people tend to
remember), and it may ensure repetition for those who listen
in. Another way is to explain a picture to the person nearest
the instructor and ask him to explain it to the one next to him

(again, and so on, tilleveryone

_

has heard the explanation and Pictures

had a chance to explain the

picture to his neighbour. (The

sequence in which the pic-

tures are seen may be slightly

altered - but not too much, as

that would cause confusion -

so as to avoid that the last person gets no chance to explain
them to anyone. But if the last to see them explains each
picture to the teacher, it is a check that no distortions have
been passed on.) What people explain they remember better
than what they only hear, so this is a device to help retention
or the memory.

Whereas charts usually only have the outline or mere
essentials of a “scene” - what is necessary to pass on a
message, pictures may have all the details of the real
situation: this is the case with photographs. But uneducated
people or people who live in areas where photos are rare
often have difficulties in interpreting photos or seeing what is
actually shown in the picture. This is a difficulty people who
are usedto photos, films, magazines and books with pictures
do not always realize. Photos should therefore only be used
with audiences with some education, unless they are “simple”.
Photos can be from the instructor's own coliection orthey can
be borrowed from others. Pictures can also be cut out of
magazines or newspapers if they are suitable for what we
want them for. As teaching aids they may not always be quite
to the point (although some are), but if they are used in a
small group in a friendly atmosphere they may have a strong
impact because “friends” may be open to advice and sug-
gestions from each other, and the scepticism or hostility to

J -
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. new ideas may be overcome ) (~
Pictures in “home-like” surroundings Flannelg rap h
- | more easily than in a more
Flannelgraph formal “teaching session”.

For people who are not
used to photographs, it may
be better to use small draw-

ings on papet/cardboard or the blackboard. Then inessen-
tials may be left out and it becomes easier for some people
to get the point. This is most often the cass among unedu-
cated people living in remote areas. But the friendly “family”
atmosphere can be maintained and drawings and more
personal conversation and discussion can be used in the
same way as with photographs. An “intimate” approach can
be persuasive to some who would be “left cold” by instruction

givenin larger meetings. Photos and small drawings can also i
be used to emphasize messages given during home visits. |

You should use pictures that resemble life inthe commu-
nity if this is possible. This is easier to understand for most
people than pictures from foreign cuitures. (More educated
people may enjoy seeing pictures from foreign parts, but we
are not so much concerned with this kind of audience here.)

Instead of keeping or storing pictures individually it may
be a good idea to keep them in a simple album.

Aflannelgraph can be made fairly easily if you can afford
to buy some coarse cloth, called flannel, enough to cover a
board of the size you want (about as big as a small black-
board) and also to cover the backside of pictures (which are
glued to the cloth). Usually coloured cloth is used (e.g., dark
green). The pictures stick to the flannel-covered board when
you put them up. It is also possible to buy ready made
flannelgraphs. These teaching aids are not so much used,
perhaps because ofthe costinvolved to make oracquire one,
and the work involved in storing and keeping the pictures in
a proper way, and the work involved in making new pictures
needed each time you want to change the content of your
“lesson”.

Some people use the idea of the flannelgraph and cut
out cardboard figures and colour them and fix them with glue
to a board of plain cardboard. The fixtures (or pictures) have

to be tomn off after each use, which may spoil the set a bit. But

.
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ﬁf itis rarely used, it may be possible to replace spoiled parta (be placed on a table and be

each time this teaching aid is used. leaning towards the wall with Flannelgraph
the pieces/pictureslillustra- ‘

The advantage of aflannelgraphis that one canillustrate tions (whichcanbe pictures of

whatis being said step by step, so as to build up a total picture scenes, a piece of cardboard

of the contents of a talk gradually, in step with the under- cut out like a fruit etc., or let-

standing of the audience. If we want to teach about protein- ters and words) placed on the

rich foods, we can put up ane picture of one protein-tich food table in front of the flanneigraph

at atime, and add to it until allthe main sources of protein are -board.

displayed. If atotal picture of all these foods is shown at once,

this may easily confuse people because the brain may not be The flannelgraph can be used best with small groups, as

able to absorb so many details in one go. the board and pictures are usually not big enough to be seen

easily or cleatiy by everyone in a big audience or group.

But with the use of a flannelgraph, one detalil is taken at
a time and new details are added in step with the speed with
which the audience can grasp or assimilate them. The total
picture should not be built up too fast. If people are asked to
help with selecting and putting up the pictures on the board
and perhaps discuss or comment on various points during
the building-up of the total picture on the iflannelgraph, they
will be able to digest the lesson as it goes along.

It is important to prepare a session with a flannelgrapn
well. All the pieces or pictures must be ready at hand, and
they must be arranged in an orderly manner so that each
piece can be found easily. It is possible to number each
piece; and in any case they should be placed on a table or an
easily accessible place near (in front of) the flannelgraph, =0
that one picture can be picked up after the other witncut
having to shuffle through the lot to find the illustraticn o
picture one wants

If the flannielgraph canr:ct be attached to .2 wall, it can ) .
_ J D
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‘hap
Blackboard Blackboard or )
Chalk board chalk board

Teaching aids are aids to
help or assist the talk we give
on health. Teaching aids are

thus not the main things when we teach about health. Very
sophisticated aids can become so absorbing and “interest-
ing” in themselves that people may even overlook what the
message is supposedto be. One simple teaching aid thatcan
be used to good purpose and with a strong impact is the
blackboard. This is present not only in classrooms but also in
many halls where instruction is given, and in addition there
are portable blackboards that can be taken almost any-
where. On a blackboard, we can easily note down main

\.
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fpoints, make illustrations if we have the talent for it (or we can\

ask someone else who can do such things well to draw
illustrations for us), and erase and re-do what has been badly
done, and we can ask people to participate in writing on the
blackboard. After the instructor has gone through the main
points and written them on the board, he can erase what he
has written and ask one from the audience to write them
again, perhaps with help and corrections from the rest of the
audience.

As many people will be used to the blackboard - from
literacy classes, school or meetings - it is an accepted tool
people feel at ease with, and this teaching aid should be
exploited to the full, especially where other aids are not easily
available. But in many cases the blackboard should be the
teaching aid of chaice, even where other teaching aids are
available. This is particularly the case when teaching at a
(slightly) higher level, where many things may have to be
written or illustrated. If typewriters and duplicating machines
are not available, the blackboard may also be used for
“lecture notes”; but any message, point or straightforward
illustration may be put on the blackboard.

What is seen is remembered better than what is only
heard, so one should put down what is said in writing as well,
if possible (but only the main points during a talk). If people
from the audience are involved, it is easier to maintain their
attention and interest during the whole teaching session,
whereas their minds may wander if they only sit and listen
passively.

(o - R
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The Health Educator and his Tools

( Scale models

Instead of using pictures or drawings of what we talk
about, we can use models of the objects. If large things are
the topic of our talk, we need scale models that show a
smaller “version” of the things than are foundin real life. lfwe
talk about latrines, we may use a small model to illustrate our
points. Sometimes we use enlarged models, e.g., of harmful
insects. In other cases we can use full scale models, such as
of a banana or a loaf of bread. Although we sometimes can
use the real thing (as when we demonstrate things from real
life), a model has the advantage that it does not rot or decay,
and it can be used again and again. People can handle it
gently - even models can break, and it can pass from hand
to hand if it is a small thing, or people can gather around a
model so as to study all the details.

L Expertly made models can sometimes be costly, soitis

falmost always preferable to

.

make one’s models locally with Scale models .

cheap, locally available mate-
rials, using local skills (people
who can make models in the
local community). Models
should have the right propor-
tional measurements (scales)
so as to come as close as possible to a real situation, and the
difference in scale between the model and the real thing
should be explained to the audience. If a model of a fly is
shown in a “lesson” about communicable diseases, people
may be relieved to think that there are no flies as big as the
model in their community and therefore the danger of trans-
mitting diseasse by suchfliesis not very great - unlessthey are
told that your enlarged model is meant only to make clear
what is not in every detail easy to see e.g., a tiny fly (or

mosquito, etc.). Such explanations may be even more nec-.

essary when talking about germs that in a normal state are
not visible to the naked eye. When you have a small model

of a thing that is large in reality (such as a latrine), it may be

easier for people to relate the modelto real life; but especially
for uneducated people one should not take such things for
grz|anted, but explain how a model differs from the real thing.

Models may be made of clay, pulp (basically paper),
cloth, wood and other materials. One should look for people
in the community with various talents in this field if one wants
to use models as teaching aids, and especially useful people
in this respect may be elected as members of health commit-
tees so that they become co-operative in the field of heaith

education and at the same time are shown appreciation for,

_J

their contribution.

~
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Scale models Some models can be Leaflets or folders
made parts of displays of a .
more permanent kind, and
some may be used in puppet
shows. Instead of always
making new things for differ-
ent uses, one should look for
different ways of using the same things. This will reduce the
cost of and workinvolved in acquiring such teaching aids, but
a suitable storing place will then be needed.

Leaflets or folders

A leaflet can in a way be said to adapt the idea of the
flipchart, but the arrangement and use are different. A leaflet
is a series of pictures on a piece of paper, with short, simple
explanations, arranged in sequence and folded, and both
sides of the paper are used. They are also called folders. The
size is small so that a person can carry a great number in his
hand at a time. They are mostly used with individual instruc-
tion, sothat each picture or “page” canbe seen by the person
being instructed. The size of a “page” in a leaflet or folder is
about the same as in a “pocket book,” butitis one connected
strip of paper with perhaps four pictures or “pages” on each
side. Thus, a leaflet/folder may have a “front page” and
seven “pages” with pictures or illustrations and short expia-

. nations. But some folders/leaflets are shorter and some quite
a bit bigger. (If they become much bigger - more than ten
L J kpages - it may be better to arrange them as in a book wity
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(;taples in the middle. This may become a small book.) )

Leaflets are ideal for health ‘workers who visit homes.
What they have to say may be emghasized and reinforced by
such a simple teaching aid. After the home visit, the leaflet
should be left behind in the home visited, and thus it can be
read or looked at again (and serve as a reminder),and ihe
person who has received the instruction may explain (the
contents of) the leaflet to other members of the family (or to
visitors) at other times.

The illustrations in leaflets must be clear and simple,
concentrating on main points and leaving out unimportant
data. For mass consumption, the language must also be
simple, and as far as possible the local language should be
used. Leaflets can easily be produced locally, using stencils
and duplicating machines. Others are made and distributed
by the government and by many organizations. ltisimportant
to use ieaflets that are relevant to the situation in the
community where they are used and that are also culturally
acceptable (so that people do not find them offensive).

Leatlets should not be just handed out or left anywhere
people may come and pick them up. Leaflets are meant .obe
used in person-to-person encounters, with further explana-
tions and encouragement to practise what is being taught.
The advantage of the personal approach is that the “teacher”
can check if the “lesson” is properly understood, answer
questions and arrange for a further (follow-up) visit to see if
the instruction (or theory) has been put into practice. At the
end of a home visit, the health educator should tell when the
next visitis likely to be, and the people in the home can be told
that the same topic will be discussed again and that people

\. _J

fare expected to do something
about their health behaviour
in the meantime. Then they
are more likely to do some-
thing about what they have
been taught - and not just forget
it, as many people tend to do.

j

Leaflets or folders

i
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Slides

Slides are transparent
colour pictures projected on
to a white screen in a dark
room. The advantage of a dark

Slides

74
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room when the pictures are being shown is that the audience
cannot see other things very well and will therefore usually
concentrate on the pictures. With a big screen, slides can be
shown to a fairly big audience. With a small screen, the
audience ought to be smaller. Because the pictures domi-
nate the teaching session when slides are used, people may
pay less attention to what is being said in the dark. As the
impressionis mostly on the eyes, with very clear pictures, the
explanations should not be continuous, but brief comments
to the point should accompany each picture, and then the
audience should be left for some seconds to absorb the
meaning of the picture after the explanation has been given.

\.
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Sometimes a more artistic presentation of a slide show )
is attempted. One can thus record the comments on tape,
with a good, experienced commentator reading the text
accompanying the slides, and background music to fill the
time between the spoken words. There is then also usually
a special sign (a tone recorded on the tape) to indicate to the
person in charge of the show when he should change the
picture. Although this may be good entertainment, there is a
danger with too artistically prepared and presented slide
shows that the impact with respect to “lessons learnt” may
actually be reduced in this way. The advantage of a personal
presence should not be underestimated. A person in charge
may notice if the audience gets restless and then speed up
the presentation, or he can ask some questions of the
audience to “wake them up” by activating them to some
extent. People will also normally react more attentively to a
personwho is present while explaining the picturesthanifthe
voice is recorded and the speaker is not there.

A slide show should not be so long that people get tired
and bored. Half an hour may be found to be the maximum
time for profitable instruction, and that a show of 15 or 20
minutes is to be preferred. But a show should not be looked
upon as complete in itself. A careful, but short, introduction
about the reason for showing the slides (the theme or topic
of the session) should be given before the slides are pre-
sented. The presentation must also be carefully prepared, so
that the slide projector and screen are placed so that all can
seeclearly, sothatthe cable reaches the wall plug, sothatthe
pictures fill the screen (neither more nor less), so that the
person presenting the show does not block the vision of part
of the audience (it is better to place the chairs correctly be-
fore the show starts than to have a lot of reshuffling of chairs J
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(" when the first pictures are being shown), etc. )

After the show, it is good to use some time (but not too
long) to revise the main points of the show and to challenge
people to take action onthe basis ofthe slide show, orin other
words, to change their behaviour accordingly. It may be good
to note down the names of those present (or at least some,
if the audience is large) and follow the show up with home
visits, when reference can be made to the slide show and its
message. This will reinforce or strengthen the impact of the
show.

But because of the strong impression usually made by
slides by themselves, some find that people feel bored by too
much talk after a show of slides, and that it is therefore not
useful to use many words after the show is over. It may be
better to let people air their views, or to have an informal
session when people stay together and talk - perhaps while
drinking tea - when they may express their feelings about the
show to each other. Although the instructor may not get a full
picture of what people say and think in this latter case, it may
still have an impact. People may wish to know what others
think before they put the “lesson” into practice, and informal
discussions may therefore prepare future action, or only
prepare the “mood” for the next meeting on the same topic.

Although people like slides (and other projected or
picture shows), it may be that their importance as teaching
aids are sometimes exaggerated. People may enjoy and
even remember pictures better than spoken words, but this
may not lead to a change of behaviour more than a talk
session - actually talk and discussion and/or demonstration

(health-related behaviour. In

Lmay be better suited to influence people to change their

addition, slide shows are de- Slides

pendent on the availability of

slide projectors and electric-

ity, which may not be the case

in rural areas that need the

“lessons” we want to teach

most. But as a supplementary

teaching tool, slides should not be overlooked. It may be that
they are best suited to teach health educators, who will then
bring the message to others, using simpler teaching aids.

[ala}
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Overhead
projectors

Overhead projectors can
display on screens or a suit-
able wall what has been pre-

Overhead projectors

Opaque projectors

'
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pared on transparent plastic sheets; or we can write, with
suitable pens, on these sheets while we give our “lecture”. It
is possible to write words or draw illustrations on these
transparencies while the lecture is going on. ltis also possible
to photocopy materials on to transparencies. The overhead
projector can be used in ordinary day-light - it is not made for
use in darkened rooms. These projectors can only be used
when electricity is available. It is quite convenient to use an
overhead projector while seated, and many therefore find
this teaching aid a simple and helpful device. It is easy to rub
out what has been written on the transparencies after use, to
make changes or corrections or to wipe it all out and re-use

Limportant to keep in mind that they are teaching aids only,

like a blackboard, but as it is easy to use it while facing the
audience all the time and as it can use sheets prepared
before-hand, it has also many advantages over the black-
board. Its main drawbacks are that electricity is needed
(which makes it unsuited for many areas) and thatit needs an
initial input (the cost of the machine is beyond what many
organizations can afford).

If a good series of sheets are ready for use when the talk
begins, it can be used somewhat like a series of flipcharts
also. The audience shouldideally not be too large. Overhead
projectors are ideal tools for training of health educators,
when giving lectures, and teaching at somewhat advanced
levels, although they can in fact be used with all kinds of
audiences.

A more adaptable tool, but also a more difficult machine
to move from place to place (due to its size and weight) is the
opaque projector, with which you can show pictures andtexts
directly from any printed materials. Only larger centres
(towns) are likely to have this tool, and the owners may be
afraid to lend it to anyone to operate, except their own
technicians. It may therefore not be so easy to make regular
use of opaque projectors. Still, they should be kept in mind
where accessible. Again, like the overhead projector, the
opaque projector may be most suitable when teaching audi-
ences at a somewhat higher level, that is, educators who are
being trained to train the broad masses. Electricity is needed
to operaie an opaque projector.

With both kinds of projectors mentioned above, it is

_J

(" the same transparencies many times. In a way it functionD
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(a_nd that the most important part of the teaching session is\
how you use them to support what you have to say: aids
should not take over from the speaker and make him super-
fluous or secondary. The meeting of people is more impor-
tant and has greater impact than the meeting of people with
machines only. The speaker uses - and should not be used
by -teaching aids, and he or she is more than amers operator
of machines.

Qverhead projectors

Opacque projectors
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Chapter 3

Use of the Mass Media

When we talk of the mass media, we use the word
“mass” differently from its use in the phrase mass meeting.
At a mass meeting, the “mass” of people is present at the
same time and a speaker addresses a large group of people
who are together atthe same time and who by their reactions
and moods can influence each other (and perhaps the
speaker and organizers of the meeting). In the use of the
mass media, we talk to or write for many people (and in the
case of radio and television, many people who listen or watch
at the same time), but these people are not together, - they
do not form a mass audience (although groups of people
come together occasionally to listen to the radio or watch
television). The typical radio and television audience is the
family, the individual, or a small group of close friends; and
newspapers and periodicals/magazines/journals are usually
read by individuals (although sometimes one who can read
is askedto read for small local groups). The important thing
about the mass media is that a great number of individuals
and small groups are reached, and if we are successfulin our
use of the mass media, we can achieve valuable results; if,
on the other hand, our use of the media is poor, we spoil and
miss a great opportunity of influencing people, and we fail
them if they give us of their time and attention, only to find that
they benefited nothing from listening to us or reading our
article in the newspaper. The wide dissemination of radios
and newspapers in particular makes it a heavy responsibil-
ity for anyone who has access to the use of these media (as

\.

(contributors, not only as

“consumers”) to use themwell.  Use Of the mass media

One other misunder-
standing of the mass media
should be cleared up before
we proceedto discuss each of

" them:that we can have a vast

influence on a whole population through the mass media. A
more realistic attitude to the media shows that the impact
they make is gradual, accumulative, and almost impercep-
tible; that is, each programme or article may achieve very
little, but totally, over a long period, the mass media can form
the habits of thought and the general views (“the climate of
opinion”) of a large number of people. The mass media may
not even work well (have a greatimpact) on theirown but may
function best when they prepare the ground, or are used as
supporting media, together with other means of educating
the masses, such as school or literacy education, personal
visits to homes, mass meetings, group meetings (of women,
new mothers, youth, professional groups, efc.). Instead of
being discouraged by the “weak” impact the mass media
may have, we should rather be encouraged to make the very
best use of the media so as to increase theirimpact, and also
to organize our heaith education so that our success or
failure does not depend on one kind of communication only,
but that the use of the mass media is integrated with the use
of several other media and approaches. The mass media do
not work miracles but they are important toois for heaith
education.

~
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Radio programmes are
produced centrally for the
whole nation and locally for
audiences that are more lim-
ited. Main programmes may

use one major (national) language, whereas regionally/
locally produced programmes may employ languages that
are spoken and understood in smaller areas. People who
work in more responsible jobs in the field of health education
may be asked to participate in radio broadcasts. This partici-
pation may be as planners (suggesting suitable topics for
radio programmes, either during critical times of epidemics,
or pointing out endemic, constant health problems in an area
or making long term plans for heakh programmes touching
on topics of major concern both nationally and locally), as
participants (beinginterviewed, taking partin adiscussion, or
u)rganizing the statf under one’s leadership for participation

(" Radio Radio A

ﬁn radio programmes), or as promoters of health education by\

radio. The latter requires that the health educator or health
education officer responsible for health education in an area
does not wait to be asked to participate in a radio programme;
on the contrary, he should look upon radio as a national
resource meant to serve the people, and a resource over
which he should have some influence in the form of making
suggestions as to its proper use. In case he thinks that health
education is not getting its proper share of the programmes,
he should make suggestions about how it could be better
used for health education. Health education is not given for
the sake of the health educator but to serve and benefit the
people of acommunity and country. National media (whether
general or educational radio services or other media) should
therefore be used for the benefit of the nation. It is the
responsibility of each professional to be alert to all channels
and opportunities to help the people of the country and to
make media people aware of unused opportunities. Radio
professionals have the appropriate skills to make good radio
programmes, but it may be beyond their ability to know all the
needs of a country and how to serve the people in all fields.
Co-operation between radio professionals and other (such
as medical or educational) professionals is therefore needed.
A health educator should thus not wait to be asked to
participate in radio programmes but he himself should ask
radio workers to make more and/or better health education
programmes if he thinks there is a need for them. He must
then also be willing to participate if asked to do so.

To make and participate in radio programmes needs
preparation. Much help with this will be given by radio
professionals, so it shall not be discussed in detail here. But
some general points should be known to participants in radio

J
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(programmes. and we shall look at these here.

When talking on radio, we chould regard ourselves as
guests coming as visitors into a Fome. If people like us, they
will listen to what we have to say. If they do not like us, they
will switch off their sets or start talking about or doing some-
thing else. It is not good radio to thank people for having lis-
tened to a programme: nobody listens to radio to please
those who make or participate in the programme - on the
contrary, they listen to please or benefit themselves (and if
they listen, they would be grateful to the people on the radio
for a good programme, rather than the other way round).

It is a mistake to overrate radio, thinking that one can
quickly and easily educate the whole population by means of
radio. Itis true that radio probably reaches more people than
any other means. It is fairly cheap and popular, and very
many hcmes have a radio set, in all communities. It reaches
people who can read and write, as well as illiterate people.
Radio is not dependent on electricity (except the small
amount obtained from batteries). The only reservation to
regarding the whole nation as a possible audience: is the
limitation set by the language barrier: not everyon.: under-
stands the languages used on radio. Still, the potential audi-
ence for radio programmes is very vast. Even so, we Jdo not,
will not and cannot achieve everything we wani by means of
radio. Still, it is a powerful means for communicating knowl-
edge. views and ideas and for educating and entertaining
peopie.

The entertainment aspect of radio should be stressed.
People do not regard it or treat it like a school or a teacher.
At bestitis a good friend and guest in the home. People look

% |
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Gpon it as a source of pleas-

ure as much as a source of Radio

news and education. Butitisa

mistake to regard entertain-

ment, news and education as

separate or opposites. And

here is where the question of

presentation, or techniques or

“formats” is important. it may be that the way we say things
is more important than what we say on radio Even the most
useful and important piece of information on radio may be
ignored if it is not presented in a good, effective, interesting
and professional way. We must pay the most careful atten-
tion to how we say or present things on radio.

But before we talk about ways of presentation, we shall
say something about the radio audience. Our immediate
hope for a radio programme is probably that it shall reach (be
listened to by) “everyone,” or everyone who has access to a
radio set and is free from other duties at the time of the pro-
gramme. Then we may start to make a survey of everyone
who has a radio - his or her education, age, sex, religion,
interests, profession, etc., in order to obtain a picture of the
“average” listener. Then we may go on to find out what
people are doing at different times of the day to be able to
make programmes for people with access to radios at differ-
ent hours: housewives can listen when working at home
while those who work outside the home are away from radio
sets; the whole family may be present around mealtimes and
at night; school broadcasts must be aired during school
hours. We even talk about “peak hours,” when we have the
largest potential audience, or the hours research has shown
that the grdatest number of people are listening. But we can

__J
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also create our audience by
Radio making programmes that “fit”
a particular “target audience”
only. These can be the most
effective programmes of all.
We can even do more than
finding out who listens when,
or specifying our own target
audience: we can go around and ask people what kinds of
radio programmes they like, or just after a programme has
been onthe air (one ortwo days later) we can ask people how
they liked it (what they liked and disliked and why) and also
what they learned or remember from it (retention or memory
of radio programmes may be weak and fade very fast). We
may even go so far as to ask what change in people’s
behaviour has resulted from a radio programme or series of
programmes (but here we must be prepared to be disap-
pointed: few or no changes may result from radio program-
mes; the most we can normally hope for is that people have
got a favourable or positive attitude to what we have talked
about on the radio, and that people will change when other
means - personal visits or community or group meetings, efc.
- are used in support of or in addition to radio programmes).
We may also discoverthata single radio programme has little
impact, and unless a message is presented repeatedly in
various ways and different contexts (not only re-runs of the
same programme), we will achieve little or nothing.

Wae should also keep in mind that people remember, on
an average, only 20% of what they hear, and perhaps they
remember less of what they hear on the (impersonal) radio
than what they hear directly from a person who talks to them
(personally or in a meeting they attend of their own choice).

~
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It has also been found that people’s ability to listen
continuously to a topic without some change (their “attention
span”)isvery limited. It has been calculated that most people ‘
can listen to a straightforward speech for only three minutes
before their attention lapses (they start thinking about some-
thing else or are distracted by sounds or movements in their
surroundings). To overcome this, we need to change our way
of presentation very often. Only small changes may be
needed. If one person is speaking all the time, he can
alternate between straight explanation, telling a story, asking
questions (and leaving a few seconds for people to think
about an answer), or the talk can be interrupted by a short
“interlude” with music. But it may be better to ask other
people to participate in a programme, so that the written part
is read by two voices, preferably one male and one female,
or if they are of the same sex, voices that are not too similar
(one deep and one high), but the difference between voices
should not be so great that it is disturbing or distracting to the
listener.

Onthe other hand, one should not read from a prepared
script more than necessary. One can prepare points and
questions relevant to the topic of the programme and make
an interview with a knowledgeable person or persons, hold
a group (panel) discussion, or go “out of the studio” and
make a reportage from places where people gather for work,
queue up for medical treatment, etc. But neither is it good
always to use only one “format” during a programme. Small
bits from an interview can be used to illustrate points made
in a talk. Even “scripted” programmes (written beforehand)
can be made more lively and interesting by writing them as
short plays. Instead of writing one long speech, one can also
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fscript a dialogue between two or three people. (One should )

not use too many people or voices in the same radio pro-
gramme because the listeners will confuse them as they
have only the voices to go by and cannot see the partici-
pants.)

One should also not present ideas and pure information
on radio “at the expense of” action. That is, one should let
ideas and information come through by an “action ap-
proach,” let people do things, let people tell about their
experiences (or how they came to realize a “truth” rather
than only present it in abstract terms). A story is easier to
follow and remember than the pure idea, and the message
may be both better understood, remembered longer and
sound more credible if it is related to life experiences.

To create a kind of “tension” in a programme,it may be
worth trying to “oppose” people with different views in a
programme (but they must not be so opposed and strong-
minded that the discussion ends in a quarrel). This can
highlight the pros and cons, the arguments for and against a
case. But so as not to lose sight of our aim, we must have an
authoritative person to let sound health education come as a
result of the programme. (There may, however, be cases
where the medical profession has not come to a unified view,
and then it may be justified to present the various viewpoints
without giving a premature conclusion. Butthe normal health
programmes will aim at giving sure, useful health information
to people.)

Radio is very popular as a source of news. This should
be exploited also for health education. If new discoveries are
made, and they are important for the common man, they

J

(" shouldbe presented as news. ' )
These news items can then Radlo
be elaborated through the

presentation of a more “in-

depth” programme by profes-

sionals who are knowledge-

able about the topic.

It may be that a health educator is asked to contribute a
script to be read in a radio programme. It is then important to
start with an important and interesting point (to catch the
listeners’ attention), to stick to essentials but try to make them
easy to follow (e.g., in the form of a story), and to use simple
language that can be understood by everyone.

Topics suitable for health education on radio are basi-
cally of three kinds:

- Health problems that we know from statistical sources to be
of importance for the country and/or a specific areas;

- Health problems that become acute at a certain time, either
nation-wide or for a more restricted area (e.g., an epi-
demic);

- Health-related questions that may preoccupy people’s
minds, especially when new or hitherto minor health prob-
lems occur. (This may be the case with AIDS, orthe sudden
spread of TB, VD, goitre, or whatever.) Even when some
such problems are minor statistically, it is important that
people get enough information to know how to tackle new
and unknown situations.

- Y,
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(- The latter pdint is besﬁ 4 . .
Radio doaltwith by asking pesplio o | | NEWSPapers and periodicals

write to the producer respon- ‘

Newspapers and sible for health programmes.
periodicals Listeners’ questions can give &
us a good idea about what = =\
people are interested in and Y A Z2 W tp 7122 =\
want to hear about. Although VY57 ,’| N // —
there may be more important things than what people ask ! W G aly -~
about, it is good to make a mixture of programmes so as to $ & =
meet both their wishes and their real needs (and often these L CANE TS =<
are of course the same). \ == \: =
N\ > = N
|
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Like all printed materials, newspapers and periodicals
are meant for a literate and thus more or less educated
audience (although newspapers are sometimes read by a
literate person to a group of illiterate people). Periodicals
come out “periodically” (but not daily): weekly, bi-weekly,
monthly, quarterly or even less frequently. Some are journals
of a rather scholarly nature, whereas many magazines are
for wider consumption. It is mostly such popular magazines
we have in mind here. They are often for a more educated
audience than newspaper readers need to be, but only
slightly so. Magazines carry popular, entertaining materials,
in addition to more informative feature articles. It is possible
to write somewhat extensively about important health topics
in such magazines, but one should go straight to the point
and not make any article longerthan necessary to state one’s
point or points. It is important to keep the language simple
L and not use rare, scientific terms more than necessary, and
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(it such terms are used, they should be explained in Iayman's\ diarrhoea, it is possible to tell , )
language. (This applies to the use of mass mediain general.) about a child who has suf- Naws:zﬁoo:;:;::

Our main concern here is with newspapers, which are
intended for and reach a very large readership. Often a
newspaper is read by more than one person, and the total
readership is thus larger than the total number of newspa-
pers printed. Still, not everyone (probably no one) reads
everything in a newspapers. As their name indicates, news-
papers are primarily sources of news. That may also tell us
that it is good to present as much health information as
possible in newspapers as news. It is important to give much
thoughttothe “headline,” as thatis the first pointin any article
that either attracts or repels a (potential) reader (or it leaves
him indifferent). Then the first paragraph must be well written
and make a (or the) major point, to tell the reader if it is worth
his while to go on reading or not. But that is of course only the
beginning: the whole news story or article is important. If a
reader finds one article about health interesting, he may look
forward to articles on this topic in future issues as well and
make sure that he reads them. Unlike radio (and television),
newspapers require a literate audience, but they have the
advantage over radio that what is not immediately under-
stood can be re-read and the newspaper can be picked up
again by the reader who wants to make sure of a point he may
have forgotten or remembers only vaguely. This may partly
make up for the fact that most people remember only 10% of
what they read and 20% of what they hear.

The average reader likes “a good story” better than just
“dry facts,” and probably he remembers stories better that
facts, too. The same “dry facts” ca: in most cases easily be
Crned into stories. Instead of telling the medical facts about

L

.

fered from repeated cases of

_diarrhoea, how his mother took

care of him, what treatment
he received (from a traditional
healer perhaps), and how he
was (scientifically) treatedina
modern hospital, health centre or clinic. Then it is possible to
tell what damage can be done if a child suffers too much and
frequently from diarrhoea, and it is possible to describe how
a child may die (or has died) from diarrhoea or dehydration.

Similar stories can be found in health institutions about
most (or all) common diseases, and these personal histories
may be used to give “life” to an article about health.

It is also a good device to interview both patients and
healers (doctors, nurses and others, even traditional healers
in some cases) about diseases they suffer or have suffered
from and how they have healed or been healed. This helps
to sustain interest for the reader. But stories of this kind are
not told for the sake of the story but for the sake of the health
education it communicates: it is therefore important to in-
clude allthe relevant medical factsinthe course of the article,
either as part of the story or at the head or the end of it. If it
is told first, it should not be so long and “heavy" that readers
are put off before they even have read the whole introduction.

On the other Hand, there are topics that should be
treated so seriously as to get readers away from unreason-
able fear or an undue emotional attitude to a medical or
health problem. Such questions are best presented in rather

_J
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( “heavy,” informative and )
Newspapers and soundly documehted articles
periodicals (but “documented” does not

mean references to books with

titles, authors, years of publi-

cation and pages; rather it

means mentioning the views
, \ of specified authorities - per-
sons or, organizations, such as the WHO or a country’s
Ministry of Health).

Pictures and illustrations should be included in the
newspaper or magazine where this can enliven the article or
clarify a point. But neither superfluous words nor pictures
should be used: long-winded articles have no appeal.

Another feature of modern print media is the use of
cartoons. It is possible to use persons who draw well and
(perhaps together with others) can devise a striking caption
or words spoken by the figures in the cartoon - although it is
perhaps best to work the other way round: first devise a
message and then make a suitable cartoon to fit the words or
message. These cartoons are very popularandare seenand
read by many and can be used for health education.

One need not be a journalist to write in a newspaper. If
there are important events or things to write about, one can
contact journalists to write about it. Or one can write to a
paper about a matter and ask if they could assign a journal-
ist to write about a suggested event or topic. If one can estab-
lish a more or less regular relationship with a paper, one can
get health written about quite often (perhaps there can be
weekly health features). This may be easier with small local

\. J
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(" newsletters than the big national newspapers. If one has )

good ideas and can write well, newspapers may print a non-
journalist’s article as written. This is a resource and opportu-
nity for health education one should not neglect. If one can
contribute regularly with health articles, one should also ask
readers to write to the person in charge of these articles
about matters of concern to them and to ask questions. This
will give ideas for future articles as well as telling a writer -
aboutwhat people are interested in, and it will show the depth
of their understanding (or misunderstanding) in matters of
health and disease.

Even a person who does not write articles in a papercan
occasionally contribute “Letters to the editor,” giving pieces
of information, raising issues, and expressing opinions and
views. When using the mass media, do not try to impress
(with your knowledge and command of difficult words) but to
communicate meaningfully, clearly and simply on matters of
importance to people and for their benefit. To be able to use
the mass media is not only a great opportunity but also a
great responsibility, and we should use it to serve people to
the best of our ability.
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( Television and Videos "\ ( (at least for some time). This
gives television and videos a - Televislon and videos
great advantage over the
printed media (10% retained)
and radio (20% retained). But
¥ it should also be said that this
= = : e refers only to memory: it does
| eSS MR NE _not mean that television and -
| ARSI [ NS video programmes lead to much change in people’s health-
| E Z A a1V related behaviour. For this, other media with a stronger
_ 9 personal presence, challenging people to decision-making
N \ i = NN NS and action may be better suited. (If people are in situations
- ] b where they are able to do something in connection with the
A instruction given, they remember even more - 90% - and are
ANV VAN also more likely to continue to practise what they have done
v\ N NN N N VNI once during a teaching session.)

Both television and video sets are so expensive that only
the better-off can afford them, and the owners have usually
access to other media where health education for the masses
is orcan be given. But television sets (where video films also
can be shown if the necessary equipment is there) are now
installed in many schools and community halls, in bars and
restaurants, so that a lot of people are able to view television
programmes. Such programmes can be seen only when
transmitted by the television station, whereas video films can
be shown at any time.

The great advantage of television and video program-
mes is that they make a strong impression on the viewer. It
has been estimated that most people are able to retain or
remember 30% of what they see, and that by both seeing and
Lhearing, 50% of the information given may be remembered

\.

The technicalities connected with television are of such
a nature that they can be learned only in a television studio,
but it happens that people are interviewed and take part in
paneldiscussions, efc., even when they have no experience
of television work. The points to remember is that one should
be calm and clear, keeping the simple “average” viewer in
mind. Many people who appear rarely on television may feel
too conscious about themselves - their looks, clothes, the
way they hold or move their hands, their voice, etc. The best
thing to do when the camera runs is to forget about these
things and concentrate on what is being said, or shown if
things are being demonstrated.

if little attention is paid to health issues on television, it
is the right of anyone interested (and the responsibility of
professional health educators) to make suggestions to the

y,
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Television and videos 5y brogrammes. The same

is true if one feels that the
coverage of issues is one-sided
AN . or irrelevant.

Where video sets are
available In a community,
health educators should make an effort to find out what vid-
eos on health are available (and where) and try to borrow
these for viewing where and when the community comes
together, e.g., in a soclal hall, but they can be shown
anywhere: In schools, restaurants, bars, clubs or associa-

tions, hospltal waiting rooms, or in private homes.

When health programmes are transmitted, the health
educatorcould make an effort to make people aware ofthese
so that they can benefit from the programmes. If the pro-
gramme topic is known beforehand, it may be useful to call
a group of people together so that they can be exposedto the
programme together and then let it be followed by discus-
sion, so that points can be further clarified and decisions can
be made on how to put the instruction into practice. People
need a further “push” in addition to mere Instruction before
they will practise or do what they have been told is the better,
healthier, safer way of living and behaving. That is part of the
héalth educator's task.

authorities in charge of televi- )

N
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(Chapter 4

Health Education in
Schoois

Two approaches are common to health education in
schools. One Is to teach about health as a separate subject
through all the years In school. The other is to spread the
subject over several other subjects. In this latter case, the
sports teacher may teach about the normal and healthy body
and how to buikd up a strong and healthy body; the biclogy
teacher and chemistry teachaer may teach about the structure
and function of the well adjusted body and biochemical
processes involved in digestion, efc. The national and for-
eign language teachers may give some instruction con-
nected with the terms used in relation to heaith, the body and
food, etc. The geography teacher may teach about environ-
mental health and food production (agriculture). The history
teacher may teach about the development of science, #iso in
relation to medicine and health; and so on.

The-other-approachrisito'teach about'healtirmost*s in a
subject calledshygieneyhealttrscionce; orssomething-else.«
The great advantage of this approach is that a qualified
teacher in health #icience is needed and is available in the
school, exams wiﬂ be given in the subject, the students will
have to take the SUbjeCt seriously; and to prepare teachers

the subject will have to be taught in Teacher Training Insti-
tutes (and at university level to prepare teachers for TTIs).
The latter approach will strengthen the subject much more

\

("than if It is taught only as a

"

Health education in

minor suppléement oth
PP to other gchools

subjects.

The best approach is
probably to combine the two
approaches seét out above: to
let health science be a major
subject in its own right, but to raise several topics in other:
subjects as well. Such co-operation between teachidrs and
intetlinking of subject matter can benefit any subject, fot only
health science.

Although the latter approach is advocated here, the
subject matter taught may be much the same in any case. A
health educator who is not a professional school teachér may
be more needed and more frequeritly called upon for assis-
tance in schools without a full time teacher in health scierice
#' @an a school with such a teacher. In any case it is good for
a health educator or health education officer for an area {0
keep in touch with schools and what and how they teach and
to give support where needed. Invco-operationwith the'sani- '

tarian.or health inspector for an:area, itsisalso possible to'

keep an+eye-onrhow hygieneris'practised-onnthe' school'
premiges. This will show if health education is more than
school-book stuff: only if it is practised (in the area of
sanitation, cleanliness of the school kitchen if there is one,
and of the school itself) is health really promoted and taught
in an effective way.

School health is more than what is taught in formal
classes. There are also days for immunization and perhaps
other health attivities. The health educator should also use
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( these opportunitigs to give om ( :
School curricula strengthen the health educa- Curricula

tion that should go together

with such activities: people
. ought to understand what
«. ... happens to them when they
"' are being vaccinated, etc.

it may be that a school has no fixed plan for its health
education. In case a health educator is asked for advice, or
if he feels he should advise school authorities on how to
improve health education in the schools, we shall give some
suggestions on what to pay attention to in devising a curricu-
lum and other aspects of health education in schools.

We shall not set up a detailed curriculum of health
education for schools here but merely discuss some general
viewpoints or principles one should keep in mind when
devising curricula. The age and maturity of school childrenas
well as the logical sequence of educational topics must be
kept in mind, and the total understanding of health and (the
prevention of) disease should be built up over the years, so
that people can leave school well equipped for adult social
life. But many people leave school after only elementary
school, and all knowledge necessary to lead a healthy life
should therefore be taught in elementary school. In higher
grades, students should be helped to acquire a more scien-
tific understanding of the principles of health, the functioning
of the healthy body, etc. (But science must of course also
form the basis of what is taught in elementary school,
although the principles or “laws” of science may have to be J
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(presented in simplified form.) )

One should start with obviously useful knowledge in the
first grades. Thus, there is a need to stress the importance of
personal cleanliness (hygiene), cleanliness of the home and
the homestead (environmental health), the importance of
clean water, the regular use of latrines or other safe disposal
of excreta, properdisposal of waste, a varied (balanced) diet,
as well as simple scientific terms and concepts, such as cells,
germs, names of common (especially childhood) diseases,
and the channels (vectors) through which disease enters the
human body (i.e. air, water, food, contact with sick people,
and insects); simple physiology should also be taught, espe-
cially what can easily be visualized, such as the parts of the
body, the skeleton, efc.

Gradually this knowledge should be extended to cover
ail main areas of health science (without overcrowding the
syllabus). Scientific methods that have helped us to obtain
more knowledge about health and disease should also be
taught (perhaps in the form of short biographies of great
scientists in the field, stressing their scientific working meth-
ods that led to valuable results). The concept of “germs”
should be extended to all the (main) causative agents of
disease (bacteria, viruses, protozoa, fungi and worms), and
all studied in some detail. The carriers (vectors) of disease
should also be studied more -carefully in higher grades
(especially very harmful ones, such as mosquitoes carrying
malaria and other diseases, etc.); principles of prevention
should be given full scientific explanation; food and nutrition
should be taught in a thorough way, together with explana-
tions of how food is absorbed (biochemistry), and, from th-:
physiological side, a rather detailed description of all normal,

fhealthy body functions; major

J

N

threats to health should be Schooi curricula

described so as to make the

scientific study of disease clear

(several diseases that are

common threats to healthina

locality should be studied so

as to illustrate scientific prin-

ciples); and some wider perspectives on food production,
trade in food, international aspects of health and disease
prevention should also be treated.

To work out a detailed curriculum for schools requires;
careful attention to the step-by-step approach so as to
gradually build up atotal picture of health and how health can-
be preserved, but taking the child’s (the student’s) ability to.
understand, absorb and make use of the knowledge ob-
tained at each stage into consideration. it may not be
possible for a child to practise good hygiene at home unless
parents are also taught about hygiene, and it is therefore’
important not to isolate school knowledge from what the rest
of the community is taught - at least the basic facts and prin-
ciples conceming good health and disease prevention should
be taught everyone in a community.

It is important to have good curricula in health science;
but it is equally important to have good teachers, and to get

good teachers, health science must be taught in Teacher )
Training Institutes (TTls), and to get qualified teachers in -

TTls, health science must also be taught at university level.
Furthermore, health science can be well taught only if there
is scientific equipment in the schools and if it is well used.
Rote learning of facts may be helpful to some extent, but

_J
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School curricula observation and experimen-

tation leads to conviction of
the value of scientific ap-
proaches to problems of health
and disease.

h o o To make the outlining of
curricula for schools a bit more concrete, we shall go into
more detail about one possible way of setting up a curriculum
in nutrition education from kindergarten till the end of secon-
dary school. We shall first outline the targets or goals for
teaching each age group, and then suggest what should be
tayght to achieve those goals.

The food or eating habits we acquire early in life are
difficult to change later. It is therefore important to teach
nutrition well during early childhood, especially throughout
nursery/kindergarten and elementary school. In later years,
early teaching should be reinforced by adding to the stu-
dent's knowledge and understanding of scientific principles
of good nutrition. To be able to practise good nutrition,
parents (in meetings between teachers and parents or in
community meetings) should also be told what the children
are taught, and then co-operation in practising good nutrition
should be invited and stressed.

itis good to incorporate nutrition education as part of the
total curriculum of health education, ratherthan teachingitas
a separate subject (although some aspects of nutrition
education can be incorporated into other subjects, such as
geography - on food production, chemistry, biology and
general science).

N

proper understanding through\

J
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( One can divide the curriculuminto phases of a fewyears
each, the firstincluding kindergarten and the first three years
in school; the second part can include the rest of elementary
school (such as till the end of grade 6); the third phase can
cover junior secondary school (grades 6 to 8 or 9); the fourth
and last phase goes till the end of senior secondary school
(till the end of grade 12 in most cases).

Phase One (kindergarten and grades 1-3)

Aims: To help children appreciate many kinds of food;
to recognize many common items of food; and to associate
food and eating with strength, growth, health and (the need
for) cleanliness.

Food and nutrition knowledge desirable during this
phase: Discussion of food eaten at home; foods grown in
parents’ farm or garden; foods seen and bought at markets.
Names and description of common food items; what goes
into dishes commonly eaten in the community (not too many
details). Discussion of “good” food - what is good to taste and
what is good for health (children will understand and need
some warning against foods that can be harmful if consumed
to excess, such as too many sweets), stressing the impor-
tance of milk and other foods important in childhood (protein-
rich and energy-rich foods and vegetables). Stress the
connection between growth and eating well.

Activitles: Work in school garden; making house and
serving food; making “mock” or real meals (simple); a visitto
a market and/or a near-by farm (prepare them about what to

. _
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(" look for), and discuss what has been seen when back in )

class; show food items in their natural state as well as ready
forcooking (e.g., various grains, peas in their pods and when
shelled, etc.); at food breaks, stress the need to wash hands;
play shop where food s sold (perhaps discussing quality and
even prices of afew commen items inthe last ofthese years).

Phase Two (till the end of elementary school)

Alms: To widen knowledge of food; to increase under-
standing of how different foods are combined in meals
(composition of meals); to learn about good eating habits (sit
well, regular mealtimes, cleanliness); to learn about different
customs concerning food (not all people have the same food
habits, but one can be as good as another, if all nutrients are
consumed); to understand how food affects the body (heaith,
growth, looks); to know how different foods do different kinds
of “work”; to learn about the biological aspects of food
assimilation by the body.

Food and nutrition knowledge desirable during this
phase: Food production in the community and the nation;
trade in food; food customs in various “ethnic” groups;
evaluation of the “sufficiency” of various “staples” and the
need forabalanceddiet (“food groups” and what “work” they
perform in the body: milk and milk products; meat, fish, eggs
and protein-rich legumes; vegetables and fruit; cereals/
bread); the need for hygiene (cleanliness, sanitation); bio-
logical knowledge about the digestion, absorption and elimi-
nation of food; understanding of the relation between a
properdietin adequate quantity and body size, body function
(ability to work, study, be good at sports) and heaith (also har-
Lmonious body proportions, looks, “zest” or vitality).

(
Activities: Preparing of School curricula

dishes of various kinds and

their composition into a bal-

anced diet; making an “over-

all plan” of food preparation

for a balanced diet over a

week, a month and - espe-

cially where there are seasonal variations and long fasting
and non-fasting seasons - a yearly cycle; laboratory work on
food; creation of a pleasant atmosphere for meals; experi-
ments with spices (and explanation of the value of attractive
food for appetite and good food absorption); study and report
writing on people’s food and eating habits; visit to food
processing plant; visit to food trade area; storing and preser-
vation of food; weighing and other measuring of food, etc.

Phase Three (junior secondary school)

Alms: As school children at this age grow fast and be-
come lanky, ungainly and awkward, a main object must be to
stress the need for a good diet for healthy growth and good
performance at school and sports, for strength and a well-
shaped body. Vast appetites are often not satisfied wisely at
this age, and the need to balance the diet and not only to
absorb huge quantities of food must be stressed. At this
stage, the more theoretical aspects of nutrition (and health)
science should be introduced. The wider aspects of food and
nutrition should be taught (intemational trade, the food
industry, etc.); the importance of costs in nutrition should be
tied up with affordability and the possibility of obtaining
adequate nutrients from simple, cheap ingredients; one

N | )
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School curricula ence of food pfeparation on

the quality of the food we eat
' (e.g., over-cooking destroys
! vitamins, etc.).

Food and nutrition
‘ | knowledge desirable during
this phase: The different food groups should be well known
as well as what they do to the body and how they influence
growth and health; the functioning of the body in assimilating
food should be put on a more scientific basis (in the way it is
taught and how éxperiments are conducted); personal hy-
giene should be tied up with a good understanding of
sanitation; energy and ecological questions should be raised
in relation to food; the relationship between work, health,
growth, looks and food should be explained in detail; the
need for protein (and amino acids), carbohydrates, fats,
minerals, vitamins and water (fluids) should be explained
with some explanations of their absorption and work in the
body; how food influences the teeth and bone structure
should be taught. National and international food production
and policies should be discussed.

Activities: Conduct many experiments of increasing
complexity; study food consumption in the community and
nation and write about it; study marketing practices (how
people are influenced to eat and drink various foods through
consumer information and advertisements) and evaluate
them on the basis of sound food knowledge; study pricing
policies and their relation o proper eating habits and their
influence on the balancing of diets; connect the health
aspects with sport activities in the school and study how

should also teach the influ-\

\_ J

Gutrition influences both; make experiments to formthe basis )

of reports on comparison of quantity and quality in food
consumption (perhaps with reference to early studies on
vitamins, by Hopkins and Funk); visits to food plants of
various kinds are useful (with study reports assigned before-
hand).

Phase Four (senior secondary school)

Alms: To deepen the understanding of the relationship
between food and growth, also intellectual and emotional
growth, and of the importance of consuming a balanced diet
(students in this age group eat well but tend to neglect fruits
and vegetables and get too little vitamin C, especially boys,
but girls may eat too little because they fear getting fat); to
explain thoroughly scientific principles involved in nutrition;
to help students know well the nutrients in various kinds of
food and be able to explain the body's need for various
nutrients; to prepare students to decide on food consumption
(what to buy and how to preserve, prepare and serve food in
their own home; how to make balanced diets); to help
understanding of physical, including sexual, growth and how
food and health influence the health of one’s children.

Food and nutrition knowledge desirable during this
phase: This is a time for completing (but also revising) what
is taught about food and nutrition in formal schools, and a full
review course on the components of all common sources of
food, their work in the body, the physiological aspects of food
assimilation and the relationship between one’s (and one’s
children’s) body and food shouid be thoroughly taught. The
wider aspects of the influences of climate, soil, food policies,

_J
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( School curricul should also teach the influ- ) (nutrition influences both; make experimentsto formthe basis\
00! curricula of reports on comparison of quantity and quality in food

ence of food pfeparation on
the quality of the food we eat

» (e.g., over-cooking destroys
b vitamins, etc.).

Food and nutrition
knowledge desirable during
this phase: The different food groups should be well known
as well as what they do to the body and how they influence
growth and health; the functioning of the body in assimilating
food should be put on a more scientific basis (in the way it is
taught and how experiments are conducted); personal hy-
giene should be tied up with a good understanding of
sanitation; energy and ecological questions should be raised
in relation to food; the relationship between work, health,
growth, looks and food should be explained in detail; the
need for protein (and amino acids), carbohydrates, fats,
minerals, vitamins and water (fluids) should be explained
with some explanations of their absorption and work in the
body; how food influences the teeth and bone structure
should be taught. National and international food production
and policies should be discussed.

Activities: Conduct many experiments of increasing
complexity; study food consumption in the community and
nation and write about it; study marketing practices (how
people are influenced to eat and drink various foods through
consumer information and advertisements) and evaluate
them on the basis of sound food knowledge; study pricing
policies and their relation to proper eating habits and their
influence on the balancing of diets; connect the health
aspects with sport activities in the school and study how

_ J

consumption (perhaps with reference to early studies on
vitamins, by Hopkins and Funk); visits to food plants of
various kinds are useful (with study reports assigned before-
hand).

Phase Four (senior secondary, school)

Alms: To deepen the understanding of the relationship
between food and growth, also intellectual and emotional
growth, and of the importance of consuming a balanced diet
(students in this age group eat well but tend to neglect fruits
and vegetables and get too little vitamin C, especially boys,
but girls may eat too little because they fear getting fat); to
explain thoroughly scientific principles involved in nutrition;
to help students know well the nutrients in various kinds of
food and be able to explain the body's need for various
nutrients; to prepare students to decide on food consumption
(what to buy and how to preserve, prepare and serve foodin
their own home; how to make balanced diets); to help
understanding of physical, including sexual, growth and how
food and health influence the heaith of one’s children.

Food and nutrition knowledge desirable during this
phase: This is a time for completing (but also revising) what
is taught about food and nutrition in formal schools, and a full
review course on the components of all common sources of
food, their workin the body, the physiological aspects of food
assimilation and the relationship between one’s (and one’s
children’s) body and food should be thoroughly taught. The
wider aspects of the influences of climate, soil, food policies,
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(pricing, appetite, knowledge and external influences (marﬁ (development of topics from hool curricula )

keting and advertising) on nutrition should be stressed. the simple to the more ad- \ School curricu

Appropriate foods for different ages and needs should be vanced or complicated, and

explained. so that cumulatively the knowl- o

Activities: Experimental (laboratory) work should be
depend and scientific methods demonstrated as fully as time
permits; menus at restaurants can be studied and analysed
from a nutritional point of view, with recommendations of
appropriate changes; studies of national food policies (in-
cluding a comparison of budgetary allocation to agriculture
and other government activities, food imports and exports);
evaluation of productivity in agriculture in the local commu-
nity (including a study of tools and fertilizers used, and a
discussion of the use or desirability of the use of animal and
human manure in agriculture); discussion of the importance
of good consumer knowledge to have a healthy population
(with discussion of whose responsibility it is to give such
knowledge: the school, the clinic, the agricultural co-opera-
tive,the mass media, etc.); discussion of health activities and
the duties of public heaith officers in the field of food (quality)
inspection, inspection of places where food is prepared and
served to the public (restaurants, factory and school canteens,
eic.), evaluation of international efforts at food improvement
and security (by governments, the Food and Agriculture
Organization, the World Health Organization, the United
Nations’ Children’s Fund, etc.).

LR}

The above discussion of school curricula gives only a
rough general guideline on how to approach the problem of
curriculum development. It is important that there is a logical

-

Y,

edge gained through a full

course of school education :
forms a basis both for healthy
living and for further, more
advanced scientific work (or for practical work with problems
relating to health and/or nutrition). But logic is not the only
guide when developing curricula. The physical, intellectual
and emgtional development of students must all the time be
taken into account. This makes it necessary to combine
knowledge of health science with knowledge of educational
(and general) psychology when outlining curricula for schools.
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Examinations

Examinations are set by
theteachersinaschoolandto
ensure secrecy about exam
questions, outsiders may not

School examinations

~
NY/
)

be involved in formulating such questions. But in some
cases, as when health science is not a separate subjectin a
school but taught piecemeal in many subjects, the topic of
health education may be neglected by some teachers. The
heaith education officer in an area may try to strengthen
health education and the attention students will pay to the
subject by suggesting (and if possible, insisting) that ques-
tions relating to health and nutrition be set even if health
education is given only as part of other subjects (biology,
general science, geography, etc.). This will make the stu-
dents study this part of the wider curriculum and not only skip
quickly over it, “knowing” that no questions will be asked
about health. It may not always improve people’s health thus

("to “force” them to study the subject more deeply than they\

" however the curriculum is devised. The heaith education

otherwise would, as it is change in behaviour that leads to
change in heaith; but without proper and exact knowledge it
is not possible to make the correct changes in health-related
behaviour, and therefore it is important to work for better
knowledge alongside with making efforts to improve people’s
health behaviour.

Examinations in health science should be insisted on

officer or the health committee in an area could co-operate
with the school authorities in strengthening health education
where needed, also in keeping an eye on the way examina-
tions are setin a school and by giving advice and suggestions
where there is a demand for it.







Chapter 4 Health Education in Schools
4 ) | thi )
School health day and Qonje::'?an‘ d'"g:fofg;' t:g School health day

Sanitation week school health day. Here are
some suggestions and ex- and
amples: f
' Senitation wesk
A creative teacher or stu-

However well health education is given in a school, a
School Health Day gives the school a chance to emphasize
the importance of good health and good heaith behaviour
both for the students, the staff, the parents and the commu-
nity at large. People can be invited from outside the school to
attend or even to participate in certain activities on this day.
This will strengthen the co-operation between the school, the
homes and the community, and in order to ensure good
health such co-operation is essential.

Much preparation goes into a school health day, and the
more preparation is done, the more successful and effective
itwillbe. The impact on the school may be stronger due to the
days or weeks going into this preparation.

\. y,

dent (or even an outsider), or

a group, can write a play or a sketch/skit or a song/songs to
be performed; posters and slogans and pictures can be pre-
pared and posted up all over the school (and in the commu-
nity), demonstration sites (with iatrines, appropriate technol-
ogy, foods with explanations and demonstrations) can be'
made; short talks can be given; films and slides can be
shown; leaflets can be distributed; puppets shows can be
performed; and exhibits can be arranged in several parts of
the school.

Some of the things particularly well done can be re-
peated in community meetings or given as permanent post-
ers or displays to the community for later use or to become
a lasting part of the health education programme of a
community. Besides, students can take home individual
contributions for which there may not be a permanent need,
and the instruction on the school health day may thus
continue to have an impact in the homes of the students.

A Sanitation Week is a more internal affair of the school,
although the last day may be made into an “open day” when
the community around the school can attend. There may not
be so much preparation needed for a sanitation week as for

a school heaith day, and most of the preparation may have

\ J
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to be done by the teachers in) (this must be home work so that the students can consult\

Sc!lool heaith day devising assignments for the old people in their family or the community), and also how
' students during this week. it is practised at present (and to give an evaluation of ‘
and various practices). '

- The science teacher(s) could teach and conduct various
experiments related to health and sanitation.

- The geography teacher can devise and supervise a study
by the class of agricultural practices in the community and
have the students write reports on their findings.

- The home economics teacher can concentrate during this
week on the importance of hygienic handling of food when
prepared and consumed, with appropriate experiments.

After the sanitation week is over, the art work can be
given to the community or taken home by the students for fur-
ther use in educating parents and other community mem-
bers.

- The practical aspects of such a weel: may be arre'alnged by ‘ Wherever possible, health education officers should
the physical education teacher, and “things to do” may in- participate on such school occasions, and also help to bring

clude work on hygienic improvements of the school sur- the essential messages to the wider community.
roundings, and if not all can be rectified, it is at least

possible to make a list of what should or needs to be done.

- Theartsteacher can assign the students to design posters,
devise slogans and do other art work to be put up in the
school. (This he can also do in preparation of a school
health day.)

- Theteacherofthe national (or a foreign) language can give
L essay topics on how sanitation was practised in the past ) L : y
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fReaders in literacy classes ) (}L‘g};_ may get in mass meet Readers in literacy A
classes
" Readers should be clearly

illustrated and contain simple,
clear and essential informa-
tionwhichitis fairly easyto put
into practice.

When readers related to health are usedin aduit literacy
classes, a health education officer may be called in to assist
the teacher, and such opportunities should be well used.

Literacy classes are not part of the normal formal school
structure, but they have a great mission in educating parents,
and unless parents co-operate with their children in school,
these children will not be able to convert what they have
learned in school into practical action that will influence the
state of their health.

The main tools of teaching adults is the use of simple
books or booklets or “readers” that convey useful informa-
tion atthe sametime as they teach reading skills (this is called
“functional literacy”). it may be good to co-ordinate what is
taught in community meetings with what is taught in adult
literacy classes, so that people will recognize the topics and
the main messages but also feel that class teaching adds
Lsomething to the more slogan-phrased, short messages

ot} )L : y,
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‘“Reminders”

The teaching aids discussed in this section are popular
and widely used. The common heading “reminders” is used
for them here to stress their supportive role in health educa-
tion and also thatthey may be less effective on their own than
is sometimes thought. A poster or a slogan or a proverb be-
comes meaningful if it is seen against the total social or cul-
tural background in which it has been conceived, coined or
created. People may reactless positively tothese techniques
of education than many hope and expect, unless they serve
to reinforce already well known and previously explained
facts, ideas or messages. But they cannot “reinforce” what
has not been well taught already. This is why they are called
“reminders” here: They help to bring back to mind what is
already fairly well known. Although it is not justified to have
too great expectations of the impact of these means of
educating people, they have a supportive role to play, andin
this respect they should not be neglected. It is often the
combined impact of many media of communication (a “media
mix”) that finally leads to the desired resuit: a change in
people’s health-related behaviour so as to bring about a
healthier population. To emphasize the many-faceted ap-
proach needed to achieve this, we nowadays talk about the
need for ail of the components of “IEC” in health education,
i.e., information, education and communication. All of these
terms can in some contexts mean the same, 6.g., aninforma-
tive educational radio programme is all of what IEC wants to
convey; but we should try to keep in mind that we need a

\—

‘Chapter 5 )

( combination of approaches in

J

Reminders in health

health education and not
education

choose only one method as
our “pet” to overcome all
obstacles and solve all prob-
lems. On the other hand, it
may not be right to blame our
methods for our failures, think-
ing that we have still not found the final great method or tech-
nique that will “do the trick”: there is no such method.
Conscientious and persistent efforts wili bring some results,
whatever methods or techniques are used.
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(P‘,sters POSteI'S ! A

Posters have been very
popular teaching aids in health
education. These may con-
sist of fairly big pictures put up

N

in places where lots of people often congregate. They may
have a very short text or a longer message, but rarely is very
much written on posters - and it would be a mistake to over-
crowd a poster with words, or to make the picture too de-
tailed: posters are best suited to transmit or communicate
one simple message per poster.

A poster must be easy to understand, the picture must
depict a familiar situation in easily recognizable ways (clothes
and features of people must be somewhat like what is
common in the community, and things portrayed must be
what people use), and the picture must be acceptable in that

culture (it must not show things found offensive in such a way

56
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(" that people will tend to reject the message or do the oppositp

of what it teaches), and the language must be easily under-
standable in that community. Many communities have also
favourite colours and dislike some colours; it is therefore
worth finding out about people’s colour preferences or tastes
in colours, and use them in the best way to achieve one's
objective (i.e. to use colours people like so as to gain a
positive response, and to use colours they dislike if we want
them to react negatively to something in the poster, such as
defecating in the open; the use of an X to denote what should
not be done may not be easily understood in all communities
or among all groups of people).

There are some “weaknesses” with posters. If they are
displayed for a long time in the same place, people tend to
ignore them. They do not become more and more familiar
with them so that the message “sticks” just because it has
been seen very frequently - onthe contrary, it seems asif less
and less notice is taken of a message that one tries to “ram
home” by tedious repetition. Posters should be changed
rather frequently, and if the supply of posters is small, it is
possible to put up “old” posters again after some time,
perhaps at different places. If the same poster is used again
it would be good to use a new copy of the old poster, as
colours may fade and old posters will thus become dull, and
often they are also torn. Attractive posters have greater im-
pact on people than dull, plain ones even if they contain the
whole message we want to convey; but if they are not attrac-
tive to look at, people may easily ignore them, and may even
feel repelled by them, so that they do not accept the message
- they may even reject it and become negative in their
attitude, so that it may be more difficult to “win them over”
later even if other, more attractive means of communicating

J
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me message are employed. W 4 SIoga ns Posters )
Because there is no “personal contact” between a Slogans may be full sen- S|
poster and the onlooker, the impact is rarely strong, and one tences or short, elliptical ex- ogans
should not take the easy way in health education by putting pressions summarizing or ex-
up a lot of posters and think that ons has “done ong’s duty” pressing an essential mes-
by that alone. Posters are supportive means - reminders - in sage in clear, comprehensible
health education, and they are rather “weak’” communica-
tors; but we still need them. e
Health tor

Posters should be pretested before the final version is
made. Pretesting consists of getting impressions of and
reactions to posters from people among whom they will be
used, so as to make sure that people perceive what we want
to communicate. Both pictures and words should be pre-
tested, and we should not be satisfied with a poster till we get
a majority of responses that show that the “receiver” of the
message perceives what the “sender”’ wants him to see or
understand.

Tests have shown that people recognize most readily
pictures that do not contain all the details of a scene or situ-
ation (such as a photo would reproduce them), but still are
more than the mere outlines (or contours) of persons and
things represented in the picture. Essential details should be
included, but not too many of them (the picture should notbe
overcrowded), so as to make recognition easy and the
impression strong.

Q
ALl for Health.

te-hi'ke -

ways. They are most meaningful and effective if they sum up
ideas or information from more detailed explanations given
in other contexts. Some health slogans have become so
familiar that they are almost considered as proverbs. In
English we say, “An apple aday keeps the doctoraway”. This
stresses the importance of eating fruit to keep healthy and fit.
Where it is necessary to stress the importance of personal
cleanliness, we could turn the above adage into: “A bath a
day keeps the doctor away”. The importance of sleep is
emphasized in the saying: “Early to bed and early to rise
makes a man Healthy, weaithy and wise”.

\ J
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A number qf short phrases\ ("< ”
S!ogans can be formulated with an Handouts
ial health me ,
Handouts essential healt ssage

such as: “Wash your hands
every time you come from the
toiletlatrine”; “Wash your
hands before every meal”; “Eat
vegetables every day”; “Ex-
ercise your body and keep fit”; “Protect yourself against
mosquito bites”; “Keep flies away from food"”; etc.

Slogans should be written in familiar, clear and easy
language, and they should not be too long.

As with posters, the impact of slogans may weaken if
they stay in one place for along time. It may therefore be best
to vary slogans after some time, and to change the places
where they are put up. New things in new places will catch
people’s attention more easily than old, familiar messages
always displayed at the same place(s).

It may be good to consult several people (conduct a
short pretest) before a slogan is put up, to avoid that people
do not understand it, misunderstand it, or that people should
get a wrong (perhaps comic) impression.

\.

In this context, the word “handout” is used to designate
asheet of paper of one page almost like a posterin miniature,
or both sides are covered, or it is folded, so that it has a total
of four pages. Short messages can be communicated in this
way; but sometimes rather more text may be included than
in posters. The best approach will depend on what kind of
audienca it is intended for: The more educated people are,
the more they may be prepared to read, depending on the
importance they attach to the topic.

Handouts are probably most suitable and effective if
given out after a meeting where a topic has been treated and
handouts are written to sum up or suppoit what has been said
inthe meeting. They thus serve as reminders to people when
they come home and can study the topic at their leisure and

_J/
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(perhaps discuss it with their family and friends. If a handouﬁ r ]
is kept in a home, visitors may also see and read it. Circulars Handouts
Circulars are short infor- Circulars

If they are regarded and used as reminders, to support
and reinforce or expand on a familiar message (e.g., one
given in a meeting where the handouts were also distrib-
uted), they can have a useful function. They may also be
given to people together with some words of explanation, if,
e.g., people are given the handouts at a market, inthe waiting
room of a clinic, etc., where people also have some time to
talk and read. All “reminders” may work best if there are
people who can also talk to those who receive them.

mation sheets informing
people (all or a select group)
about important events. They

Dear Community members,
in cedar U Teduce disease
-, In aur community ——

s

= (N N S A},

cantell people about available services at a clinic, the arrival
of medicines to prevent malaria, a meeting to be held where
important health matters will be discussed (s.g., the building
of latrines in the community, the selection and support of a
community health worker, the immunization of all children in
the community, etc.). These may be more effective than
notices put up here and there in the community, and should
be used if we think it is very important that (almost) the whole
community should be present or assist a programme or
project. Such a circular may be more personal (like a per-
sonal invitation) than a public notice and may draw more
people to a meeting, or secure greater support or participa-
tion.

\. _J
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1 )
(vmus forms Various forms ) ( Proverbs
Proverbs | There are certain serv-

ices available to people in a
| community that people may
b not even know about or know

only vaguely, so that they do not know how to make use of
these services. It can, for example, be a credit facility to
| construct a latrine, but they do not know how to go about
| obtaining a loan. If forms are available, giving necessary
| information, and which can be filled in and handed in to the
| proper person or institution, it helps both people and the
| development of health facilities, etc., in the community. Such
| forms are tools to promote health and should therefore be
| considered and used as teaching aids in our work for the
health of people and communities.

. Y,

Anapple @ day
keeps the doctor a2
_ T

Some cultures have a rich heritage of proverbs, and
several of these refer to health. These can be collected by a
health educator and used when giving health education.
They could also perhaps be put up a few places as slogans.
Especially people who feel strongly bound to their traditions
willfind a strongly convincing powerin proverbs. (Some well-
educated people do not always react so favourably to prov-
erbs, saying they are unnecessarily conservative and some-
times wrong and should therefore be examined as to their
validity in the light of modem knowledgs.)

Proverbs alone may notbe explicit enough to convey our
message unless we put them in the context in which we want
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(them to be understood.

Proverbs vary from place to place or culture to culture,
and one should not use a proverb just because it is a proverb
unless it is well known where we use it. (Unknown proverbs
may in fact be found to be difficult and may complicate our
message rather than help it.)

When we use proverbs we must of course make sure
that we have understood and use them properly. Many
proverbs are old and may contain some rare or old-fashioned
words, and they may refer to earlier customs. They may also
be more subtle (have double meanings)than at first appears.
We should make sure that we do not use these proverbs so
as to sound ignorant or ridiculous, which would have the
opposite effect of what we intend. But good proverbs wall
used can elicit positive responses.

~

( Casseltes Proverbs |

Few are so eager to Cassettes
acquire health knowledge that
they will buy cassettes with
health messages for private

use. Cassettes with heaith messages are for public, institu-
tional use. Although it is possible to use them wherever
people gather, their principal use is in health institutions.
When people sitinthe waiting room or area waiting theirturn,
they have time “on their hands" with nothing in particular to
do. As they have comae to the health institution for a purpose
or with a problem related to health, they may be receptive to
health education. Simple messages straightforwardly ex-
plained and in a clear, local idiom can be prepared for tape
and read into the tape by someone with a distinct and
pleasant voice, easy to hear and understand. Such mes-
sages can be jeneral, on health problems that may affect

anyone in the community, or - and this may be more effective
\. J/
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4 - they may bhe specific and ) Gramme (refer to what was said about the use of radio). )
c"ss"#"s related to problems of the
audience at a specific time. Such cassettes can be made for lending to other institu-
Thus, on days set aside for tions or organizations as well (mass organizations, schools, !
immunization, or maternal and etc.), and a “lending library” of tapes could be keptin a health
child care, or for TB patients, centre or other health institution. A list of available tapes
or for antenatal or postnatal should be circulated to health (and perhaps other) institu-
care, eic., messages made tions in the area “under” a health centre, etc.

specially to help and interest people who come to a health
institution with problems in these areas will probably meet
with receptive ears. These messages on cassette tapes
should be repeated at regular intervals. If cassette players
are usedforthese purposes, itis goodto have alarge number
of tapes with various messages, so as notto repeat the same
few tapes very often, which would make people “go to sleep”
mentally and not pay any attention to the message. It is also
good to make a long-term health education programme or
schedule, outlining what health messages one wants to
“play” over a long period (e.g., a monthly programme).

| The drawback with such cassette programmes is that
people who come to a health institution with a health problem
‘come also with a precccupied, worried mind and may not be
disposedto listento any message except one relating to their
'specific, personal problem. To overcome this obstacle, cassette
programmes ought to be well made, perhaps even with
calming music and a calming voice (or voices) so as to help
people think about something else apart from their own
situation. In this way one can get a message through and at
the same time help people a bit in their worries or sufferings.
It may be good to use stories (life stories or other stories) or
interviews or reportage about people “in action” to make the
programme a bit easier to follow than a straight talk pro- 4
_ J .
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Spot annauncements are used on radio (and could alse
be recorded on tape and played at intarvals in health institu-
tions and elsewhera). They are massages that are very brief,
containing one point only, broadcast at irregular intervals or
at carefully chosen times of the day, and they occur unex-
pactedly and without any preliminary announcement (such
as: “Here is a health message for you”). On the contrary -
their effect may to a large extent depend on their unexpect-
ednass, coming “out of the biue,” to remind people ahout
essential points relating to their health. Usually these accur
beiwean programmaes, but same pragramma producars may
(agrea to) incorporate them in their programmes.

Such massages may ba scheduled for specific haurs.
Thus, @ maessage “aut of the blue” near meal-time may say:

-

N

“Reminders”

yaur dinner help you fight dis- )
rea;se". Messages at aﬁy tme  Spotannauncements
may be, e.g.: “Breast milk is :
the best food for newborn ‘ ;
babies”; or “A child with di- ’ ;
arrhosa must be given much
fluid to drink”. There are also
times of local or nationwide
health hazards or epidemics when spot announcements may
be used to tell people continuously or repeatedly what pre-
cautions to take, where ta go for help, efc. But in general, if
such spot announcements fill the air too often, people may
get tired of them. They should therefore be used carefully,
with a goad plan and not so often as to lawer their effective-
ness or impact.

They should be announced as friendly advice and notas
tiresome nagging as from a “teacher” telling “naughty chil-
dren” what to do.

“Don’t just eat: wash your hands firs?”; ar: “Vegetablas withJ
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Disp[ays or ) (there” they already know it. Each time there may be at least )
' something new.

Displays or exhihits

exhibits

Local artists should be involved in making pieces for the !

Displays and exhibits are exhibition (and some artists may be selected as members of

charts, models and the real health committees to make them more interested in and

- things, tools or devices put in involved with such work).

With each piece in the exhibition, a short “title” or

" _ explanation may be attached for people to read. One person

4 (at a time) should be put in charge of the exhibition, with a

R X duty to keep it in good order, clean and up to date.

1

a special place for people to see (and study) either by them-
selves or with the help of a “guide” who explains what is dis-
played. Such places can be open at regular hours for anyone
to visit, but they tend to be less and less used/visited if this is
the case. The best use is probably made of them if they are
used as teaching tools to make things that have been taught
in school or at meetings more visual. Thus, such exhibits may
be opened “on appointment” only, when a school teacher or
agroup leader takes his class or group to the exhibition area.

It may be good to renew such exhibits from time to time
so that people need not think that since they have “been

\_ VRN " w,







Chapter 5

.8 1] " EE N Ea =l

“Reminders”

V70,
&y

4.

(" such announcers, where they

( “Town criers” B

': "
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Some cultures use “town criers” to pass important
messages to the community. This old use may be expanded
in modern times to employing people to pass on messages
about community meetings, important events, and also
messages related to health. Perhaps they can be most
effectively used to announce such evehts as immunization
days, what to do during an epidemic, the arrival of medicines
the community has been waiting for, etc.

A modern “town crier” may be equipped with a micro-
phone, and he may have to be taught how to use it. If the
microphone is too close to or too far from the mouth, people
will not hear what he says, and if he shouts at the top of his
voice, that is also not the way to use a microphone to best
offect.

Health educators should be aware of the presence of

can be found, and make use Town crlers

of them at suitable times. Over- ;
use of “town criers” may re- i ]
duce their effectiveness. .. = i
Therefore they shouldbegiven " 1° ' ;
messages to carry to the

community only when some- |

thing of rather greater importance than usual is up. If people
know that something important is happening every time the
“town crier” is heard, they are likely to pay careful attention.

N
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Chapter 6 “Entertainment”

rC h a pte r 6 ) (F ’lms Entertainment in A

Films are very popular,
66 : 33 and they are popular as films. | Films .
Entertainment That means that many people | lims
(perhaps especially children x .

health education

Some teaching aids are rather more popular than oth-
ers, and some tend to exaggerate their impact and impor-
tance, confusing popularity with effectiveness in communi-
cating a message and leading to behaviour change. The
word “entertainment” is therefore used, not to “deflate” their
importance but to discuss them under a more realistic view-
point than is sometimes done. Some of these “entertain-
ments” are expensive to make or require rather much organi-
zation to stage, but not always. Some may also depend on
expensive equipment or the availability of electricity and
other facilities. Therefore, they are here treated last rather
than first. Some difficulties connected with these “entertain-
ments” can be overcome by calling in “mobile teams” from
more central health institutions, such as the Ministry of
Heaith or ane of its main “branch offices”. and young people) will come to a film show irrespective of the
content of the film. It has been said that “the media is the
message,” and that may to soma extent apply to media like
film (although the phrase expresses an over-generalization).
Peaople willcome to watch a film, not the message it conveys.
This has both advantages and disadvantages. It is possible
to reach vast numbers of people by using films (if the show
is properly advertised). But as the crowd may not be moti-
vated by a desire to learn about health, their receptivity may
be low. They watch to be entertained, notto learn. If one has
something important to say in connection with the film it is
best to say it before the show, not after. After the film ends,
people want to leave rather than sit around listening to a
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(" “boring” lecture (it is boring \ ( including the availability or non-availability of electricity, so )
Films : . . forthose who have come pri- that the team can make the necessary preparations and ar-

- . .r ', marily to be entertained). The rangements.
.t i audience will be restless and
- 1 inattentive afterthe show,and Because of their popularity, it is easy to exaggerate the
s oy 2 it is difficult to get any mes- importance and impact of films; but used properly, they are
T T T T sage across. Although films a valuable tool in health education. Health educators should
may be watched attentively try to obtain lists of fiims avaiiabie ior borrowing or shiowing
and be remembered well, they seldom lead to any changes by mobile teams in their areas.

in the behaviour of people who regard the film show as pure
entertainment. As many young people come, they may also
not be mature enough to appreciate the message of heaith
films. But because of their popularity, films are useful means
to introduce people to the subject of health. This is especially
true when film shows are open to all.

The most effective way of using films is to show them to
select, limited audiences that come by invitation to see a film
on a specific subject they are interested in and want to learn
more about. Films can be accompanied by short talks and
discussion in such groups, and the message of the film can
be strongly reinforced by combining it with such other ap-
proaches, where the “personal touch” is much more strongly
felt.

Itis necessary to have expensive equipment and trained
operators in order to show films. Itis also necessary to have
electricity. Mobile teams are, however, often available, and
the best way may be to ask such a team to come to an area
and show a film. Such teams may also have their own
generator, so they can come and show films also where there
is no electricity locally. But when asking a mobile team to
come to a place, one should tell what facilities are available, J
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Plays are of various length, the shorter ones often being
called playlets, skits or sketches. We shall discuss them
together here, without making much of various categories of
plays. A common feature of plays about health is that they
should (generally) be realistic, true to kfe, to be effective.

A “full-fledged” play may require a big team of people,
to write and edit the script, to get it typed in many copies (one
for each player, plus one for the producer and a few others),
to direct the play, and to do the acting. A suitable place
(stage), with decorations and perhaps special clothes for the
actors will also be needed. All this is time-consuming and
may even cost some money (entrance fees may cover such
costs). To perform such a play successfully requires dedica-
tion and hard work and can only be done properly by people

Lwho really believe it is worth doing (and who also enjoy doing

big audiences, and perhaps
most of all by those who par-
ticipateinit(andtheyarelikely
to be the people who leam . . -
most from the play). 5

Script writers for plays

may be found in schools or other institutions, orthere may be
“private” individuals who enjoy and are capable of writing
such scripts. To find someone who can direct (or instruct or
supervise) the people participating may be as hard as to find
a script writer. Actors may be more easily found (in schools
or elsewhere in the community: play production gives good
opportunities for community participation). To arrange space,
announce the event properly and get the co-operation of a lot
of people who need to be involved is a major organizational
task, and all this should be thought through before one
decides to stage a play. But staging plays is an enjoyable and
entertaining way of communicating health messages, and
the visual effect can be strong in helping people to “recog-
nize" situations, and they may rememberthe message better
than if it is merely spoken by one speaker.

It is both easier and cheaper to prepare and stage
playlets or brief skits. Here it is necessary to concentrate on
one point or message, and this makes it possible to combine
a play with discussion, group involvement, and perhaps the
skit can be changed and re-acted after suggestions from the
audience. The actors may be “ordinary people” from the
community and the “script” may be worked out by the actors
.and a “director” and perhaps a few people asked to be

(" it). A good play is enjoyed by , )

present to evaluate the playlet while it is being created
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(written) and rehearsed. The \ [,
r Plays ~ playlet should be madified to Role p Iay

reflect “true” situations and

Role play . problems. That s why it is not N

' enoughto accept such a play-

i letasitis, fromthe hand of an

antist (the writer), as is usually

the case with plays performed

in theatres. A situation play(let) created to help people

understand and improve their life situation(s) is not evaluated

only on attistic merits but also because of the usefulness to

‘people who act in it or who watch. It is a teaching tool and

should therefore provoke discussion and lead to practical
action if it is effective.

Role plays may appear as plays or skits, but they are
also different. In a role play, there is usually no script: people
(perhaps chosen at random from an audience) are asked to
act a role (e.g., as health educator, or as a mother who is
being taught about child care, or as a peasant who istold to
build a latrine, etc.) and, without a script and without prepa-
ration, they are asked to come up with all the arguments a
person in a real situation is likely to come up with. It is natural
that some will defend a point of view, whereas others will
oppose it, and some may be specifically appointed as advo-
cates and as opponents, to get the pros and cons of a matter
clearly out. Itis, because of this, a good tool for managers, to
have a problem highlighted so as to see whether a sugges-
tion is “good” or “bad”. It can help decision makers to
understand a problem better after hearing many arguments
from all sides before a decision is taken. But as a large group
L or the community as a whole may be involved in decision-
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fmaking, this is a tool that may be useful in many contexts.? Giewpoints. There should Role play )

the audience feels that all arguments or viewpoints have not
been brought outin a role play, it may be repeated with other
participants.

if a number of people are involved in various role plays,
one can get wide community involvement and participationin
a problem. All aspects of a problem can be highlighted in role
plays: needs of the community, feasibility of proposais, costs
and skilled manpower involved, problems of use and main-
tenance, benefits to health, efe. it is also an enjoyable and at
the same time often entertaining teaching tool as well as a
tool to help in decision making, and because it is possible to
involve several “ordinary people” (not professional actors or
managers or administrators), it can help to increase the
awareness of the community.

What needs preparation for a role play are:

- a clearly defined problem or topic, and

- specified roles to play or act by participants.

Participants can be chosen without any preparation
during a meeting (although it may be good sometimes to let
people know their “role” beforehand so that they can think
about the topic and come up with as many arguments as
possible). Spontaneity is one ofthe aspects of role plays, and
it is probably best to regard the role play as a discussion
forum where a situationis debated either at “the scene” (e.g.,
of a spring that is being polluted and the discussion is about
what to do to keep it clean, such as to protect it), orit can be
a simulated meeting of people with different interests and

.

J.

always be a leader or chair-
man who can also bring the
discussion to an end when it
seems that all (essential) ar- j
guments have been brought

up, or the play has lasted “long

enough”.

A role play is part of a larger meeting, used to illustrate
or clarify a situation or problem. After that is done, the
meeting “proper’ may proceed to discuss the matter further
(even adding arguments), and then come to a decision about
what to do in a certain situation.
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p t show Puppet ShOWS ) Govements) and talk “on behalf of” the puppets (in diﬁerenﬁ
uppe S voices) atthe sametime. It will usually be people with a comic

A puppet show is a play
where puppets are “actors”
instead of people. The pup-
pets are held by the hands of

X
X
‘}-' S NS
S RAT S

R o %L
NP
~§,9- G

N

a person behind a screen (usually the puppets have long
clothes covering the hands of that person so that they can-
not be seen) or they are attached to strings manipulated by
people. Their “voices” are (usually) distorted voices of people.
As well as being used for instruction, such shows are also
(ideally) always funny and entertaining. (Often this last point
is the essential things: to entertain; but we are here con-
cerned with the use of puppet shows in health education.)

Puppets can either be obtained from “production cenires”
(in the capital or elsewhere) or they can be produced locally
by talented people. It will be necessary to find and train some
people who can use the puppets properly (regulate their

talent and who can also distort their natural voice in an
amusing and captivating way who should be picked for this
task. However serious the topic of a puppet show may be, it

.is always most effective if it can also get the audience to

laugh. Not only chilc’ wn and voung people but also adults
enjoy puppet shows a lot.

Puppet shows require puppets as well as a miniature
“house” or other scene where the puppets “perform” and
where also the people “behind” the puppets can be con-
cealed. Only if people with the required talents are found to
participate will a puppet show be successful. A good puppet
show may attract many people, and perhaps especially the
very young can be instructed in this way.
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Folk tales are part of the living tradition in many coun-
tries, so that new tales are being created all the time, and old
ones are being modified. Fables are tales using animals to
represent people (and they are a special category of folk
tales). It is also possible to “invent” folk tales, using the style
of real folk tales when creating new tales for educational
purposes, but these may be less effective than the telling of

well may require special talents. If the “moral” or the point
one wants to make is made too explicitly, the story character
of the tale is easily lost. A good story teller will know how
stories can work on and affect the subconscious mind of the
listeners, so that the effect can perhaps not even be known
to the listener (at least not at once). But in health education,
folk tales and fables are not told only for the sake of the story

( Folk tales and fables )

known tales (perhaps with modifications). To use folk tales

(" or the enjoyment people get
out of them but for what they
teach. They should therefore
be carefully chosen. Although
adults also enjoy tales, they
may be most suitable for in-
structing children.

Faolk tales and fables
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( N
Songs Songs
Dance It is within the tradition of

many countries to make up
songs on current events and
problems, and aiso to use

songs for education. Where this is the case, there is good
reason to employ singers to communicate health messages
to people through this means. Popular singers may be
employed (or asked) to sing such songs at meetings where
health issues are discussed, or where there is a slide or film
show on health, etc. Once such songs have been composed,
they may also be introduced to schools and elsewhere.

Songs on health may not be major contributions to
health education, but they may be learnt by children and the
message frequently repeated by them in song. Songs about
health can also be used in plays and they can also be
recorded on cassettes and played at health institutions, etc.

\_ Y,

74

! ----------"Mtaimﬁ--

( Dance )

In some societies people may have the custom of
passing on messages through dance. When this is the case,
one should also make use of this means for health education.
Only expert dancers are capable of communicating in this
way, and the health education officer’s task in this connection
may merely be to be aware of this art form and to involve such
dance groups where they can be found. Although he may not
be able to instruct themin how to dance, he can discuss with
the dancers what messages should be passed on. An
artistically sensitive audience may respond well to such an
art form and its message, but for the general populace it may
be more effective to use this form of communication only in
support of other ways of teaching about health.
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(Teaching about health: a | [ efeciveandhebtil xcoed  Ways of giving health
summing up to give people good health ads:fna.:::"w

In the preceding chapters we have discussed important
ways and means of giving health education. But there are
other ways and means/methods/techniques as well. It should
be up to the individual health educator to find and use the
ways and means of giving health education that he or she
finds most suitable to the topic and to the audiences.

It should be stressed that teaching aids are helpful
accessories in health education but thatitis possible to teach
about health well and effectively without sophisticated, costly
or even any means except the human voice. If people react
to health messages more slowly than we want, we should not
be like the workman who blames his tools for work poorly
done. But we should also be aware that people do notchange
beliefs, customs and habits related to health and nutrition
easily. They need time to change, and health educators need
patience and dedication. If we show that we really care about
people’s welfare, they will listen sooner or later, and we
should not be easily discouraged. People do care about their
heaith, and if they refuse to take our advice, they do so
because they think their way is better. When they come to a
deeper understanding, they will change. To achieve this,
time and hard work are needed.

When we use teaching aids, we should also note that
sometimes the simpler tools that we can make ourseives (or
others in the community can help us with) are the most

. knowledge and get them to

\_ J

change their healith-related

behaviour, it is usually of no

value to cry for more and more

teaching aids, although they o

do help, and they may make our work easier and more inter-
esting. We should use teaching aids sensibly but also re-
member that in health education much depends on the care,
knowledge, interest and dedication of awhole team of people
involved in health education. Although there are health
educators who are so full-time, there are many who are
involved in this work as part of their work or duties, such as
community health workers, health inspectors or sanitarians,
nurses and health assistants and doctors, school teachers
and members of health committees. In some respects the
most important health educators are the parents. It is per-
haps due to the influence people have received in the home
during their childhood that they are so slow to change. If par-
ents change, the children will also change.

It is important to co-ordinate the efforts of all who are
involved in teaching about health so that there is co-opera-
tion and no conflict of interests or messages. No one is ca-

- pable of doing everything alone. Co-ordinated efforts by

everyone concermned are bound to bear fruit sooner or later,
and the better the co-operation is the sconer our goals will be
reached.
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(Chapter 7

Evaluation an
Comparison of the
Effectiveness of Various
Methods of Givirq Health
Education

There are basically two things to evaluate in relation to
the effectiveness in our health education methods:

1. The effectiveness in passing on useful health knowledge,
and

2. The effectiveness in bringing about behaviour change that
affects people’s health status.

For the first point, we need help from studies done by
communication experts, educational psychologists, educa-
tors and psychologists generally.

Forthe second point, we need help from studies done on
people’s culture and culture change made by social anthro-
pologists, sociologists and development researchers.

But we shall discuss the two topics both separately and
together, so that they will not appear as two separate ques-
tions in the following discussion. When action is involved in

\

~

fthe learning process, memory

J

\.

Evaluation of health

is better, so one affects the
st education techniques

other; memory and willingness
or ability to change often go
hand in hand.

We have noted eariier that
we remember roughly 10% of
what we only read, 20% of what we only hear, and 30% of
what we see (acted out). 50% is retained of what we both
hear and see, and if it is possible to “act out” the lesson or
information orinstruction (such as making a dish while leamn-
ing how it should be made) and discuss the information atthe
same time, up to 90% may be retained or remembered.
(These statements are supported by research done on how
people learn and retain information.)

But this is a general rule, and some who are used to
reading and studying a lot may remember more and better
than the average reader, especially if he has “learned” to
study, by making an outline of the main points and reviewing
them after a chapter has been read, and especially if a
student takes time to think about what he has read and
discuss it with someone else (preferably a fellow student or
someone with similar interests).

Evenifthere may be various influences on the degree of
retention of information given, we can still give a rough guide
to the effectiveness of different teaching techniques when
what is measured is what is retained and not (necessarily)
what leads to behaviour change. (Even if health-related
behaviour change is our real goal, no change will take place
unless informatioh is given and understood and retained; but

\

J
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( something else may be needed )
Methaods for effective in addition to knowledge: we
retention of shall discuss that later.)

information

Woe shall try to group the
various media according to
their effectiveness, but we
shouid remember that such a

classification is only indicative and not absolute - and some
ways of teaching about health may be evaluated in different .
ways, as we shall also have occasion to point out.

1. We mentioned that we remember best information we

receive while we do something to accompany the verbal
instruction; furthermore, we are not likely to do at home
what we are told we should or ought to do (even if we fully
agree with the instructor and realize the importance of
what we are told) unless we also do what we are told to do
at the same time as the instruction is given.

This kind of instruction with “something to do" is most
suitable when verbal instruction is given together with
demonstration to illustrate or explain or accompany the
verbal instruction or explanation - but only if the partici-
pants in the meeting (those being taught or instructed)
take part in the demonstration and do what is being
explained to them. If there is any degree of difficulty or
complication in coing what one wants people to do, it may
be best to first give an oral explanation (using pictures or
the blackboard if this is found suitable); then to show
(demonstrate) what has been taught or explained; and
finally (the most important and influential and decisive
step) to invite listeners or participants in the meeting to

_J

(" come and perform the “experiment” for themselvesﬁ

under the guidance and supervision of the teacher or in-
structor.

Examples of lessons that can be taught in this way are:the
preparation of a meal; the washing and dressing of babies;
the cleaning and dressing of small wounds that can be
locked after at home (or any part of what is called First
Aid); washing of clothes or utensils; breastfeeding (for
lactating mothers), etc.

. Second in importance when it comes to helping people

remember what they are being taught are techniques
combining both spoken words and pictures - to let people
both hear and see what we want to teach them. Demon-
stration with explanation but without participation from the
audience is an example of such atechnique. But there are
many more: teaching by means of pictures, or the use of
textbooks in addition to a teacher’s oral explanations, the
use of leaflets together with spoken instructions, the use
of flipcharts illustrating a talk, television programmes,
plays, role plays, films, slides with commentary, etc.

Itisimportant to usetheillustrations, not only to leave them
visible inthe background (or foreground) but without refer-
ring to them or using them to make points clear. They
should be used so as to emphasize points, give people
time to absorb and digest explanations given and thus
double (or treble or more) the effect of the spoken word
alone. The best combination may sometimes be to let
people hear about a topic, then read short texts further
explaining the topic, and also use pictures or other illustra-
tions to clarify the lesson further. But sometimes this may
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Chapter 7 Evaluation and Comparison of the Effectiveness of Various Methods of Giving Health Education

( be confusing (people may start reading while the spoken\
instruction orinformation is given and thus miss part ofthe
lesson), and it may be more effective to give oral explana-
tions that can be absorbed while people study the illustra-
tion at the same time.

. Next in effectiveness for retention come instructional’
materials that can be seen only. Here we have teaching
aids such as illustrated books or booklets, posters, illus-
trated magazines or leaflets, pictures, strip-cartoons, scale
models, calendars, efc.

Since these media are left to work by themselves, without
the benefit of ateacher orinstructor who can explain them,
great care has to be taken that they communicate exactly
what we want to teach by means of them. It is advisable to
pretest such materials (at least some of them), to make
sure that the persontaught or instructed gets the message
in the way we want him or her to understand it.

4. Still weaker as means of given information that is retained
are the means that use the spoken word only: What the
audience only hears. As examples we can mention
speeches or talks, radio programmes, spot announce-
ments, messages given by “town criers,” etc.

Here as elsewhere, the way the messages are presented
can make a great difference in relation to what is remem-
bered. Professionalism is important in getting the mes-
sage across.

. Least effective for retention is what is read only. This

includes “plain” books, booklets, newspaper or magazine J

articles, written slogans
(without accompanying Methods for effective
pictures), etc. retention ot
information
After having made such Motivating listeners
a “catalogue” of teaching aids, Pretesting

classifying them according to

their comparative effective- |
ness when it comes to retention of information given, we
must add that there are influences on retention other than
pure “ease” of remembering information. At a time when a
person feels that he “needs” certain information (e.g., when
lack of such knowledge affects his life negatively, whether
through ill-health or the prospect of failing an examination),
he will remember betterthan aperson who is more indifferent
to the information given. To enhance attention to health
knowledge, the teacher or communicator should therefore
pay as much attention to raising the audience’s awareness
of the usefulness of such knowledge as he does to the
contents of this information itself, i.e., he must motivate his
audience to become receptive to what he teaches. It is
always useful to know some (educational) psychology and
something about good communication techniques for a
health educator.

We have also learned some useful general principles
about communication from pretesting educational materials.
We should avoid what is ambiguous, unclear, misieading and
offensive, and we should try to be clear, create a desire to
follow our instruction, please and attract our audience as
much as possible. We shall take one example of what we
have learned from pretesting (i.e. trying out teaching mate-
rials for correction and adjustments among a sample audi-

. J
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ﬁlllustrations ence before we give final shape\ (E:hosen orinvited for us. Very often we get amixed audience,\

to them). if we use illustra- e.g., when we talk to a community meeting or on radio or

Specifly aims and tions, we may use pictures television. Even in such cases, our health education is likely

target audience that represent or show reality to be most effective if we make up our minds what we want

Opinion formers and with all details, both what is to achieve (our goal or goals) and whom we want primarily to

change agents important for what we want to reach in the mixed audience (e.g., community leaders, the

teach and what is irrelevant,

orwe may cut out allirrelevant
details and show only the bare essentials in a kind of outline
drawing. It has been found that for the average person in a
developing situation it is confusing to use pictures with a lot
of details, and it is too abstract to use drawings showing the
outlines only. The best resuits have been obtained with
illustrations that have several details, without being eithertoo
bare or overcrowded with details. But in each case, one
should make independent tests, as the situation differs from
place to place, from audience to audience, and from person
to person.

One of the most important points when we make or
choose educational materials is to specify

1. our goals or objectives, and

2. the target audience, i.e., the group we want to reach with
a specific message.

Woe should use a different approach if we want to talk
about child care for maturing school children (to prepare
them for adult life) and if we tatk to new parents or if we talk
to older parents whose traditional customs of child care we
want to change. Sometimes we can choose our audience; at
othertimes we have to confront an audience that others have

\.
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young adults such as first time parents, the school population,
etc.). It is a “temptation” for many to try to reach all at the
same time; but such sessions or programmes are usually the
weakest and least effective. If we have specific objectives
and a specific section of people in mind for a health education
session or activity, we have a good chance to influence at
least some. If we try to talk to and reach all at the same time
there is great likelihood that no one will benefit from our
health education.

Some health educators have tried to aim for the “opin-
ion formers” and the “change agents” in a community. If this
is overemphasized, there is a danger that we “create” so-
called change agents that are not accepted by the commu-
nity. People may even react negatively, saying that they will
not follow the example of someone they do not recognize as
their leader, for to do so would mean to give him a position
and importance they are not prepared to accord him. Such
wrongly selected opinion formers and change agents may
actually become a hindrance (rather than a help) in bringing
about change and development. It may very well be that it is
the “outcasts,” or those with a very weak link with other
people in the community and with their customs and tradi-
tions who are most willing to change - perhaps they have
least to lose by adopting new behaviour. To outsiders work-
ing for development, such people may seem progressive,

andit is easy to “use” them wrongly. The main thing is to get

\
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(whole communities, or the majority of their members, to )
change and progress.

Woe should perhaps not attach too much importancs to
individual “change agents”. There is another way to go, and
thatis to deal with groups, with communities (notindividualis),
and they can choose thaeir own representatives to try out new
ideas, to experiment, to bring about change, - but these
“agents” should do it on behalf of the whole group.

Here is an important principle: The group or community
approach. Instead of starting with individuals it is better to
start with groups - the bigger the better (ideally the whole
community) - and then carry the idea (the message) to
smaller groups, ending with home visits and individual ap-
proaches. Decision-making is usually a community matter,
anddecisionsin relationto health care should be made in and
by groups after the groups have been able to discuss the
matter thoroughly. Group decision after group discussion is
much more likely to bear fruit than the person-to-person
approach alone. But after decisions have been made by the
group, itis essential to follow up these decisions to see if they
are implemented. This can be done by appointing a person
(e.g., the chairman of the meeting) to arrange for such follow-
up. The chairman can appoint someonse, e.g., the community
health worker, to keep track of what is done with respect to
implementation. If the project decided upon by the commu-
nity is to immunize all children under five years of age, a list
can be kept in the clinic, and the names of those who have
taken their children forimmunization can be read outin future
meetings, and the names of those who have still not done so
should also be read out with a reminder that they ought to do
like the others. If some are very recalcitrant, home visits may

N )

(" be helpful to “remind” them.

The group approach in

After iarge groups have health education

been mobilized, it is essential

" to approach smaller groups

concerning the same ques-

tion. if health education has

been given to the community

in communal mestings, it may be best to next approach
special groups, such as women'’s (or mothers’) groups, youth
groups, Red Cross groups, school children’s parents, school
classes, literacy classes, neighbourhood groups, or to just
call people living close togetherto a (perhaps open air) meet-
ing and discuss with them their special needs and problems.
Then finally families and individuals can be approached. In
families, it does not harm if visitors come - perhaps they
should even be encouraged to call neighbours to come to the
house where the health educator visits. People are often

hesitant to make decisions alone, especially if they are
important and radical, involving majorinnovations forthemor’

the community. It is therefore easier for many to make
decisions after hearing the views of others. People may not
want to “go it alone”. The support (or discouragement) of
others may therefore be decisive in getting people to change
their health behaviour.

But after people have committed themselves to a step,
individual approaches and encouragement may be helpful.
Perhaps there are special problems people like to discuss or
ask advice about individually before they take action. And
there are also some problems of a very personal nature
where the individual approach is necessary. Family planning
is such an area, where individuals or couples may be the

_J
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G invely 1 mostideal audience, as som?
roup invelvemen may fear to ask questions or
even to show any interest in
Group decisions y

public, for fear of disapproval
from others.

Toillustrate the effective-
ness of the group approach and group involvement, it may be
worth quoting an experiment that clearly demonstrates the
principles discussed above. The example is quoted from the
popular Penguin book, Fundamentals of Psychology, by C.
J. Adcock (emphases have been added):

“During the Second World War food supplies
became a pressing problem and in many coun-
tries food had to be rationed. In the United
States of America... some interesting research
was triggered off...(on) how to change people’s
eating habits...

The first step was to determine who were the
key persons in controlling eating habits. House-
wives, it was decided, play a vital role here.
They are in an excellent position to initiate the
trial of new foods and generally influence
consumption habits. An experiment was there-
fore set up to discover the most effective way
of modifying their behaviour. Red Cross groups,
formed for the study of nursing and first aid,
provided convenient samples of housewives
for the experiment. These women were all
seriously concerned with the war effort and
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likely to be sympathetic to the aims of the ex-
periment.

Six groups were chosen. Three of these re-
ceived carefully prepared lectures designed to
interest them in the merits of less favoured
fc ms of meat such as hearts and kidneys.
Triese lectures were delivered by women who
were able to speak not only about the nutri-
tional qualities ofthe meats concerned but also
of their own success in preparing attractive
dishes from them for their own families. The
other three groups were given similarinforma-
tion but in the form of discussions which were
concluded by asking how many housewives
would be preparedto try out these foods during
the coming week.

The response to this appeal was excellent but
it was in the actual behaviour of the women af-
terwards that the most striking effect was ob-
served. Of the women in the first three groups
who had heard the lectures only, the number
who actually tried the proposed dishes was
three per cent, but thirty-two per cent of the
members of the other three groups, those who
had actively participated in discussion and
made a group decision, responded in a practi-
cal way. The second approach was thus more
than ten times as effective. Further experi-
ments gave similar results and indicated that a
sound technique had been discovered.” (1964
edition, pages 19-20)
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Chapter 7 Evaluation and Comparison of the Effectiveness of Various Methods of Giving Health Education

é )
The technique discovered in the experiment described
above may be decisive when it comes to bringing about
behaviour change. The situation described involives, not
reluctant persons who have to be convinced and persuaded
first, but concerned, educated and highly motivated house-
wives in a crisis situation, instructed by competent and
trusted women on an important subject. It is even more
important to use the group approach with persons who may
be initially doubtful of our message and perhaps suspicious
of the motives of the (often unknown) health educator.
People like to make up their own minds, but their minds are
influenced by their friends, by their neighbours and other
village or community members. Individual innovations may
cause envy, and delighted derision if the individual innovator
fails. People may hesitate to try to be different, and the
support of the community is usually essential, either in the
form of a knowledge that others also are trying out the new
thing, or that one has been asked to experiment on behalf of
the community, so that a failure is not an individual failure but
failure of an experiment that the community wanted tried out.
Thus no one loses face. Community or group participation
and group decision are essential for lasting behaviour change.

When we consider the techniques discussed above, itis
worth noting that it is not always the most sophisticated and
costly techniques that are the most effective. On the contrary,
by involving people in decisions concerning their own and
their children’s life and future, simple and inexpensive teach-
ing aids and techniques may be the most effective to achieve
our goals: behaviour change that contributes or leads to
better health for individuals and for the community.

L )

4 But this observation
should not lead to a lazy atti-
tude to health education. The

Group Involvem'ent"
and behaviour change

best techniques and presen- Com Ma';la mix‘
tations should be used, and 0 pr: roa ch“‘{
often acombination of several PP o

_teaching methods (a “media-

mix”) may give the best re-

sults. But it is equally (perhaps more) important to know the
mentality, the psychology, the way of thinking, feeling, making
decisions and acting of people in an area.

Our aim is not only to impart knowledge but to produce
behaviour change that improves people’s health.

We may find that we are convincing a certain group of
people to change their behaviourin relation to health. School
children may thus be seen to practise good hygiene in
school. But the same children may discover that their parents
(or grandparents) are reluctant to be “taught” by their own
children. It may therefore be essential for lasting and univer-
sal change in a community to teach all age groups the same
things about health. if older people are taught in community
meetings and literacy classes what children are taught in
school, there is a better chance that personal and environ-
mental hygiene will be practised by all thanif only one section
of the population is given health education.

We must consider age, educational level, social aware-
ness and people’s mentality and willingness to change and
progress; whan we want to give effective heaith education
that will be put into practice by our target audiences. And we

™

need patience: Change is not brought about in a hurry. But
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c : we should use all possible or ) (
omprehensive reasonable means to speed
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Chapter 8 The Organization of Health Education
(¢ ) ( education will normail )
y start
Chapter 8 elsewhere. Hospitals should Organlzationeg:':::::
have a daily programme of
health education, but as their Hospitals and health
education

The Organization of Health
Education

Good and effective health education is not only a ques-
tion ofteaching but of organization. Health education mustbe
well organized to reach every member of a community, and
organization is a prime requirement in order to bring about
social change, including change in health-related behaviour.

A health educator who tries ta do everything related to
health education himself cannot be as effective as one who
obtains the services or assistance of all who in some way do
work that may have a health education component. The kind
of organization needed to help all such workers to make the
most of their efforts is co-ordination.

A full-time health educator is normally an employee of
the Ministry of Health. Although he will have to look around
to find collaborators in other ministries or organizations, he
may do well to start looking at the organization of health
education in his own ministry and immediate surroundings.
Planning of health education activities will be a question for
the Ministry of Health, but the implementation of health
education policies may start in a health department at local
level. Plans must be studied for detaiied execution there.
This will involve the deployment of personnel and the pro-
curement of teaching aids and the setting up of health edu-
cation programmes. But the actual work of giving health

\_

main responsibility is to give
curative services, they cannot
be expecied io take the main
responsibility for health edu-
cation elsewhere as well. The Iocal activities in health educa-
tion for an area are probably best organized around a health
centre. Although health education should be given, among
others, by those responsible for maternal and child health
services, immunization programmes and others, the princi-
pal officer in charge of health education should be a full-time
health education officer, or someone who works closely with
teaching activities, such as a Primary Health Care Officer/
Public Health Officer or a Sanitarian/Health Inspector. This
officer should both do health education himself and also set
up weekly programmes of health education and supervise
that they are followed. He should also supervise program-
mes and teaching activities in all clinics sorting under the
health centre. He should organize the distribution of health
education materials in his area, and if possible get helpto do
local production of such materials. He should, as part of his
work of suparvision, keep records of what is done in the area
of health education. The methods of health education he can
use are discussed in an earlier chapter.

Role of health centres

People come to health institutions when they areill, or,
if they have caught on to the idea, they may come for check-
ups even when they are well. In any case, they come for
health services with their minds set on questions related to
health, and they are therefore receptive to health education.

J
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Chapter 8

(" (The only “obstacle” may be )
Health Institutions such intense preoccupation
Mass education with their personal health
Health committees problem that they are not
Community health prepared to listen to more
workers

general health topics.)

But the fact that people
come to health institutions when they are ill also sets the limit
to the audience or outreach. Even if most people are ill from
time to time, they rarely come on a regular basis. This makes
it difficult to give comprehensive health education at health
institutions: Even if our health education programme is
comprehensive, people attend so irregularly that they benefit
from only part of the programme. It is therefore good to look
for ways to supplement the health education given at health
institutions.

To reach the masses, the whole communities, it is good
to get the co-operation of organizations of large groups of
people - peasants, women, youth, and of sports clubs, scout
groups, Red Cross societies, efc. If possible, health commit-
tees should be established, and these should do most of the
regular planning an«i supervision of health education activi-
ties in their community, and perhaps some or much of the
actual giving of health education as well. Although such
health committees may be quite independent, they will
usually welcome protassional advice, and it would be good if
professional health educators could either be members on
local health committees or be so close to their leaders that
they can be invited fromtime totime - and they should use the
opportunity of such invitations to guide and help less expe-
rienced health committees to make their work more effective

\.
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(" and to the point. )

Where health committees are operational, they may be
in charge of guiding extension workers who do health educa-
tion (or other health educators). In case no such committee
exists (or where it does not function properly), it may falltothe
health education officer of the area to guide and supervise
health educators at lower levels. If there is a community
health worker, he/she may be the best contact person with
the local community, both for instructing mass meetings and
for home visits. Butthere may be nutrition extension workers,
agricultural extension workers and others who should be
helpedto set up programmes so as to address the real health
problems of an areaand doitin an effective manner, and also
to co-ordinate their teaching and other health-related activi-
ties with other workers in the area.

itis best to start health education with large groups (the
masses, preferably the whole community) and then proceed
to both repeat the “lessons” (for reinforcement) and then to
expand them into greater detail and take up problems of
more individual concern or relevance in smalier groups (of
women, youth, new parents, teen-agers, sports clubs, etc.).
It is part of the idea of primary health care to “demystify”
medicine, and also in health education it is therefore good to
let the masses know what we have to teach and let them
discuss it openly, before our teaching is taken to more closed
groups.

Everything feasible should be done to encourage the
work and strengthen the position of the community health
worker. His work should be appreciated and support should
be given at all levels. If his work is appreciated by the
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Chapter 8 The Organization of Health Education
ﬁoommunity, he will get much more done than if he works in ) (4, Health Education in )
isolation, more or less alone. Schools), there is still much Health education in
support that a health educa- schools and literacy
Health education of a more intensive kind can be given tor can and should give. This - classes
in classes. These may be of two kinds: literacy classes for  may range frominspectionof ' Community
adults and formal classes for children in regular schools. heaith tacilities (together with : participation
a public health inspector/offi-
If there are readers or textbooks on health prepared for cer or sanitarian) combined
literacy classes, a health educator may ask (or be asked) to with relevant and appropriate advice to the school authori-
be present during some classes when health topics are ties, to taking part in the teaching of health (occasionally,-
taught. Ifthe adults being taught have questions, discussions especially where there is a shortage of qualified teachers in
of health in such contexts may be very effective - perhaps the subject) and giving encouragement and guidance in
even more effective than the written text, both because relation to arranging a school health day or a sanitation week:
people remember more of a topic if they both read and hear in the school (see chapter 4).
about it and because they will understand better what is
explained to them personally. Probably the most important To ensure as much and as positive co-operation from
consideration of all is the much greater likelihood that people the community as possible, it is advisable to involve a wide
will change their behaviour and practice in line with what they range of community members in the process of health edu-
are taught if they are able to discuss their health problems cation and in activities aimed at improving the health of the
and receive guidance from a qualified and concemed per- community. This need not and should not be limited to
son. (ltis also much easier to follow up and continue the topic discussions in health committees or other decision making
in private talks in the home if the health educator has met and fora. ltis good to bring matters concerning health before the
taught a person previously in a literacy class.) whole community as early and as often as possible. Heaith
committees or their spokesmen or a health educator can
One impontant aspect of adult education is that parents present several questions to community meetings, @.g.,
are given the same knowledge as their children in formal
schools. There is in such cases much greater likelihood that - What are the greatest health problems in the community?
the health knowledge will be turned into practical action in
daily lite in the home. - What can be done to improve the health of the community?
In formal schools, it is important to have as strong a * Does the community need a clinic?
syllabus in health (or health science) as possible. Even '
Lwhere the subject is well covered in textbooks (see chapter L Who is to run it?
J
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Chapter 8 : The Organization of Health Education
( ' ) fare useful forthe planning and implementation of future proj-\
Community - How can the clinic be built ects.)
participation In health and equipped?
education Community participation or community involvement is
- Do they need a community an important question that is considered more fully in Appen-
health worker? dix I.
- How is he or she to be sup- In health education it is important not to try to do
ported? everything oneself. People’s support must be enlisted at all
levels. In the last analysis it is each individual's contribution
- Should every house-owner build a latrine? that counts when it comes to improved health. Only the
individual can look after his own healith as it relates to
» Who in the community has the necessary skills to do the personal hygiene, the hygiene of his/her home or surround-
more difficult parts of latrine construction? ing, as well as the necessary care of one’s children, the sick
in the family, or - for husbands - to pay the best attention to
- How can people obtain the necessary information and pregnant and lactating women. Good nutrition cannot be
training for various health-related tasks? imposed, it must be done voluntarily by people who under-
stand and appreciate the benefits of it. Individual as well as
- How will people be able to pay for the cost of latrine collective contributions to health are the result of good
construction? Are there credit facilities? teaching and good organization.

- Do they need sanitary guards, and how will they be paid?

itis not enough to involve the community in discussions
of health-related problems; they must be involved in the
decision-making process as well, at all stages of the project,
from planning through implementation to follow-up. They
should also be asked to appoint trusted people to carry out
experimental projects and people to supervise and follow up
on the work at each stage. And at the end they should be in-
volved in the assessment of the project: was it successful or
not? Did it bring the expected benefits? What mistakes were
made or what could be done better? (This kind of questions :
. J L y
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Conclusions
(" 1 ‘ be assigned to the task of )
Conclusions spreading health education, Why pre\:;:ntlon is
, o , the prestige and authority of . hetter than cure
Better than cure is not to be sick in the first place. A people working in curative - Cooperation and
country needs not only good hospitals and other health services are so great that it is coordination in health
education

institutions that care for the sick - it needs a population with
sufficient heailth knowledge to look after its own health, and
even its own sick in some minor but very important and often
harmful or debilitating cases (such as diarrhoea in children
and minor wounds). Health education has the very practical
purposes of helping people to be ill less frequently and to
know what to do when people become ill.

Health education is not meant for an elite or for a few -
itisknowledge that should and must reach the masses. Good
health increases well-being and happiness, makes possible
better use of money, increased production and better serv-
ices or work by all who perform any kind of work. Healthy
parents are much more likely than sickly parents to get
healthy children. Healthy children do better in school (and
later at work) than children who are frequently sick. Ex-
penses that are used for cure could be used for other useful
purposes - including a better diet - if people are ill less
frequently.

The importance given to health education and preven-
tive medicine or preventive health services (or “care”) de-
pends on the priorities of a country’s government. The
benefits derived from a healthy population are so great that
it is wise investment to spend a good proportion of the health
budgeton preventionand notinvest only in curative services.
Butthe two (cure and care) should be seen as part of one aim:
to get a healthy population. Although special employees may

—
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valuable to get doctors and -
other “curers” or “healers” to
pay attention to and partici-
pate in preventive services and health education as well. in
addition to teaching health education to medical profession-
als, the subject should be taught in all formal schools and
literacy classes, and adequate knowledge for the preserva-
tion of good heaith should be given to every member of a
community and every citizen in a country. All means at one’s
disposal should be employed to spread such knowledge -
mass media as well as more personal approaches. In the
end, we do not get a heaithy nation without the active co-
operation of all its members, and such co-operation is given
by people who understand its advantages. This understand-
ing comes from effective health education.
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Appendix | Community Participation or Involvement in Health Care
é A d' I ) ra valuable resource goes . )
ppen IX unused. For effective partici- Community
pation of the masses in devel- : partlclpatlfn
. o ] opment, they need to know 'E’d7"t of c::“mh""lg
Community Participation what dovelopment means and  [MV@lvement A ies A

\.

or Involvement in Health
Care

What is community
participation?

The whole population of a country ought to participate in |

the building and development of the nation orcountry. Unless
the broad masses are drawn into the development process,

J

what development aims they
are asked to help accomplish.
This requires education, moti-
vation and araised consciousness. The way thiscanbedone
is to educate the masses in basic skills (primarily literacy) so
as to enable them to take part in the national discussion of
development and what development objectives to pursue.
This may involve a process of “politicization” before people
become clear about what kind of development they want.
Only then, as a second major step, can participation in
concrete development projects on a comprehensive scale
become meaningful.

In many developing countries, literacy campaigns and
political education have taken place for anumber of years. In
addition, the population may have been organized in mass
organizations that make both mass education and organized
mass participation in development projects possible. Partici-
pation in development can take place at many different
levels. To co-ordinate objectives, plans and activities, a
national consensus is necessary. To implement national
plans, regional and community participation to achieve overall
objectives is needed. At the community level, sometimes the
support of the whole community will be required (e.g., inthe
support of a Community Health Worker); in other cases,
women'’s interes'ts are besttaken care of by women's groups,
and the interests of youth by youth groups; and in many
cases individual participation to achieve agreed objectives

\_ ,
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Appendix |
may be required (this is par-\
How to obtain the ticularly important in activities
participation of the invisible to outsiders, such as
community personal hygiene and cleanli-

ness in the home, in food

.. preparation and consumption,

eic.; but it is alsc important in

the construction and proper

use of latrines and ganeral cleanllness of one’s homestead,
etc.).

But community participation is more than the exploita-
tion of the labour resource of the masses. Participation in
development may be active or passive, contributing much to
development at high speed or reluctant participation in
projects that one participates in without understanding or
enthusiasm, only because oneis forced to participate. Differ-
ent attitudes to participation are created by the way one goes
about moebiiizing the masses. If orders are issued without
efforts being made to raise the consciousness and to edu-
cate and motivate the participants, alienation is created, with
the result that pecple feel they are participating in projects
belonging tc others. This may still have some advantages
over the procedure of doing everything for a community
without their pariicipation, as this would create an attitude of
dependency, so that they will do nothing themselves but wait
for someone from outside to initiate and execute all develop-
ment activities in their community.

T he best way to achieve active community participation
is to educate, motivate, persuade, and raise the conscious-
ness of the community before they are drawn fully into the
development process. One way of doing this is to iet the new

Cc wnity Participation or Involvement in Health Care

ﬁdeas take root during a process of education and “politiciza-\
tion” and wait for peopie in the community to ask to be
actively involved in the development process. This would be
community participation initiated from beiow. Another way to
get community participation in such projects is to mobilize
communities to participate in development projects so as to
achieve national development objectives within the time lim-
its set by national development plans. Central planning and
community participation can best be harmonized if extensive
information, education and persuasion are applied. This will
avoid the feeling of “forced labour” and conflict of interests at
the national and the community levels. The latter approach
is especially important in the area of health. One can force
participation in the construction of a road or assembly hall or
the payment for communal projects, but one cannot force
people to be clean and hygienic in their personal habits. In
order to practise cleanliness and take the necessary meas-
uresto lead healthy lives and to eat food that promotes heaith
and gives strength to work well, people must have the per-
sonal conviction that to act and live in that way is worth their
while, some extra effort and perhaps some extra expense.
Such conviction comes throughinformation, education, child
rearing practices (upbringing), persuasion, and demonstra-
tion ofthe beneficial effects of a certain practice. Personai ex-
perience of any benefits will strengthen people’s conviction
and help them continue a valuable practice.

The best way to convince people is tc let them partici-
pate in the decision making process, through group discus-
sions and resolutions as a group, to try out what they are
advised to do (or better still: what they think themselves that
they ought to do). if they know that it is their own decision to
try out a certain course of action, they are more likely to follow

\— _J

\.

92







Appendix |

Com...unity Participation or Involvement in Health Care

(it upin their private lives than if they only have been told what )
to do by others, without having a say in the matter them-
selves. If they get a chance to follow up by reporting to a
community meeting on the benefits of a certain practice after
it has been tested out (i.e. if they also participate in the
evaluation of development projects), they are likely to persist
with a good habit and make it a permanent part of their daily
lives. When the community health worker visits homes, it is
easier to talk about matters the community has discussed
and decided upon than to talk about matters that are new to
the community and about which there may be hostile feelings
if no community decision has been made about it.

Why community participation?

Community participation is so obviously necessary and
essential for creating a healthy community that the matter is
almost not worth discussing: nobody can keep a person
clean and make him lead a healthy life except that person
himselt. No amount of outside pressure can make a person
wash his hands after defecation or before every meal, or
before food is prepared, unless the person is convinced that
he ought to do so for his own good, to protect his own heaith.

But community participation has many advantages that
are still worth pointing out. If all members of a community are
convinced of the benésfits to them of cleanliness, they will help
each other to find pure water sources and to keep such
sources ciean. They will build and use latrines everywhere in
the community and keep them clean. Thus, much can be

\. J

(" achieved also when the gov-

Lcommunity patticipation. One needs to make all the mass

ernment cannot (afford to) R:::‘?::nfl;’;
carry out all development ac-
i P participation

tivities in a community. If

community members do (part

of) their own development
work, they learn and become

more conscious of their needs

and potentials for solving their own problems, they make use
of local skills, they learn to be responsible for projects and
their maintenance, and they ¢ain the necessary self-confi-
dence to tackle further and perhaps mora complicated devel-
opment projects. Community participation may not be cheap
or always efficient, but the burden of costs is borne by the
community ratherthan the government. In order not to create
dissatisfaction in this way, the benefits of projects must also
be clearly seen to be to the community’s advantage. It is not
only labour that is needed in community participation in de-
velopment - also participationinneed assessment, organiza-
tion, management, accounting, and evaluation is required in
order to draw a community fully into the development proc-
ess. This will then be a question of power sharing at the
community level, but it also leads to greater democratization
and self-reliance. Ifit also generates greater unity and a spirit
of co-operation and self-confidence in a community, a basis
has been laid for further development of the community.

There are traditions of co-operation in small-scale, local
development projects in many countries. It would benefit the
development of a country if such traditions were strength-
ened and used to achieve national development objectives.
Primary health care will never become a reality without

_/
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)\ppendixl
( organizations in a countj
How community participate in rprimary healt?:
participation is made ., through informing, edu-
possible cating and motivating people
Limits to community for such participation. A long
participation term aim of a special nature

\. J

may be to train or educate
every woman in a country to
be able to handle simple heaith problems of the family (for
which amanual on Health Care in the Homemay be needed).

Premises and limitations of
community participation

When a community is invited to participate in the devel-
opment of their own community and the nation, the response
can be negative if people do not clearly perceive and under-
stand the purpose of such participation. They may think it
benefits others but not themselves. To become enthusiastic
about community participation in development projects, people
must first of all understand that such projects are to their own
advantage. Projects initiated with community participation
must therefore clezrly be of such a nature that people can
easily see their banefits. Particularly the first time such
communal projects with popular participation are suggested,
the benefits must be nbvious and easy to see. Later, projects
that require more education and perhaps abstract reasoning
and understanding may be initiated. Health-related projects
may be among them. All will see the need for water, but only
those with some health education may see the needfor clean
water from a pure water source.

\

Itis of course possible to impose decisions on acommu-
nity (telithem whatto do), but participation is likely to be much
more effective if people understand the reason why a project
should be executed. This needs education and persuasion at
two levels. Itis not enough to let acommunity waste its efforts
and resources on any haphazard projects that come to mind.
Local projects and efforts should be co-ordinated with overall
(central) national planning. This needs explanation and
education in the community. But beyond this, specific educa-
tion is needed in relation to concrete projects. Thus it has
proved wasteful to ask people to participate in health and
sanitation projects when they lack understanding of the
causes of diseases and their transmission and how they can
be prevented or restricted. Health education is a necessary
prerequisite for meaningful community participation in health
and sanitation projects. Through such education, it is pos-
sible to raise a people's consciousness of the need for
change, to increase their understanding, to change their
attitudes and values. It is also important to understand the
feelings of group solidarity prevailing especially in rural -
communities. Therefore, such education and persuasion
must take place in groups where therae is possibility for group
discussion, group decision, and group participation. Only
when a community is ready to make a decision to participate
in a project as a (fairly) united entity is participation likely to
be effective and lead to the desired results. Motivation is thus
animportant part of the education and persuasion given. The
chief motive for a community to participate is likely to be that
they see that a project is useful and beneficial to them, that
it will lead to improvements for them personally and for the
community (and eventually, if all communities participate, it
will be seen to increase the welfare of the nation).
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Appendix | Community Participation or Involvement in Health Care
é _ N To get the best out of
The next step - after acommunity is persuaded that their community participation, it is Problems with com-
participationin development projects is desirable and neces- necessary to have confidence munity participation
sary - is to impart the necessary skills to a community. in the ability and (potential) Meaningful
Persons chosen or approved by them and with the necessary participation

aptitude need to be trained in organizational and managerial
matters (election procedures, how to make and formulate
project plans, how to supervise, how to account for financial
inputs, how to write reports, etc.) as well as in particular skills
(construction and maintenance of latrines, protection of
water sources, basic medical knowledge for community
health workers, elc.).

It is possible (perhaps even desirable) to use some
coercive persuasionto get areluctant community to build and
use latrines, to immunize their children or to vaccinate cattle,
ifthis is necessary to preserve or protect the health of people.
But the best way is normally to increase their knowledge and
understanding of why this is for their good. Andin the area of
personal hygiene this is the only method that works.

It should therefore be clear that community participation
in development is not always quick, easy, and cheap. Moti-
vation and education require time and manpower. ltis mostly
quicker to use professionals with mechanized back-up
(machines). It may even be cheaper in many cases. But
community participation leads to the creation of a more
qualified work force on the local level and - combined -
nationwide, and it leads to local and national self-reliance
and, eventually, self-sufficiency. It is part of an educational
and mobilization process that has as its main advantage that
it makes use of the total work force of a country.

_ | Y,

skills of a community and to
be willing io share power with
them - power to make mean-
ingful and “correct” decisions,
to mobilize their own members and to see the “why” of de-
velopment projects. One also needs to let them keep (or get)
enough resources in the community to carry out develop-
ment projects, as some cost is almost always involved. If all
decisions are made for the community, without their partici-
pation in the decision-making process, they may fear that
projects benefit someone other than themselves, tear e.g.,
that community patrticipation is only an excuse for getting
cheap or free labour for the creation of new classes of people
who use them to build up their power {o oppress and exploit
them. Trust and a willingness to share (power, responsibility,
resources, knowledge) are the best foundation for effective
community participation in development projects. At the
same time, community eftorts must be part ot national devel-
opmaent plans to be truly meaningtul in a national context.

Old and new forms

Mechanisms of community
participation

Thers are old traditions of community co-operation in
many places - to build a house, to harvest, etc. Such co-
operation was often a response to an acute short-term need
and did not involve permanent organizational forms. Today,

\. Y
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rw ; bl most countries have advanced )
ays o :r?a“ zing beyond such casual forms of
OOITI“TIU"“! mutual help. Even when more
participation lasting associations existed, it

was intended to help in “life

crises” - at weddings and

burials mostly. Even if the struc-

tures of these associations
were and are inadequate for development projects of a
sustained nature (building and maintenance of roads, water
supply systems, clinics, efc.), one can still build on the spirit
of co-operation that has thus long existed in a country.

Among common forms or mechanisms of community
co-operation and participation in development well known
from different countries are political movements, elected
local governments, trade unions, co-operatives, community
councils and committees, youth clubs, women’s associations,
etc. One should not form new associations for community
participation in development where suitable organizations
already exist. New tasks can be incorporated in or added to
the objectives for which already existing mechanisms have
been established. In cases where no mechanism for co-
operation in development work exists, it would be useful to
organize the community in such a way that it will be able to
solve communal problems where there is a need forcommu-
nity co-operation to accomplish such tasks.

The obvious way to go in most cases is to make use of
existing mass organizations. A health committee should
ideally exist in every local community, and where it does not
exist a primary task in involving the community in primary
(community) health care would be to establish one. The more

| | I [
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fauthority one can get behind the health committes, the )

stronger and more influentialit wilibe. To get an active health
committee, it is necessary to have at least some people
educated in primary health care on this committee (and
where such knowledge is lacking itis important to inform and
teach them, as without some basic knowledge and under-
standing of the causes of disease and heaith the members
will not be enthusiasticin performing the tasks of this commit-
tee), and the health committee must know fairly precisely
what tasks need to be done in the community, either through
observation or study of their own community (specific local
health problems), or through knowiedge of health problems
that are universal and can be remedied through following
national guidelines (e.g., the proper use of latrines can help
to remove many ailments that are the same, or nearly so, in
all communities that do not use latrines).

One of the most important tasks of a health committee
is to help select and get training for a community health
worker and later give him/her the support needed to be effec-
tive. But one should not depend solely on this person for
health work in the community. If there are several health
workers, the health committee could help to make them co-
operate rather than compete (and perhaps work against
each other). Similarly, other health workers could supple-
ment rather than duplicate the community health worker. In
some cases it is useful also to widen the field of co-operation
to workers in other ministries; thus itis natural to get help with
some health education tasks from home agents, and per-
haps others who visit homes regularly. It may also be helpful
to co-operate with voluntary agencies who do health work in
the area.
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activities going on in a country, one should use all educa-
tional and information media available. Besides regular
school books, readers for use in literacy classes and for
community reading rooms as well as opportunities for teach-
ing the communities in community meetings should all be
used. Pserson-to-person encounters are probably the most
offective means for teaching hygiene and other health re-
lated matters. It is also important to let people discuss the
issues and participate in the decision-making process in
matters relating to community health. A more impersonal
kind of education takes place through the mass media
(especially the radio and the press) and through the use of
posters. These can support health education given in more
personal approaches.

One special group to teach may be the mothers, whq
often function as (unofficial) health care workers in the family.
The more they know the better they can perform this task.

The mechanisms for community participation in health
care are often there. The challenge is to make the best
possible use of them.

Tasks for health workers and the
community in primary health
care

Community participation often fails because community
members fail to see what they should co-operate about. The
firstthing needed ifi our contextis therefore health education.

_

(" Tolend authority to the heaith
educator, it would be advis- : cl’?mmu'r‘laalalt::ks lﬁ‘
able not to separate cure and P wmary w
care, health education from . N

curative practices or at least
from the healars - the doctors

(" Toincrease understanding and appreciation of health

\_
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and others who often have great authority in ggmmunities
after they have been established long enough to prove their
ability to cure. A doctor using scientific medical methods may
be trusted and respected in the community - but for reasons
that might horrify him if he knew about them (perhaps people
respect him bacause they believe he knows powerful magic).
If he lends his authority to the health educator, who is
supposed to explain the principles behind the activities of the
doctor (in simplified form, admittedly) - and also thereby to
explain how the services of the doctor may be needed less
frequently, people are much more likely to lend the health
educator their ears and take the advice given than if the
health educator and the doctor seem to work with no (or only

avery tenuous) link between them. Ifthe doctor has little timy
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care onstrate that they work together

as a team and that care and

T cure are two aspects of the

same work and that both aim

at getting a healthy commu-

nity. (What is said about the doctor above applies to all who

do curative work.) it could be an opportunity for good health

education to let (some) relatives be present during the

therapeutic interview, as decisions about health may be
family matters.

Some maedical professionals should also be trained to
use the mass media and learn to speak and write in such a
way as to make sense easily for the broad masses. At the
same time, it would be valuable to have some professionals
who are working in the mass media to acquire enough
special knowledge of medical questions and enough interest
in this field to make good programmes or to write interesting
articles.

For effective health education, it is useful to know and
‘understand the totality of beliets and customs a people have
in relation to health and disease.

After some education has been given (and health edu-
cation ought to be an ongoing thing in which the community
itself should be involved), the community needs specific,
concrete tasks to co-operate about in order to accomplish
(although many tasks in the area of health and hygiene will
be invisible co-operation as most such activities take place in

\.

he can at least introduce the\
Tasks for mr - health educator fo people who
community In health ;445 he taught and thus dem-

benefits quickly from community participation in health proj-
ects, itis often good to present possible projects to acommu-
nity where community participation is needed for their com-
pletion, and then leave it to the community to come to a
decision about them, based on felt needs. But so as not to
leave it ' chance and the whims of the moment or the place
(or som¢: strong individual) which projects shouid be taken
up, some persuasion and explanation may be needed,
especially in order to get local community activities inline with
overall national development plans.

Among projects communities could be asked to partici-
pate in, several are mentioned below - their priority ranking
will in practice often be decided by their relation to centrally
decided development plans for nationwide co-ordination.
Afterthe presentation and adoption of concrete development
projects, community leaders, women's groups, youth groups
and community members generally should be trained in what
is involved in the execution of community projects - to plan,
initiate, finance, do accounting and reporting, implement,
execute and evaluate projects. This will give acommunity the
feeling and understanding that a project is their responsibil-
ity and to their advantage.

Some concrete tasks for the community in relation to
health are:

- production of food that will ensure a balanced diet;

- building and maintenance of community clinics;

- building, maintenance and proper use of latrines,

- protection of water sources to ensure clean water;

- storage facilities that will protect and keep their food safe;

_J
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(. organizing the people for immunization of all children; ) (community. It is important to Support f theﬂ
- @nsuring ongoing health education in the community; ensure fair and proper selec- pp<: or th
- obtaining necessary health education materials; tion procedures of the com- commun tyw"oermkar

- giving proper information about the benefits of immuniza-
tion;

- motivating peopie io tum irom magicai {0 scientific medi-
cine;

- selecting and supporting community health workers;

- identifying and getting training for traditional birth atten-
dants;

- keeping the community clean (using sanitary guards?);

- @ncouraging personal hygiene;

* encouraging care with drinking water (boiling or filtering it
where necessary);

- encouraging the growing and use of more fruits and vege-
tables;

- @stablishing health committees;

- establishing water committees to ensure proper use and
maintenance of water sources;

* encouraging introduction of appropriate technology where
it relates to health;

- building cattle dips to ensure healthy cattle, etc.

The community and the
community health worker

The community health worker is a key person when it
comes to increasing the understanding of health and the
causes and prevention of disease in a community, and thus
the activities and effectiveness of the community health
worker will be crucial in raising the standard of health in a

\. J

munity health worker to get
full community support for his
or her activities.

To feel appreciated and
to get encouragement to go on with the work, the community
health worker needs certain incentives from the community.
To find one’s work rewarding, it is necessary to reward a
person. But this can be done in several ways, and one has to
consider several possibilities when the community is respon-
sible for the keep of such a worker. It is not only money that
can be reward for services. Where a community can afford it,
cash payment to the community health worker may be the
easiest and most satisfactory solution. But some communi-
ties may have so little cash that other forms of compensation
for services rendered should be considered. Some commu-
nities have a surplus of goods produced in their workshops,
and these could be used as payment (e.g., cloth, furniture,
agricultural tools, pots and pans, fuel efficient stoves, jars for
water storage, etc.). If this is not possible or acceptable, one
could agree to do communal work on the farm of acommunity
health worker for as many man-hours as he/she does service
in the community (but the hours of work must be distributed
in such a way that people are at home when the community
health worker visits in homes and also so that the community
health worker can be present and see that work done on the
farmis done properly). The fourth form of reward is symbolic
- the giving of badges or caps or other symbols that make
community health workers known for their function in the
community. When health is discussed in community meet-
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: . N . N\
( i ings, the community health [ the duties of others. They should also be used as resource
The commuh ty and h worker should be seated close persons when health is being taught or discussed in literacy
w:rﬁg:“mu""y healt to leaders of the community, classes, women'’s groups, and even perhaps schools. The

including the chairman of the
health committee, and the work
of the community health worker
should be supported by these
leaders (as well as by other
officials) in speeches and introductions as well as in other
acts of public appreciation and encouragement. It may be
good to use this last kind of (symbeolic) support in addition to
one of the three first forms of reward mentioned (and combi-
'nations of the three forms of reward can also be used).

How to involve com-
munities in health care

Other support of community health workers is to let them
always have supplies of equipment and drugs supposed to
be in their kit; to iet them attend periodic refresher courses;
to have them properly supervised (which should combine

‘encouragemient with necessary correction); to equip them
with necessary teaching materials for their own reference as
weil as educationai materials for use in community meetings,
literacy classes, and home visits: books, fiipcharts, readers,
fclders, posters, eic.; to train them in the best and most
interesting ways possible; perhaps to consider ways of
advancement (with two categories or grades, depending on
years of service and excellence in work done). in remote and
difficult areas it might be worth considering adding to their
normal responsibilities by allowing them to do immunization
and also by giving them some supervisory work which would
normally be done by sanitarians and others (inspect or
supervise water supplies, market cleanliness, public latrines,

“school health, etc.), but this can be done only in cases of
shortage of personnel, so that their duties do not conflict with

100

supervision of community heaith workers should not be left
entirely to health assistants or regional health education co-
ordinators orother outsiders but much of it should be done by
the community through its health committee. But so as notto
be negative, such supervision should be combined with
active support, such as the building of a clinic with an office,
etc.

Although the community health worker is the lowest on
the scale of heaith promoters in acountry, their workis crucial
in the effort to raise the health standards of the people. It is
therefore veryimportantto give them all possible supportand
encouragement. This is one essentialtask where community
participation is needed.

A sirateqgy for community
participation in health care

The main points to take into consideration in working out
a strategy ior community participation in nealth care are set
cut in the preceding discussion. Here follows a summary of
these points with the enumeration of steps needed to be
taken to invoive the community directly in looking after, or
caring for, its own health.

a. The community will need help to coms tc a proper under-
standing of how they can best look after their own health.
Thisinvolves some initial teaching and awareness-raising

L activities. In addition they will need help to get organized,
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f e.g., to establish heaith committees, to select and get\ (
training for community health workers, and with the logis-
tics of maintaining basic health services.

The community and
health care

b. After such initial guidance, the community should be
encouraged to start looking after communal health mat- !
ters as much as possible: to reward a community heaith
worker; to assess their own problems and needs in
relation to health; to establish links with other health
institutions in the area, and especially to establish regular
links with all governmental health services where they can
receive help; to find out about possible financial aid,
assistance with training, extension or mobile services that
deal with health problems, etc.

¢. The community, preferably through a health committese,
should organize itself to solve their health problems; e.g.,
get guidance and support to provide adequate sanitary
services and mobilize community members to solve sani-
tation problems through self-help; obtain basic medical fa-
cilitiesthrough their own initiative and efforts (build a clinic,
get essential drugs, supervise the community health worker,
work out schedules for health services and establish links
with other service institutions for referral in emergences;
organize for the immunization of all children, etc.).

d. The health activities in a community should be known to
and be (made) the concern of the whole community and
be assessed by them in periodic community meetings.
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‘Appendix I

Pretesting of Teaching
Aids in Health Education

If teaching aids are locally made, it may be good to
pretestthem before they are made in great numbers - it would
be costly to have to discard them if serious mistakes are
discovered only after they are ready for use. Even if teaching
aids are made and distributed centrally from a ministry, it may
be good to know something of the principles of pretesting, as
teaching aids that have been pretested and found accept-
able to the majority may for some reason be rejected by small
groups, for example if people there find a picture offensive,
or they may think that some pictures themselves can bring
disease - our audience may be at any educational or cultural

(level. ltis good to respect such
“prejudices” and teach people
in ways and by methods that
are acceptable to them.

Pretesting teaching
alds

Pretesting of educational
materials is done |
- to find out if our materials communicate what we want to
communicate, and
- to eliminate as many errors or offensive or misleading
points as possible.

To test such materials, we must first define whom we
want to teach by means of the prepared (or drafted) materi-
als (our target audience). Then we try to find a few small
groups (a sample) that may be as close as we can conven-
iently find to the larger groups among whom we intend to use
the finished products. The sample group should have ap-
proximately the same culture, health practices and beliefs,
educational level, age and ecological situation as the target
audience. If there are differences, these should be of such a
nature that they would influence the effect of our health
education as little as possible.

If the sample is representative (i.e. nearly like the target
audience), we can obtain much useful information about the
appropriateness of our health education materials (maybe it
does not meet any real or seriously felt needs), and about
their attractiveness, acceptability and intelligibility. We should’
pretest

- the colours (are they liked or disliked?),

- y,
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(" + the drawings, (do people\ r )
Stages In pretesting understand them or see what Before people are allowed to pretest materials, they
Procedures in we want them to see), and should be properly trained: The process must be explained
pretesting to them, and then they must be allowed to do some mock
rEe‘::;:“o" of pretest - the words/the texts. tests before the real testing starts. People who conduct

Sometimes it is good to pretest the pictures alone, and
then again when the text is added. If the illustrations are
acceptable and understood, the words may be too difficult,
too technical, or just not used in an area. The local language
should be used when possible, and if another language is
used (e.g., the official national language), it is particularly
important to use simple language.

If models or puppets or some other means or teaching
aids are used, the pretesting procedure is similar. Slides,
films, even demonstrations may also have to be pretested in
similar ways. It may be good to do some simple pretesting
among colleagues or friends before a sample is selected for
more systematic testing. Some weaknesses can be elimi-
nated even before going to the people, and if it is tested
among colleagues, some professional advice may also help
to improve our teaching materials.

So as to make the testing as uniform or consistent as
possible, it is good to make a questionnaire - write down the
questions beforehand - so that each person is asked the
same questionsinthe same way. This makes it easierto write
down the answers and later to interpret (or analyse or code)
them. A separate questionnaire (which should also be pre-
tested) should be used for each person with whom the
kmaterials are pretested.

pretests must understand the materials and how they are to
be used, so that they can evaluate questions and answers
intelligently. Mostly pretests are held in the form of inter-
views, and people should be interviewed in such away as to
be put at their ease - they should be given a feeling of being
right (if they misunderstand a picture or a written or spoken
message, the fault is with the teaching aid - not with the
person who expresses an opinion), that they are helping to
improve teaching aids and methods, and that their help is
wanted - not to ridicule them or show up their ignorance.
Interviews must therefore be relaxed, friendly, and easy for
all to understand. Interviews should be short so as not to tire
people, and only a few teaching aids should be tested at a
time (e.9., a tew pictures such as a series of flipcharts).

When 20 to 50 interviews have been conducted con-
cerning the same materials (20 is enough if most people give
similarreplies, but up to 50 may be needed iftheir replies vary
considerably), the answers given must be analysed. If the
replies are similar (uniform or consistent), the analysis (coding,
interpretation) is easy, but if the replies vary a lot (are not
consistent), the analysis may be more complicated - even
sometimes so difficult that a new series of pretests may be
advisable. If we have clear indications that our teaching aids
are good or bad, we must make the necessary changes
before we finalize our materials. Ifthe changes are many and
great, it may be necessary to pretest the changed materials
to find out if the changes are real improvements. We should
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(" not prepare materials for the printers before the materials are )

pretested, for at that stage, the pecple involved in preparing
them (artists and writers) may he reluctant to make changes.
The people who have made the teaching aids should not
pretest their own products, as it is often found that they are
defensive about their work and ars reluctant to accept
suggestions for improvements.

Particularly if materials used (even successfully) in one
country are adopted (or copied) for use in another country (or
culture), itis particularly important to carry out pretests. What
is suitable in one country (e.g., inits country of origin) may not
be so good elsewhere. It is preferable to make teaching aids
in the couniry or culture where they are to be used.

Use of original
materials
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Ap pend IX I" j One does not start a How to plan heaith

health education programme education

A Theoretical Framework
for a Health Education
Strategy

) In order to work out a health education strategy, one
should start by defining one’s objectives.

The objectives of heaith education are:

1. To help healthy people to stay healthy;

2. To help people who are frequently il to be ill less frequently
(ideally never);

3. To help people who suffer disabilities (without being actu-
ally sick, e.g., the undernourished) to live healthier lives;

4. To help people to learn enough about disease to detect
impairments to health early, so that treatment can start
early;

5. To help people to know enough about existing heaith
services to seek the best means of cure;

6. To promote effective rehabilitation;

7. To decrease infant and child mortality and increase life
expsctancy.

Health education is part of a process to preserve or
improve health. The state of health depends on the heaith
related behaviour of people, and health education encour-
ages health-promoting behaviour.

N y,

by consulting text-books only, Interventions

teaching anything that one -,

finds thers in relation to health,  Problem ldentification
After acquiring adequate

health knowledge, the next

stage is to make health education relevant to the situation of
the people one wants to teach good heaith behaviour.

Effective health education proceeds along these lines:

1. First one must identify the health problems of the people
one wants to educate.

This requires that one collects sufficient relevant health
data about a community/area from available sources, or if
such sources are not available, one finds out through in-
dependent research in the area.

Existing information can be found in local health institu-

tions, ministries of health, central statistical bureaux, in
libraries if the area has been researched, etc.

If it is necessary to conduct independent research, one
has to learn something about research methods. To find
out about the health situation of the people, it may be best

to formulate a questionnaire based on known facts from .

other areas. Thus one could ask questions about the
incidence of diarrhoeal diseases, eye diseases, helminthia-
sis, skin infections, acute upper respiratory diseases,
venereal diseases, malaria, tuberculosis, etc. When in-

_J







! . | ' ' ' 1 | {

Appendix Ill

A Theo' “cal Framework for a Health Education Strategy

remadies

4 : vestigating the health situation
Stages In a health of young children, one should
education strategy find out about the occurrence

_Analysis of health of measles, poliomyelitis, teta-
: problems and nus, pertussis, in addition to

diseases mentioned above.
One should add questions
relating to diseases in neigh-
bouring areas, or if these are unknown, one could ask
questions about health problems known to exist in ecol-
ogically similar environments. When investigating nutri-
tional problems (malnutrition and undernourishment), one
should learn techniques of precise measurements and
collect data by observation rather than by interviews
alone; but observation should be supplemented by ques-
tions about what people eat, the frequency of meals, as
woell as the incidence of diarrhoeas and helminthic infes-
tations.

Environmental health and epidemiology departments can

- often give helpful suggestions about the probable health

situation of an area on the basis of comparative data even
when no precise statistics exist - in addition to more exact
data they may have collected. These sources of informa-
tion and professional advice should be exploited.

2. One should follow up the information obtained with inves-

tigation of sources of the heaith problems. These sources
can (broadly speaking) be of two kinds: ecological or be-
havioural (or both). The ecology or environment can tell
about scarce food resources, difficult access to informa-
tion or health services, endemic diseases due to unclean
water sources or the prevalence of malaria-carrying

~

(" mosquitoes, etc. Health related behaviourwilltell if people\

are using their potentials to the full, whether personal or
ecological: harmful health beliefs or practices as well as
under-use of the natural environment both affect health.
Economic status is influenced by both the environment
and one’s use of it (e.g., poor agricultural techniques), and
in turn, economic status is related to health. Ignorance is
not the only behavioural obstacle to good health - even
people who get good health education may be slow to
change their health behaviour. The health educator should
find out about both social and cultural constraints to good
health behaviour, andto this end he shoukd study people’s
health beliefs and traditions relating to health. Then he
should devise his health education methods accordingly.

3. The next step is to decide on appropriate remedies of the

aexisting health problems. The health educator should not
thinkinterms ofinformation only but should first of all study
how he can start and follow through an educational
process leading to changes in health related hehaviour.
Motivation and the giving of adequate and ror-ect infor-
mation are necessary parts of this, not only initia'v but all
through the process of change; that means that health
education must be a continuous process, accompanying
a continuing process of behaviour change. To obtain the
desirable link between knowledge and behaviour change,
health education should as often as possible be given in
connection with concrete, practical measures that could,
should or must be taken to improve health. This can
involve, e.g., preparing, accompanying and following-up
animmunization programme with adequate health educa-
tion in relation to immunization; the motivation of people tc
build, use and maintain latrines (and keep them clean) can
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(" be combined with practical instruction on how to make )

latrines, how to get professional help and perhaps credit
to construct them; this should go together with education
about diseases due to poor sanitation; help to upgrade the
environment shoukd go hand-in-hand with warnings against
using unclean water sources or allowing mosquitoes to
breed in the surroundings of the home; efc.

But however effective health education is, people still fall
ill from time to time. Health education should help people
both to identify their health problems early on (if not pre-
cisely or fully, at least well enough to seek professional
help), and to make the best possible use of health (cura-
tive) facilities. This may even include information on some
basic drugs - people may be unwilling to go far and spend
(much) money each time they (or children in the family)
have diarrhoea or a bout of malaria, and in such cases
self-care or home-care may be appropriate. Teaching
abaut the prevention of accidents or (simple) First Aid, or
the preparation of nourishing meals should be more than
words - people should be helped to do what they are
taught. -

The methods one can use most effectively for health edu-
cation leading to change in health behaviour which is con-
ducive to better health is discussed in the main text of this
manual.

. Finally one should evaluate the impact of the health
education given and take whatever corrective measuros
that are necessaryto improve the situation further. Heaith
education does not always have - perhaps rarely has - the
impact hoped for. We have stiil not reached a stage when

Wy,

(" we can say we are very )
successful health educa- T“"h';g PWSQ to
tors. This should not dis- * 3°IV@ heaith problems
courage us but rather in-
spire us to look for ever '~ Evaluating impact of

new ways to give health N heaith education .

education. When we see a

clear trend towards im-

proved healith in a community which we have taught, it
may indicate successful health education - but it can also
be a result of expanded immunization, curative health
services, better water supply etc. - orthese in combination
with health education. We need to be imaginative in health:
education, and use many approaches and methods -
concern should guide us as much as theoretical knowl-
edge. As we want our audience to change, so we our-
selves may need to change. Only when people are living
healthy lives have we as health educators achieved our
goal.

Two further points should be kept in mind:

1. The community should be involved as much as possible in

the processes described above.

. In practice, all the processes described above go on (or

should go on) parallel all the time, involving different
health problems and interventions.
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Appendix IV The Declaration of Alma-Ata on Primary Health Care
f ] \ r v\
Appendlx 1V 1 :T'“ paclaration ‘"I‘

' Economic and social Health for mu:z;

i - develo , based N E

The Degla:rat:gn of Aima omatonal Ecoromi Odor, © bt
Ata on Primary Health Care | | is ot basicimportancs to the

The International Conference on Primary Health Care,
meaeting in Aima-Ata this twelith day of Septemberinthe year
Nineteen hundred and seventy-eight, expressing the need
for urgent action by all governments, all health and develop-
ment workers, and the worid community to protect and
promote the health of all the people of the workd, hereby
makes the following Declaration:

The Conference strongly reaftirms that health, which is
a state of compiete physical, mental and social wellbeing,
and not merely the absence of disease or infirmity, is a fun-
damental human right and that the attainment of the highest
possibie level of health is @ most impontant world-wide social
goal whose reafization requires the action of many other
social and economic sectors in addition to the health sector.

The existing gross inequality in the health status of the
people paticularly between developed and developing
countries as well as within countries is politically, sociallyand
economically unacceptable and is, therefore, of common
concem to all countries.

\— /

all and to the reduction of the gap between the heaith status
of the developing and developed countries. The promotion
and protection of the health of the people is essential to
sustained economic and social development and contributes
to & better quality of life and to worid peace.

v

The people have the right and duty to participate indi-
vidually and collectively in the planning and implementation
of their health care.

\'/

Govemments have a responsibility forthe health oftheir
people which can be fulfilled only by the provision of ade-
quate health and social measures. A main social target of
govemments, intemational organizations and the whole world
community in the coming decades should be the attainment
byall peopies of the worid by the yaar 2000 of alevel of health
that will permit them to lead a socially and economically
productive life. Primary health care is the key to attaining this
target as part of development in the spirit of social justice.

_/
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Appendix IV 2 Declaration of Aima-Ata on Primary Health Care
Vi W (" 3. includes at least: education conceming prevailing health )
The Declaration of problems and the methods of preventing and controlling
~Alma-Ata on primary Primary health care is them; promotion of food supply and proper nutrition; an y
' heaith care ~essential health care based adequate supply of safe water and basic sanitation; ma-
 Definition of prlmnry on practical, scientifically ternal and child health care, including family planning; im-
health care .+ sound and socially acceptabie munization against the major infectious diseases; preven-

*" methods and technology made
" universally accessible to indi-

viduals and families in the community through their full par-
ticipation and at a cost that the community and country can
afford to maintain at every stage of their development in the
spirit of self-reliance and self-determination. It forms an
integral part both of the country’s health system, of which it
is the central function and main focus, and of the overall
social and economic development of the community. Itis the
first level of contact of individuals, the family and community
with the national health system bringing health care as close
as possible to where people live and work, and constitutes
the first element of a continuing health care process.

Vil

Primary health care:

1. reflects and evolives from the economic conditions and

socio-cultural and political characteristics of the country
and its communities and is based on the application of the
relevant results of social, biomedical and health services
research and public health experience;

. addresses the main health problems in the community,
providing promotive, preventive, curative and rehabilita-
tive services accordingly;

tion and control of locally endemic diseases; appropriate
treatment of common diseases andinjuries; and provision
of essential drugs;

4. involves, in addition to the health sector, all related sectors
and aspects of national and community development, in
particular agriculture, animal husbandry, food, industry,
education, housing, public works, communications and
other sectors; and demands the coordinated efforts of all
those sectors;

5. requires and promotes maximum community and individ-
ual self-reliance and participation in the planning, organi-
zation, operation and control of primary health care, mak-
ing fullest use of local, national and other available re-
sources; and to this end develops through appropriate
education the ability of communities to participate;

6. should be sustained by integrated, functional and mutu-
ally-supportive referral systems, leading to the progres-
sive improvement of comprehensive health care for all,
and giving priority to those most in need;

7. relies, at local and referrai leveis, on heaith workers,
including physicians, nurses, midwives, auxiliaries and
community workers as applicable, as well as traditional
practitioners as needed, suitably trained socially andtech-
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Appendix IV Th.  aclaration of Alma-Ata on Primary Health Care
(" nically to work as a health team and to respond to the ) (" : Tho on ol'ﬁ
essed health needs of th ity. e Declaratl
expr alth needs of the community o Ata

Viil The Intemational Confer- - - . Peolicles, plans and

ence on Primary Health Care . cooperation to sitain
All governments should formulate national policies, strate- calls for urgent and effective . health for aﬂf_
gies and plans of action to launch and sustain primary health national and international ce e F

care as part of a comprehensive national health system and
in coordination with other sectors. To this end, it will be
necessary to exercise political will, to mobilize the country’s
resources and to use available external resources rationally.

IX

All countries should cooperate in a spirit of partnership
and service to ensure primary heatlth care for all people since
the attainment of health by people in any one country directly
concerns and benefits every other country. In this contextthe
joint WHO/UNICEF report on primary health care constitutes
a solid basis for the further development and operation of
primary health care throughout the worid.

X

An acceptable level of health for all the people of the
world by the year 2000 can be attained through a fuller and
better use of the world's resources, a considerable part of
which is now spent on grmaments and military conflicts. A
genuine policy of independence, peace, détente and disar-
mament could and should release additional resources that
couid well be devoied io peaceiui aims andin particular to the
acceleration of social and economic development of which
primary health care, as an essential part, should be allotted

its proper share.

N _

action to develop and imple-

ment primary health care throughout the world and particu-
larly in developing countries in a spirit of technical coopera-
tion andin keeping with a New International Economic Order.
it urges governments, WHO and UNICEF, and otherinterna-
tional organizations, as well as multilateral and bilateral
agencies, non-governmental organizations, funding agen-
cies, all health workers and the whole world community to
support national and international commitment to primary
health care and to channel increased technical and financial
supporttoit, particularly in developing countries. The Confer-
ence calls on all the aforementioned to collaborate in intro-
ducing, developing and maintaining primary health care in
accordance with the spirit and content of this Declaration.
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