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Chapter 1
INTRODUCTION

1.1 The Important Role of Audio-Visual Materials

As the International Drinking Water and Sanitation Decade moves toward its
mid-point, those involved in programs in the field have become acutely aware
of the critical place occupied by the human element 1in the success of
programs. Human resource development and training, institutional development,
community participation, user education, and human behavioral change are all
issues that have risen to the forefront of thinking about how to make programs
work 1in order to obtain lasting benefits.

User education and human resource development are Tlinked through a common
concern with human behavioral change, the one focused more on the general
population, the other more on the personnel of organizations that are
implementing programs. The major framework for user education and resulting
behavioral change 1is provided by communities participating actively in the
planning, implementation, and maintenance of programs. Community participation
is in fact both a necessary means for making programs work and a behavioral
objective of user education.

In all these interrelated efforts there is an important role for audio-visual
materials. Evidence from their effective use in oral rehydration and family
planning programs demonstrates that these materials can serve in a
complementary way to inform, inspire, and motivate client populations and
public health workers to take effective action in the context of water supply
and sanitation programs. There is a prevalent impression, however, that really
effective audio-visual materials can only be had at great cost. Whether from a
profit motive or unwittingly, some international donors have contributed to
this impression by using media and producing materials that require expensive
or hard-to-obtain equipment and supplies. Many low budget organizations are
then left thinking that they cannot possibly produce anything of real value.
National health education units are in a particularly vulnerable position in
this regard. Charged with the health education of an entire population, they
frequently have 1little in the way of a budget, qualified personnel, or
transport to do the job. Producing a few visual materials or a radjo emission
is all they can afford. Cut off from field operations because of lack of
transport, they lack new ideas and the chance to test and evaluate materials.
The resulting discouragement leads many to conclude that health education is
indeed a feeble component of most programs. Ultimately, of course, the issue
is not cost but the process by which insights into existing beliefs and
attitudes are obtained and dincorporated into the content and 1images of
audio-visual materials.

1.2 The WASH Survey of Audio-Visual Production Centers

At the same time, WASH staff and consultants traveling to developing countries
have had the impression that audio-visual materials useful to water supply and
sanitation programs are being produced in developing countries, many on low
budgets and some with great effectiveness. In an effort to validate this
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impression, but more importantly to discover where materials-producing centers
are and to share experiences among those producing materials and those who
would 1ike to, in 1982 the WASH Project decided to institute a study.

1.2.1 Methodology

The first step was to identify centers producing materials related to water
supply and sanitation. Three separate mailings produced a 1ist of over 300
materials-production centers 1in Asia, Africa, Latin America, and the Near
East. Some 50 centers sent unsolicited examples of materials. This 1ist was
subsequently reduced to about 140 centers that did work relevant to water
supply and sanitation and that seemed willing to share information and
materials. These 140 centers were then sent a questionnaire (see Attachment A:
Questionnaire on Educational Materials on Water and Sanitation) and asked to
rsend samples of materials described 1in the questionnaire. About 100
.torganizations sent responses of which 54 are reviewed in this report (see
Table 1). The organizations included governmental units, international
‘agencies, religious and other private voluntary agencies, universities, and
( research institutes.

1.2.2 Organization of the Report

Several groups of individuals should find this report useful, among them USAID
health and engineering officers and their host country counterparts, officials
of international agencies funding water supply and sanitation projects,
officials of private voluntary organizations, students of health education and
communications, and those who responded to the WASH-initiated correspondence
and questionnaire. To help readers unfamiliar with audio-visual communication
and to orient communication professionals, the main body of the report is
divided into five parts, each making reference to the materials and
information received:

e Chapter 2 focuses on the basic rationale for using audio-visual aids
in water supply and sanitation programs. An attempt is made to set
materials production in the context of an entire program, looking at
behavior that must be changed for health benefits to be achieved,
and drawing from literature on communications, health education,
community participation and psychology as well as from the extensive
$xper1enﬁe of the family -planning movement to provide a conceptual

ramework.

e Chapter 3 deals with the data needed to conceptualize materials and
points to the experience of the Academy for Educational Development
in Honduras and to the need for effective communications between
designers of materials and fieldworkers.

e Chapter 4 establishes a rationale for pretesting materials, and
suggests some low-cost methods of pretesting. The pressing need to
conduct pretests is emphasized.

e Chapter 5 discusses training for both developers and users of
audio-visual materials. It deals with target groups and training
design and then surveys training resources.

-2-
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o Chapter 6 looks at materials production, including media selection.
This chapter 1is richly 1illustrated with examples of materials
received.

As a further help to readers, many attachments, tables, graphs, and
illustrations on pretesting and graphics are included in the report. Names and
addresses of respondents, together with a brief description of the materials
they produce and their intended audiences, are included, so that readers can
obtain additional information.

1.2.3 What the Report Does Not Cover

There are some things this report does not do. It treats evaluation of
audio-visual materials in only a .cursory manner, Tlargely because Tittle
information was provided by respondents. This result is regrettable since
constant assessment and improvement of audio-visual materials is quite
important. Impact evaluation of materials is, however, a less fruitful
activity for fieldworkers than careful planning of content and form. Likewise,
no attempt was made to present materials from a full-scale mass media
campaign, although examples were drawn from Ghana, Honduras, and the Gambia.
(A Planning Module from Ghana is included as Attachment B.) Further, the focus
of this report is not on campaigns but on the integrated use of audio-visual
materials 1in programs. Use of radio, TV, or tape cassettes 1is not treated
since no information related specifically to water supply and sanitation was
received on these media.

Thus, this report attempts to treat the development and use of audio-visual
materials in water supply and sanitation programs in a comprehensive manner,
but only insofar as reflected in the materials received and reviewed. The
number of respondents was probably 1limited by the fact that many had not
pretested or evaluated their efforts and were thus not prepared to complete
the questionnaire. In addition, time has not allowed follow-up of
non-respondents.,

This is not a complete guide on audio-visual materials, but rather an attempt
to stimulate the use of both new and improved methods by those already
involved and especially by those wishing to be dinvolved in materials
production. The experience of colleagues in over 30 countries was needed to
provide the focus on what can be done under budgetary and other constraints.
It is hoped that that experience has been faithfully interpreted.



TABLE 1

AUDIO-VISUAL MATERIALS REVIEWED IN THIS STUDY

Table 1, page 1 of 6

COUNTRY ORGANIZATION/ ITEM TOPIC LANGUAGE SPECIAL FEATURES
ADDRESS
Bangladesh Government of Bangladesh Poster Water fetching, carry- Bengali
and ing, and storage
UNICEF/Bangladesh
House No. 52, Road No. 4A Pamphlet and booklet Water and excreta- Bengali
Dhanmondi, RA related diseases
G.P.0. Box 58
Dacca 5, Bangladesh Pamphlet and booklet Latrine construction Bengali
Brazil Companhia Estadual de IMustrated booklet Potable water Portuguese Primarily on handpump installation over protected
Tecnologia de Sanesmento Basico wells. Includes basic hydrogeologic information
(CETESBS), Rua Av. Prof. and equations. Limited usefulness.
Frederico Hermann, Jr.
345 Sao Paulo, Brazil
Burundi Government of Burundi Two booklets "Water and Health" Kinudi Second item is a technical guide. Good use in
Rural Hydraulic Service and "How to Cap a Spring" both of photographs and illustrations. Black and
UNICEF/Burundi white glossy. Little information on pretests or
B.P. 1490 evaluation.
Bujumbura, Burundi
Cameroon L'Atelier de Matérial pour I1Tustrated booklet Germ theory, basic French Attractive use of black, blue, and white half-
1'Animation (AMA) hygiene, dental health tones; contents well organized and laid out. Not
B.P. 267 much 1nformation on how developed.
Yaound&, Cameroon
I1lustrated booklet Water hygiene French Black 'and white, more illustrations, less text.
Art excellent. Little information on process,
Flipchart Water hygiene French/ Silk-screened posters in attractive series.
English
Comic book, "The Health French Black and white.
Adventures of Akono" ‘
Chile Ministerio de Salud Pamphlets and Water and food Spantsh Use of black and white with one color. Text in
Casilla 3979 guide books protection form of questions and answers with questions on
Santjago, Chile tabs. Preliminary studies and pretesting, some
modifications in materials.
Ecuador Ministry of Public Health Flipchart on silk- Water and sanitation Spanish Very attractive silkscreens.

and
Academy for Educational
Development
1255 23rd St. N.W., Suite 400
Washington, D.C. 20037

screen cloth
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Table 1, page 2 of 6

COUNTRY ORGANIZATION/ ITEM TOPIC LANGUAGE SPECIAL FEATURES
ADDRESS
Ecuador Institute Ecatoriano de Obras Foto-novela Dacision of a newly Spanish Good balance of photographs and words, Attractive
Sanitarias wed couple to construct photographs. Easy-to-follow story. Black and
Ministerio de Salud Publica a latrine: construc- white. Professionally developed and pretested.
Casilla 680, Toledo y lerida 684 tion guide
Quito, Ecuador
Pamphlet The sanitary latrine Spanish Excellent combination of photographs,
illustrations, and clear text.
Ethiopia Ethiopian Nutrition Institute Flipchart Hygiene in child care English Uncluttered large photograph in black and white
‘ P.0. Box 5654 of a woman caring for a child, some drawings.
‘ Addis Ababa, Ethiopia Limited information given on development
of materials.
Guatemala Institute of Nutrition for Manual on using A-V  A-Y aids for village Spanish This is a rather unique and potentially valuable
Central America and Panama aids for project decision-making for document containing sample scripts, photocopies
(INCAP) development community health of audio-visual aids, and various guidelines.
Apartado Postal 1188 ‘ workers Materials were pretested in the village of
Guatemala, Guatemala E1 Bongo and later modified.
Posters Hygienic use of Spanish Set of posters showing modifications after field
water at home testing.
I1Tustrated booklet A family builds a Spanish Black and white with two color cover. Careful
latrine advance studies, pretests and evaluation.
Attractive and inexpensive.
IMustrated booklet  "Your Water*-- Spanish Same remarks except done in two shades of blue.
sources, storage,
hygiene
ITlustrated booklet Sanitary care of Spanish In two colors, otherwise same remarks.
animals
Booklet Guide to family Spanish Excellent resource. Detailed development pre-
health testing and revisions. Materials used as a part
of a reflection-action community development
process.
Honduras AED /PRASAR Comic book Theme about how water Spanish Considerable information available about the
A.P. 140 Posters transmits disease and development of their most interesting and
Tegucigalpa D.C. what to do about it potentially valuable materials.
Honduras
India Voluntary Health Association Five booklets Health communications EngTish Carefully prepared materials on data collection,

of India
C/14 Community Centre

Safdarjung Development Area

New Delhi 110016, India

pretesting, evaluating, and similar training
materials pertinent to health communicators.
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Table 1, page 3 of 6

COUNTRY ORGANIZATION/ ITEM TOPIC LANGUAGE SPECTAL FEATURES
ADDRESS
India Holy Family Hospital Version of the game Health and hygiene English Can be compared with similar game used 1n
Community Health Project "Snakes and Ladders" Marathi Indonesia. Training materials and guide boak
Bandra available.
Bombay 50, India
Indonesia CARE/West Java Pamphlets Hygiene for school- Indonesian Black, blue and white. Based on dialogue between
J1. Setiakudi age children Adi and Ida, brother and sister. Information
388 Bandung sufficient but not excessive. No special studies,
Indonesia pretests, or evaluations.
Pamphlet Drinking boiled water Indonesian Black, red and white. Otherwise same as above.
for school children
Pamphlet Using family latrines Indonesian Black, green and white., Same as above.
for school children
Booklet with Household sanitation Indonesian Very attractive booklet and training materials.
training materials and water use No special studies or pretest but use monitored
and flipchart through use of notes.
. I |
Indonesia UNICEF/Indonesia Flipcharts (2) Management and use of Indonesian Water color art with text on back. Well bound in
P.0. Box 202/Jdkt in a serjes village water at home spirals. Covers water supplies, hygiene, home
Jakarta, Indonesia filters, pumps, drainage, rainwater catchment.
Field tested. Important because of their
comprehensiveness, art, and binding. l
Indonesia Foster Parents Plan Hand puppets and Well improvement and Indonesian Attractive puppets with well written text.
International guide new well construction ' !
P.0. Box 18 '
Yogyakarta, Indonesia
Indonesia Yayasan Indonesia Sejahtera Games : Various health and Indonesian Beautiful artwork.
Jalan Kwmat VI/II Snakes and ladders hygiene topics
Kotak Pos 3028 Dial-a-food
Jakarta, Pusat, Indonesia Cards
and ' Dom1inoes
Save the Children/Indonesia Puzzle
Follow-the-path
Posters on cloth Drinking water and Indonesian Attractive study posters.

personal hygiene

T P T (R

.
et

TR N N



Table 1, page 4 of 6

COUNTRY ORGANIZATION/ ITEM TOPIC LANGUAGE SPECIAL FEATURES
ADDRESS
Ivory Coast Institut National de la Sant€  Booklet How to repair and French Good use of photographs to show how to change
Publique maintain a handpump cylinder leathers and other parts. Minimum text.
B.P. v47 Meant to encourage Minimum pretest. Evaluation anticipated.
Abidjan, Ivory Coast villagers to take Potentially useful example of training materials
and charge to leave in community.
Institut Africain pour le
Développement Poster Let us improve our French Colorful drawing showing villagers at work. Was
Economique et Sociale (INADES) vell pretested with modifications.
15, AV. Jean Mermoz
Cocody 08, B.P. 8 Flannelgraphs Urinary schistosomiasis French Comprehensive development, testing, and
Abidjan, Ivory Coast Guinea worm disease evaluation.
Diarrhea
Aseariasis
Ivory Coast Office National de Promotion Booklet Five water-related French Black and white; blue cover. Good illustrations
Rurale diseases and captions. Suitable for school children and
B.P. V165 others.
Abidjan, Ivory Coast
Kenya Mazingira Institute Comic book Water, latrines, English Multi-color, mix of comic book approach with
P.0. Box 14550 hygiene, and related illustrated information on latrines and diseases.
Nairobi, Kenya diseases Includes health contest. Also used 1n Uganda.
Lesotho Urban Sanitation Improvement Pamphlets and Latrine construction Sesotho Black and white ronetype. Extensive preliminary
Team instruction sheets studies revealed attitudes toward defecation.
Private Bag A4l Pretesting resulited in modifications. No
Maseru, Lesotho evaluation.
Malaw Ministry of Health Flashcards Solving health problems English Innovative training materials employing plastic
Health Education Section 1 the village Chichewa card holders and illustrated color-coded cards
P.0. Box 30377 for discussions.
Litongwe 3, Malawi
Mexico PIACT/Mexico (Programs for the Pamphlets Oral rehydration Spanish Strong emphasis by developer on self-explanatory
Introduction and Adaptation therapy and intestinal photographs and illustrations with minimum of
of Contraceptive Technology) parasites in children words. Directed toward audience with minimum
Shakespeare #27 11teracy. Very careful pretesting and
11590 Mex1co, ND.F., Mexico evaluation. Strong documentation.
Mexico Gobierno de los Paises Bajos IMustrated book Technical manual on Spanish Major usefulness is to demonstrate need to

Av. Fugenio Sue 45
Mexico 5, D.F., Mexico

household construction,
including latrines

include information on latrines in manuals for
buiiders.
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Table 1, page 5 of 6

COUNTRY ORGANIZATION/ ITEM TOPIC LANGUAGE SPECIAL FEATURES
ADDRESS
Nepal Government of Nepal Booklets Rural water supply and  Nepali Educational materials and guide book.
and Posters domestic sanitation Attractively illustrated.
UNICEF/Nepal
Kathmandu, Nepal
Peru Ministry of Health Training materials Rural water supply and  Spanish Excellent detailed material on community
Sanitary Engineering Department for rural promoters latrines ’ organization as well as techniques of water
Lima, Peru supply and sanitation.
Philippines Panay Unified Services for Cloth flipchart Role of the Barangay Tagalog Colorful cloth posters.
Health (PUSH) health worker 1n
Regional Training Center water and hygiene
Jaro, I1oflo City
Philippines Handbook for Health and hygiene English Good balance of print and 11lustrations. Arranged
Barangay Health in systematic order from entry in community to
workers elaboration of projects.
Sierra Leone CARE/Sierra Leone Booklet Stories about a water English Used with a flipchart based on booklet listed
P.0. Box 744 (Project Learn) problem and how a Mende below. Black and white illustrations, text and
Freetown, Sierra Leone village solved it Temune some photographs. Special preliminary studies
conducted but materials not pretested. Evaluated.
Booklet "Health Education English Half of the book consists of clear black and
Small Talks" -- a white photos with background details eliminated
wide range of health for clarity. Facing each photo is text for health
and hygiene topics workers. Book is a training resource used 1in
conjunction with posters and other audio-visual
materials. Materials pretested and evaluated.
Sudan Health Education Section Posters Training in health Arabic Suitable for use with farmers and rural
Ministry of Health education for handpump villagers. Seeks to create an awareness of the
and caretakers relation of unsafe water to disease.
UNICEF/Kadugli Water Project
P.0. Box 1358
Khartoum, Sudan
Swaziland UNICEF Flashcards and Personal hygiene English Good documentation from this project.
and posters Intestinal parasites
Ministry of Health Schistosomiasis
P.0. Box 5 Water supply protection

Mbabane, Swaziland

Pit latrines
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Table 1, page 6 of 6

COUNTRY ORGANIZATION/ ITEM TOPIC LANGUAGE SPECIAL FEATURES
ADDRESS
Togo USAID Posters and use Guinea worm prevention French Drawings not completed but pretesting has
Togo manual resulted in some modifications.
Tunisia Ministere de la Santé Publique Booklet Drinking water in rural Arabic Black, blue and white. Clear layout and script,
Direction des Soins de Santé€ de areas for children, parents and teachers. Minimum
Base information on development, probably inexpensive.
Sous-Direction de 1'Education
Sanitaire
Bah Saadoun, Tunis, Tunisia
United Institute of Child Health Pamphlet Children's stools English While this is not an indigenous item from a
Kingdom 30 Guilford Street and hygtene Spanish developing country, it does provide a useful
London WCINZ2EH Arahic example of an extremely well laid out, lTow-cost
French pamphlet with practical information and
illustration.
World Health World Health Organization Catalog Health education Multinle Clear photographs of examples of available
Organization Diarrhoeal Diseases Control materials visual aids.
Programme
Programme Manager
Ch-1211 Geneva 27
Switzerland
Zaire Bureau d'Ftudes et de Recherche Magazine, posters, Health and hygiene French
?our 1? Promotion de la Santé field manuals Spring protection Lingala
BERPS
B.P, 1977 Posters in series Parasites and their French The organization that developed these materials

Kangu-Mayombe, Zaire

that can be made
into flipchart

IMlustrated booklets

control and latrine
construction

Health education
Intestinal worms

serves most of Francophone Africa. Detailed
interview of Dr. J. Courtejoie, the developer of
many of these materials, conducted'by WASH
consultant in Belgium.






Chapter 2

A CONCEPTUAL FRAMEWORK FOR USING AUDIO-VISUAL AIDS IN WATER SUPPLY AND
SANITATION PROGRAMS

Health education as a part of a water supply and sanitation program is
frequently assumed to be synonymous with the use of visual materials. The
latter are often produced by national or international organizations far from
the field and distributed to fieldworkers without thought or study of their
relevance or application to specific programs. Fieldworkers as well have
produced and used visual materials and assumed that the health education task
was accomplished. Visual materials, in fact, are only a tool in the process of
changing health-related behavior (see reference 32).

In this section an attempt will be made to provide a rational basis for the
use of audio-visual aids in water supply and sanitation programs. In
addition, some of the principles for the use of visual materials will be
discussed.

2.1 Rationale for Using Audio-Visual Aids in Water and Sanitation Programs

2.1.1 Improvements in Water Supply and Sanitation Lead to Improvements in
Health

The first assumption one makes 1is that water supply and sanitation programs
can have a potential health impact. Improvgﬁéﬁfng%fhater gaﬁﬁTY'hre poten-

tially beneficial to health principally Eﬁroﬁﬁﬁﬁ?éduce5h7ﬁETHEﬁEe of gastro-
intestinal diseases. For the purpose of discussion, water related diseases
have been classified as waterborne (typhoid fever, cholera, hepatitis A),
"water-washed" or those resulting from an dinsufficient quantity of water
(baciTlary dysentery, other diarrheal diseases, trachoma, skin infections),

water-based where an intermediate host is found in the water (sch1stosom1as1s

and dracunculiasis), and finally diseases transmitted by water-related insect
vectors (malaria, trypanosomiasis, onchocerciasis). The first two categories
are those most affected by water supply improvements, but the greatest health
impact by far can be realized among populations with 1nsufT1c1eﬁf‘*TEﬁﬁﬁf7és\
of water (that is, less than 10 Titers/person/day). Among these popuTations,
increasing the supply of water can result in reductions in diarrheal disease,
skin infections, trachoma, and other diseases of filth. Among children, the
fewer the days with diarrhea, the better their nutritional status and growth
rates. Survival rates for children tend to improve as well. Improving the
quality of water is most effective among those populations dependent on pol-
luted surface sources. In such instances there are marked diminutions in diar-
rheal disease, typhoid, and cholera, and in some areas Guinea worm disease.

Sanitation includes more than excreta disposal. This needs to be emphasized
at the outset of any discussion of the potential health benefits of sanitation
improvements. Excreta disposal facilities (latrines, toilets, etc.) are
certainly an importapt means of breaking the feco-oral transmission cycle.
However, they are ineffective without an adequate supply of safe water, a
means for safely transporting and storing it, the sanitary protection of the
water supply and its surroundings, a means of protecting food, and handwashing
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and bathing. The means for protecting the home against dinsect vectors,
including the suppression of obvious breeding sites (inadequate drainage
around wells and springs, open receptacles, and collections of waste water)

are essential to diminishing the risk of diseases transmitted by water-based
insects.

The foregoing discussion leads us to the second point in building a rationale
for using audio-visual aids. It should be obvious that almost none of the
improvements in water supply or sanitation mentioned are possible without the
full participation and cooperation of the groups and individuals affected.

In brief, change in human behavior 1is necessary for achieving many of the
health benefits cited above.

2.1.2 To Improve Health, Human Behavior Must Be Changed

Before considering specific strategies for changing human behavior it is
worthwhile to consider just what human behavior to focus on in the context of
water supply and sanitation programs. For this purpose it is helpful to
consider a series of water supply and sanitation improvements and to detail
the human behavior relevant to each one. Seven areas of behavioral concern
will be considered. Those pertain to:

water supply at the source

water transport

water storage

water use

l preparation and storage of food

! protection of the home \
/ excreta qi§p05a1. !

L) Jmfcz’f - . g . :

For each, examples of desired behavior are listed.

1. Water supply at the source
a. Assisting in the planning of improvements

- Deciding on sites
- Deciding on the type of improvement (e.g., a dug or a
drilled well)

- Deciding on the type of 1ifting or distribution device
(e.g. a handpump or other)
- Contributing money for construction
b. Assisting in the implementation of improvements
- Contributing and/or hauling materials
- Contributing labor for digging or other work
- Feeding and housing drilling/digging crews

c. Maintaining the system once installed and carrying out minor
repairs

- Selecting caretakers
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3.

- Contributing to their support

- Contributing to the purchase of spare parts

- Noting and reporting breakdowns

- Abiding by rules for proper use and care of the system

d. Protecting the source against contamination
- Contributing Tlabor, financing, or materials to the
construction of the apron, drainage, animal watering trough,
or washing place
- Helping to maintain these features after they are
installed
- Helping to construct a barrier against domestic animals
around the water supply
- Helping to reinforce rules against standing on the parapet,
playing on the well cover, playing on the pump, defecating or
washing babies' bottoms, or similar behavior in reference to
springs or taps = dage.
- Helping to keep gravel on the ground surrounding the well
- Avoiding the use of contaminated buckets for drawing
water, i.e., use of a device for hanging the buckets up or
use of a bucket and pulley system
Water Transport
a. Regular cleansing of transport vessels
b. Using covers on transport vessels
Water Storage
a. Using a clean receptacle for storage
b. Regular cleansing of the receptacle
c. Covering the receptacle
d. Avoiding dropping or dipping contaminated cups or other
objects into the water
e. Skimming water for drinking or cooking off the top of stored
water rather than from the bottom
f. Regularly using a disinfectant in stored water if available
I ; ) ‘
Water Use
a. Avoiding the use, if possible, of unprotected polluted sources
of water
b. Washing hands regularly (with soap) after defecation, after
cleaning babies' bottoms, and before eating
c. Regularly bathing all family members
d. Washing foods (especially meats, fruits, and vegetables) before

preparing N\
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5. Preparation and storage of food

a. Avoiding storage over six to eight hours of foods containing
milk, sugar, or other fermentable substances

b. Covering all stored foods

c. Thoroughly cooking all foods

d. Thoroughly washing hands (with soap if possible) before
preparing food

6. Protection of the home (as possible)

a. Screening against insects
b. Protecting food against rats and insects
.G Using building materials that protect against storm damage

7. Excreta disposal -

a. Installing Tlatrines using local materials as much as possible
and cement slabs and other costly materials only as feasible. In
the Tatter case, contributions should be made to a community
fund for purchasing cement to make slabs.

b. Contributing labor and cash for latrines for the elderly and the
infirm

c. Regularly using latrines

d. Maintaining any excreta disposal facility that has been
constructed

e. Constructing special latrines for women and small children as
culturally appropriate

f. Taking special care in handling the fecal matter of small
children and animals in and around the house.

Given these specific aspects of human behavior in relation to water supply and
sanitation, the next question is how to bring about the change necessary to
ensure that this behavior, essential to achieving health benefits, will in

fact occur. How can behavioral change theory help us in this endeavor? What
approaches have been effective?

2.1.3 Successful Approaches to Changing Health-Related Behavior

A premise of health education theory is that individuals should be induced to
change health-related behavior only on a voluntary basis and that coercion or
manipulation have no role in bringing about the permanent change needed to

improve health. Three models of voluntary health-related behavior change are
helpful.

The Adoption Process

One such model, the "adoption process," was presented by H. Lionberger in 1962
(31) and was quickly adapted by family planning communicators in support of
their rapidly expanding world-wide information, education and communications
(IEC) efforts. In this model, dindividuals are thought to pass through a
number of distinct stages before fully adopting a new behavior. These stages
include awareness, when very general information is acquired about a new

-14-



behavior or didea; 1interest, when there is a willingness to 1learn more;
evaluation, when advantages and disadvantages are considered; trial; and
finally, adoption, the continued use or rejection of the new behavior.

Qualities of Innovation

E. Rogers (42) provides additional practical quidance to communicators by
focusing upon the change or "innovation" itself and defining its qualities in
terms of perceived relative advantage, compatibility with one's social and
economic situation, the compliexity of the change being considered, how easy or
difficult it would be to try it, and how observable the results are of the
innovation 1in question. Rogers goes on to describe how innovations such as
family planning practices are "diffused from person to person and to other
communities." Those responsible for planning strategies and studying

responses to recommended change should be interested in these characteristics
of the change process.

The Health Belief Model

A last conceptual system -- probably less well known than the others -- is the
"health belief model" which evolved from the seminal work of G. Hochbaum (44)
in the early 1950s. Whereas the adoption and diffusion models focus upon the
change process or characteristics of an innovation %sg se, the health belief
model stresses perceptions of individuals as a key to determining hehavioral
change. Change is most likely to occur when an individual:

perceives a high severity of a disease or health factor,

perceives a high susceptibility to the relevant disease or condition,
perceives low barriers to taking recommended action,

perceives high benefits as a result of taking action, and

receives appropriate cues to action.

Health, social, and economic benefits all play a part. Indeed, social
benefits may, in some cases, prove more powerful than expected health benefits
in motivating action. M. Tonon (48) reports, for example, that her study of
600 families in two Guatemalan villages over a period of four years revealed
that changes in both sanitation attitudes and behavior occurred. Apparently
these changes were, however, independent phenomena. She concludes: "At the
Tevel of the family, people did not take on new sanitation-related behavior as
a result of learning new attitudes and perceptions. Rather, it appears that
the village as a whole responded to changing norms and social pressures
created by the program." Such a finding need not be interpreted as lessening
at all the importance of health education efforts. Rather it reaffirms the
need for skillful and continuous monitoring of community responses to water
supply and sanitation programs. If, for example, rural Thai villagers desire
water-seal latrines as status symbols and have only a vague understanding of
the chain of disease transmission, health benefits will still accrue if the
latrines are properly used. However, workers would need to remain alert to
other specific hygiene practices that persist as a threat to health, such as
casual handling of children's feces.
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2.1.4 Community Participation Is the Key to Changing Behavior

This discussion leads us to the next very important point: that behavioral
change in most traditional societies occurs not as an individual but as a
group phenomenon; therefore, seeking community-wide participatory responses to
programs is crucial. In effect one could say that community participation in
a water supply and sanitation program is in itself a key objective of health

education and a necessary condition for the wide range of behavioral change
needed to bring about health objectives.

The Titerature on primary health care and water supply and sanitation, and,
for that matter, on development in general is replete with references to the
need for communities to participate in projects from their inception if those
same projects are to succeed (see references 16 and 51). Case studies of
successful participatory efforts are as numerous as those of failures where

separated conceptually and programmatically from health education in the

/ii;7 %articipation was neglected. Community participation has frequently been

J

context of water supply and sanitation programs. Promoting the participation
of a population is seen as the responsiblity of the water supply agency or
sometimes more vaguely the "sociologist." In effect it usually does not occur
unless some other agency is involved in the project, such as a ministry of
social affairs, health, community development, or agriculture and rural
development. Health education, on the other hand, is more often viewed as
related to sanitation and domestic hygiene and therefore the clear
responsiblity of the ministry of health. Ministries of health and in
particular their health education divisions are, however, held 1in general
mistrust by ministries charged with water supply. Health education divisions
are frequently understaffed, underbudgeted, and so lacking in transport that
staff almost never get to the field. The whole program is often centered on
the production of a few visual aids and a radio program. Health educgijon as
a part of a water supply and sanitation program may therefore be quite reduced
or even absent. This discussion is meant to point up the obvious fdinterface
between the need for community participation in these projects and the
objective of health education which is to change specific human behavior in
relation to water and sanitation. The fact is that achieving these behavioral
objectives is as dependent on the participation of whole communities as is the
maintenance of a facility. Visual materials can add greatly to the efforts of
fieldworkers to promote participation and can satisfy the need and right of
participating communities to make informed decisions.

How can efforts to change human behavior be combined with parallel efforts to
promote the participation of communities in a water supply and sanitation
project? One must first of all be clear about how to promote participation.
A number of guidelines have been written (references 25, 58, and 60)}. There
are a number of steps which R. Isely et al (25) refer to as a critical
pathway. (See Figure 1.)

The Togo Rural Water Supply and Sanitation Project

One of the most successful examples of this kind of thinking in action can be
found in the Togo Rural Water and Sanitation Project. This project, financed
by USAID, began in 1981 as a wells project with a health and sanitation
component and 1is today an integrated water supply and sanitation project in
the best sense of the term. Nearly everyone associated with the project will
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Fig. 1 - The Generic Process of Facilitating Community Organization:

A Critical Pathway

Each step is necessary to achieve objectives

Meeting Community Leaders

Gathering Information

Identifying Existing Structures

Selecting Priority Problems

» Choosing One Problem to Work On

Assessing Local Resources

Setting Staged Objectives

Setting Responsibilities and Time Schedules

Implementation

Evaluation of Results
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today agree that the key to success has been the adherence to a systematic
approach to community participation (39). In this approach, successive
training cycles introduce each new step in the process. Trainees include
supervisors, fieldworkers, and villagers. The target group in each village is
the 7- to 13-member village health committee.

The training cycles cover successively:

o Establishing the health committee

o Deciding on roles and functions of officers

o Assigning responsibility for the well and pump, including appointing
and training a caretaker

e Selecting and planning village-level projects.

Many problems have presented obstacles to the success of this project. Wells
were sited and drilled before the health committee could be formed. Wells
dried up, leaving villages with a sense of abandonment; villages planned
projects with 1ittle sense of what health problems the projects were designed
to address; and villagers got into conflicts over access to a well.

Patient work among agencies and with villages has reduced the seriousness of
most of these problems. Throughout the project there has been great
flexibility as to program content but strict adherence to participatory
methods and processes -- the critical aspect in successful programs. If from
this process an organization results that can take charge of the long-term
maintenance and repair of water and sanitation facilities, then the change in
human behavior needed to assure health benefits becomes possible as well,

Assuring Popular Participation

There are several ways in which a health committee might create a climate
favorable to behavioral change:

e Promoting as wide a participation in decision-making and project
execution as possible

e Making a point of including as many influential persons as possible,

including women, in the committee itself and in decision-making and

project implementation

Applying direct social pressure on households that do not cooperate

Holding community-wide meetings for information and education

e Engaging school teachers, students, and other youth in activities of
the committee.

A. White (58) suggests six factors which singly or in combination can induce
individual health-related behavioral change:

New understanding of benefits

Acceptance of authoritative assurances

Change endorsed by a respected "reference" group

Informal social sanction supporting conformity

Formal sanction requiring conformity

Facilitation of change to make adoption of new practices easier.
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Through these and other means of assuring popular participation in project
activities and the behavioral change needed to make those activities

effective, audio-visual aids have proven useful both for providing information
and motivation.

2.1.5 Audio-Visual Aids Promote the Process of Behavioral Change

Recognizing the importance of human behavior in reaching Drinking Water and
Sanitation Decade goals, WHO declared in Drinking Water and Sanitation,
1981-1990:

achieve the objectives of the International Water Supply and

Sanitation Decade by the carefully planned use of communications

media, which are also a permanent feature of training, support

programs for community participants, and health education.

Communications work should stress the close relation between safe

water, good sanitation, food hygiene, adequate nutrition levels and

health, as well as the meaning of the Decade as an institutional

framework. The difference in local traditions, customs and behavior !
makes planning and preliminary testing of communication methods for!
each target group essential. Preparations for and promotion of the

Decade should be integrated with all current or planned programs of

health education."

wL(‘“People can be encouraged and motivated at an early stage to help

Audio-visual aids can play an important role in bringing about the behavioral
changes we have discussed although they, 1like education, are not ends 1in
themselves; rather they serve to assist programs in accomplishing their goals.

Audio-visual aids may also be used for a variety of non-educational purposes.
They transmit emotional appeals, exaggerations, and distortions employed by
propagandists. They announce demands of authorities and compel compliance.
They offer products and services being marketed by catering to existing
consumer needs and wants and by seeking to modify these desires. While some
of these purposes will be addressed in this document, primary emphasis is
given to educational approaches to behavior change stressing voluntary
individual and community changes within the context of community health and
development programs. To a Tlesser extent, materials will be presented which
are employed in "user education programs" which might be more accurately

described as user instruction for proper use and maintenance of water and
sanitation systems.

While audio-visual aids can serve to support health communications, they can
also undermine educational goals by over-emphasizing the provision of
information, disrupting two-way person-to-person communications, and blocking
effective participation.

J. Vella, in her article "Visual Aids for Nonformal Education," (53) makes a
number of important points:

“The argument for building up a repertoire of visual aids that can be
used in adult nonformal education is corroborated by recent research
on adult learning. In The Modern Practice of Adult Education (1975),
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Malcolm Knowles has compiled some fundamental facts on adult
learning. His research holds that adults learn best:

1. when they feel themselves respected in the environment;

2. when the new Tearning exploits their 1ife experience and
builds upon it;

3. when they see the things being learned as immediately useful;
and finally

4. when there 1is some visual or practical component to the
Tesson.

As a rule of thumb we recall 20 percent of what we hear, 40 percent
of what we hear and see, and 80 percent of what we can discover for

ourselves. That pattern Tlends an urgency to the need for relevant
and significant visual aids."

Audio-visual aids, by their nature, contain pre-determined messages. Instead

of seeing them within the context of a community education program, there is a
tendency to see such aids as simply tools for information-giving or possibly

dog or motivating behavorial change. In the past, it was commonplace for health
ool a‘q- education messages to be decided upon by officials and technicians at
eadquarters who felt that they understood what people ought to know or do to

protect themselves from environmental risks. For example, campaigns have been
launched urging people to boil water whether or not they believe in the germ
“fqm.,(i?meory or can afford the required fuel. More recently, message content has
L been determined by the findings of social scientists who employ survey
techniques to discover the knowledge, attitudes, and practices of individuals.

A contrasting approach is presented by L. Green (20), who sees community
- a4 health education and aids which support such education as a participatory
‘~\_process which includes self study by the community of its values and needs,
documenting of needs and health barriers by the community, and decisions by

e community about its own_priorities. K. Pisharroti (38) dnsists that

eaTth education goes beyond knowledge, attitudes, and behavioral components.

Health education promotes dinteraction of indiviaual, family, and community
behavior through a process involving a series of steps and efforts by learners

themselves. Health educators provide the framework in which these steps can
occur,

) ;:l l!_lv\..

This report does not aim to justify using audio-visual aids in support of
water and sanitation programs. Very 1ittle evaluation has been done to
measure the effectiveness of these materials. Also, audio-visual aids
constitute only a part of one component of water and sanitation programs. No
studies have been uncovered which account for the role of audio-visual aids in
water and sanitation programs in contrast to other educational interventions.
Evaluations undertaken, as reported by J. Jenkins (27) and J. Leslie (31)
refer primarily to nutrition, immunization, and other components of primary
health care (see Attachments C and D: Mass Media for Health and Nutrition
Education). An exception is Tanzania's "Mtu ni Afya" (Man is Health) campaign
which employed radio, booklets, and group discussions among some two million
people during 1973. Prior to the campaign, 20 percent of the population were
reported to have latrines. This number increased to 50 percent within six
years (60). No mention is made, however, of the persistence of the effect.
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An evaluation was also made of the national development campaign in Botswana
which, in addressing water supply and health dissues, gave major emphasis to
community participation in mass media education (12). It was reported that
there was a significant increase 1in knowledge and awareness on the part of
government of how people can contribute in the development process.
Additional discussion of findings from programs using audio-visual aids can be
found in Chapter 6 of this report.

2.2 Using Audio-Visual Aids -- Some Basic Principles

2.2.1 Stages in Health Education

The process selected for developing and using audio-visual aids will be
strongly influenced by the overall policies and strategies of a program, as
discussed earlier in this section. A six-stage model appearing in Figure 2 is
largely followed in the organization of this report, and offers a useful
framework for discussing the communications progress inherent in using
audio-visual aids.

Stage 1: Planning and strategy selection 1involves careful determina-
tion of program objectives and target audiences and the development of
an overall strategy for a consistent program, both in terms of techni-
cal content and program policies. At this stage, one reviews existing
information and decides what additional information is required for
formulating a communications strategy. While this scheme was
originally applied to family planning communications, its contents are
just as applicable to water supply and sanitation.

Stage 2: Concept development consists of a series of ideas or drawings
which can be further developed if pretest results are favorable.
Field research findings commonly support the preparation of several
concepts. Only a few will eventually be selected for use while others
might be reserved for Tlater phases of a project. The process of
selecting the most important messages is critical to successful
communications and must dinclude such factors as probable dimpact on
achieving overall program goals, costs, social compatibility,

complexity, and other characteristics such as those discussed in the
change models presented earlier.

Stage 3: Message execution consists of a process of developing
complete messages through a series of pretests which assess how well
messages are being comprehended and the extent to which they can be
recalled. Strong and weak points of an audio-visual aid are
determined and measures made of perceived relevance by various target
audiences. Sensitive or controversial messages are uncovered, and
other factors of importance in inducing change are studied.

Stage 4: Implementation consists of making a series of decisions
concerning message content, sequences or phasing of communications,
and formats to be used; training workers and volunteers with
responsibilities for health communications; printing or reproducing
audio-visual aids; and carrying out message dissemination activities.
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Fig. 2 - Stages in Health Communication

Stages in Health
Communication
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Shaded boxes indicate
stages when pretesting
is used.

Source: "Pretesting in Health Communications," U.S. Department of Health and
Human Services, National Cancer Institute, Pub. 83-1493, 1982,
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Stage 5: Assessment of effectiveness determines the extent to which
audio-visual aids have supported changes in knowledge, attitudes,
specific behaviors, or other factors to be influenced with the help of
the aids, such as perceptions of social acceptability. A common
practice, where it is possible, is to compare levels of knowledge,
attitudes, and practices prior to introducing audio-visual aids with
levels measured at various times during or after a campaign. When
resources permit, more scientific techniques, including using control
areas, are employed. Before/after measurements are also made in other
control communities to determine if changes found 1in program areas can
be attributed to communication efforts or to other factors.

Stage 6: Feedback to stage 1 prepares educators to improve upon their
efforts through analyses of all factors which might bear on the
outcomes of evaluation, including message content, choice of
communication channels, adequacy of training, adequacy of message
distribution, and others. This stage offers important opportunities
to uncover problems and plans for improved future communication
cycles,

It should be admitted here that, although these are the steps that one should
follow in the process of developing audio-visual materials, not every health
education unit of a ministry of health or every community health program will
have the wherewithal to follow them. Throughout the report references will be
made to options for resource-poor organizations. The objective after all is
not to discourage health workers from producing materials by making the

process too costly but, on the contrary, to show how almost every organization
can and should produce materials itself.

2.2.2 Planning Health-Related IEC Programs

In a recent publication, J. Middleton (33) highlighted eight principles for
planning health-related information, education, and communication (IEC)
programs based upon many years of experience in family planning communication:

1. Natjonal or overall project policies will strongly influence
communications strategies. Therefore, assessment of existing
policies, including material and organizational resources and mass
media systems, should be carried out early.

2. A11 successful IEC programs require careful analyses of the human
behavior to be changed, including factors which determine
varieties of behavior, such as sociocultural and political
conditions.

3. Effective strategy design must be based on a clear understanding
of how people learn and change behavior. Programs must apply human
learning principles, as well as take advantage of multiple
channels of communication, to disseminate consistent and
reinforcing messages in carefully predetermined sequences.

4, Even well done technical analyses will not be sufficient without
making message analyses and pretesting integral components of IEC
efforts.
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5. Direct and continuing audience participation is essential for
long-term success.

6. Skilled, flexible, and creative management is as important as
quality media design for successful implementation.

7. Evaluation and feedback are critical elements, and require
effective management information systems.

8. Health programs cannot succeed if they are isolated from related
health and development activities. Effective collaboration with

other "stakeholders" needs to be built into each stac stage of
developing communications.

The Ghana Plan

A useful example of national IEC planning is provided in a workplan developed
by a team from Ghana and presented at an dinternational workshop on
communications planning held in 1970 (8). The Ghana plan, which is presented
in Attachment B, had six distinct goals: to increase awareness of family
planning as a desired behavior, to legitimize family planning, to sensitize
the public about its popu]at1on probTems, to provide .information concerning
contraception, to motivate people to use and encourage the use of
contraception, and to reassure people about the safety, effectiveness, and
appropriateness of contraception. For each of these goals, there were
sub-goals, accompanying strategies, target groups, and the designation of the
media to be employed. The plan also included both annual and monthly work
plans. It must be noted, however, that the Ghana plan represents only Stage 1
in the six-stage process discussed earlier. It offered a tentative plan of
what could be done, how and when, but would be subject to change based on
pretesting and evaluation feedback.

It is noteworthy that the Ghana plan went well beyond the technical issues of
contraception in formulating campaign goals. It 1is equally important for
water and sanitation communications planners to didentify overall goals for
specific target audiences. For example, 1in a water and sanitation program
implemented by the Institute of Nutrition of Central America and Panama
(INCAP) din Guatamala, a major communications goal was to convey to the
population of E1 Bongo community the idea that they had a sanitation problem
as well as the power to eliminate the problem through community action (18).
Audio-visual aids were designed to support the "reflexion-accion" (conscious
awareness-action) program philosophy. Detailed training materials were
therefore developed which gave strong emphasis to effective use of
audio-visual aids to foster community awareness and action rather than simply

conveying information about using sanitary systems brought 1into a community
from outside agencies.

Honduras: Programs in Environmental Sanitation

Another important effort which provides useful information about planning IEC
activities is being undertaken by the government of Honduras with assistance
from the Academy for Educational Development (AED) in Washington, D.C. There,
two separate programs are underway to improve environmental sanitation and to
decrease morbidity and mortality associated with severe diarrhea. Two recent

-24-



publications draw upon experiences in Honduras and elsewhere for designing a

health education strategy and applying behavioral analysis to training health
workers. (Portions of these reports can be found in Attachments E and F).

The first publication, "Mass Media and Health Practices Project Paper" (26),
begins by noting that earlier moods of pessimism concerning what can be
expected of mass media have changed as a result of recent successes. IEC
planners and workers have come to realize that communication support cannot
serve as a "quick fix" through intensive short-term campaigns. Rather, such
activities serve project goals well when they are part of carefully defined
communication strategies supporting integrated service-delivery systems, and
when they are properly monitored and corrected. The report goes on to say:

"The success of a public education approach...requires a sensitive
understanding of how people are affected by specific health problems,
articulate crafting of educational messages which are both useful and
practical, and a coordinated distribution network which reaches each
individual through various channels, simultaneously."

The second publication, "Behavioral Analysis Applied to Health Training" (49),
reports that in Honduras, 108 possible health messages concerning prevention
and treatment of diarrhea were developed and subjected to intensive analysis
and scoring according to a nine-item behavioral evaluation index. Behavioral
analysis based upon field observations, related these possible messages to
needed knowledge and skill among rural people and to information about when
certain kinds of health-related behavior are required. Attention was given to
actual availability of resources essential for behavioral change, e.g., oral
rehydration salts. IEC planners were concerned not only about positive and
negative observable consequences of new behavior, but also about rewards
derived from earlier behavior which had failed adequately to protect health.
By applying these rationales, the preliminary 1ist of 108 messages was pared
down to five messages concerning prevention and nine concerning treatment of
diarrhea, all of which were subsequently pretested in the field. (Additional
details describing AED activities in Honduras can be found 1in subsequent
sections of this report.)

1984; The Year of National Village Water Supply in Burkina Faso (Upper
Volta)

No information 1is currently available concerning communications plans
worldwide 1in support of the goals of the Water and Sanitation Decade. The
effort connected with this report made no attempt to obtain such plans,
although one, dated June 1983, was received from the Ministry of Rural
Development in Burkina Faso (Upper Volta). Burkina Faso has designated 1984 as
the Year of National Village Water Supply, has held a series of meetings and
campaigns 1in dits support, and has identified the resources required to
accomplish its educational goals. This plan appears to be particularly well
thought out 1in respect to involvement of a wide variety of government units
but does not contain information describing the collection and analysis or the
types of data needed for preparing communications.

Agencies which participated in this study of audio-visual aids in water and
sanitation were asked if special studies had been conducted to learn about the
beliefs and attitudes of target audiences which could be used in determining
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media content. Over two-thirds of those who responded stated that such
studies had been carried out. However, descriptive data indicated that many of

these studies were quite 1informal and were carried out by staff without
special training.

2.2.3 Recent Trends

A review of recent publications on planning health-related IEC programs shows
that perhaps the most important observable trend is away from viewing communi-
cations as the 1linear process of sending a message from a source of
information, through a channel of communication, to a receiver -- the four
traditional elements 1in communications design. Rather, there is a growing
appreciation of the complexity of the behavioral change process and how
communications can have an impact on this process. For example, as reported
earlier, Tonon found changes in water and sanitation attitudes and behavior to
be independent phenomena. An additional noteworthy trend is to give greater
attention to discrete segmented audiences such as women and/or older siblings
rather than simply considering audiences as "rural masses." This change
appears to have been influenced both by the contributions of marketing

specialists, as well as by the less than satisfactory results of addressing
undifferentiated audiences.
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Chapter 3
DESIGNING MATERIALS: DATA NEEDED AND HOW TO COLLECT AND INTERPRET IT

3.1 Data Needed

Chapter 1 makes the point that the purpose of audio-visual materials 1is to
assist community health workers in the often difficult task of changing deeply
ingrained and customary patterns of health-related behavior. Workers can best
use audio-visual aids if they employ change strategies which are well founded
and tested. Audio-visual aids must be consistent with such strategies if
their messages are to be clear and believable. The information required for
designing a primary health care program or other health interventions is quite
similar to that needed for designing communications support. With the!
exception of pretesting specific messages or materials, such data collection
can meet the needs of many different program workers.

Those designing audio-visual materials for use in a water supply and
sanitation program need a thorough knowledge of the program itself and of the
populations it serves in order to develop materials that are specific,
realistic, and potentially effective.

Data needed to design effective audio-visual aids fall into several
categories:

1. Data on objectives and content of the specific program for which

materials are being developed, including the technologies employed in
the program.

2. Data on program successes and accomplishments. What has worked and why?

3. Data on problems and obstacles that the program has encountered in the
field or is 1ikely to encounter, such as

o attitudes and beliefs toward water supply and sanitation

o deficiencies in knowledge concerning water supply and sanita-
tion

o current practices regarding water and sanitation.

6. Data on local social organization, decision-making, and communication
patterns.

7. Data on leadership: traditional, political, opinion Tleaders, and
influential people of all kinds.

8. Data on prevalent diseases and other health conditions.

9. Data on the economic characteristics of the communities served.
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3.1.1 Program Objectives and Content

These data should be wused to answer basic questions about the purpose,
objectives, and activities of the program.

e What is the overall purpose of the program? Improved health? Enhanced
socio-economic well-being?

e What are the objectives of the program?

- In terms of the number of installations

- In terms of the population to be served

- In terms of the geographic area to be covered

- In terms of other measurable health, sanitation, behavioral, or
social indicators, e.g., diminutions in disease prevalence,
increases in handwashing and 1latrine use, numbers of active
health committees, etc.

e What are the main program activities?

- Installation of wells? Capping springs? Installing infiltration
galleries? Constructing rainwater catchment systems?

- Llatrine construction? Well protection and drainage systems with
soakaways? Construction of cattle troughs? Of washing places?

- Training health and water supply personnel? Training village
leaders, committees, health workers, pump caretakers? Others
being trained?

- Health education? User education? Modes and methods used? Tech-
niques employed?

3.1.2 Program Successes

Here the focus is on accomplishments -- not merely in numerical terms (e.g.,
number of wells dug or drilled, number of latrines constructed or number of
trainees of a particular type trained) but on a qualitative estimate of
success. One 1is therefore interested in the depth and output of wells, the
gquality of spring construction, the aesthetic or practical quality of
latrines, the performance of trainees, and the function of village health
committees. It is probably as important to depict successes in visual aids as
to describe problems. Equally important is to describe why programs have been
successful, looking at characteristics of both the program and the recipients
for explanations. Too much health education material related to water supply
and sanitation dwells on the negative, the pathologic, and the unclear, rather
than on giving confidence to recipients in their ability to solve problems.
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3.1.3 Problems and Obstacles

Attitudes and Beliefs

Being concerned with attitudes surrounding water supply and sanitation is not
a new phenomena. In 1955, E. Wellin (56) discussed at length problems faced
in attempting to get Peruvians to boil drinking water (44). His article, which
was dncluded in a well known collection of social science case studies,
contributed to the growing concern with the behavioral change process as it
applied to developing countries. Interest in attitudinal factors received a
conceptual 1impetus from the agricultural extension movement in the early 1950s
when the adoption and diffusion of ideas were first studied (6). By the early
1960s, demographers working on population and family planning projects were
trying to find a correlation between certain attitudes and beliefs and
acceptance of family planning. "Knowledge, attitudes, and practices" (KAP)
studies, which they soon developed, were widely used as an innovative means of
gaining insight into how to encourage support for family planning. It was
disappointing however that KAP studies failed to provide answers about why
people believed or acted as they did (43), leaving communications planners
with inadequate information for developing change strategies. In addition,
methodological weaknesses in these early KAP studies resulted 1in uneven
reliability and validity.

Deficiencies in Knowledge

While it has not been proven, it seems improbable that anyone using or
maintaining a pump or a spring, constructing a latrine, or participating in a
health committee would not behave 1in a more correct manner if proper
information were offered and acquired. Data on what people know about
specific subjects would therefore be of crucial importance to designers of
audio-visual aids. For example:

o Pump caretakers must have a knowledge of parts of the pump and how to
maintain it. ’

e Women must know how water could be contaminated from the source to the
1ips and how diarrhea and other intestinal infections are transmitted.

e Health commitfee members must know what their roles and responsibili-
ties are as members and officers vis-a-vis the community.

Current Practices

The data sent from Peru probably contains the most important KAP data for the
designer of audio-visual materials. Examples of questions needing answers
include:

e What experience, if any, have people had with the use of latrines?

e What are current defecation practices for various groups (male and
female and small children)?

e Where do people draw water at various seasons?
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e How much water is drawn per day?
e How much time is spent drawing and carrying water?
e What is the water used for? From which sources?

e How is water transported and stored?

e What practices are connected with various water uses: handwashing,
bathing, clothes washing, housecleaning, etc.? How frequent are they?

With respect to all three (attitudes, knowledge, and practices) care should be
taken to discern what are already problem areas for project implementation,

i.e., where especially intensive educational efforts are needed, including the
use of specially designed materials, and also to designate areas where

problems are 1likely to occur. Thus, a rather broad set of data might be
needed.

Studies of knowledge, attitudes, and practices concerning water supply and
sanitation reported by C. van Wijk-Sijbesma (52) tend to have grown in number
since the early 1970s. The work of G.F. White, studies by M. Elmendorf (15},
and particularly W. A. Smith (47) at the Academy for Educational Development
(AED) in Washington, D.C., and his colleagues at Stanford University's Insti-
tute for Communications Research have further advanced knowledge of attitudes
regarding water supply and sanitation.

3.1.4 Prevalent Diseases and Other Health Conditions

An effort might be made to establish prevalence rates for certain easily
identifiable diseases to guide workers in the design of audio-visual aids.
Examples of diseases related to water and excreta that could be identified by
workers without clinical skills might include those shown in Table 2. It is
emphasized that these suggested indicators are not precise measures but only
indirect estimators of disease prevalence. These proposed measures can be
enhanced by combining them with certain environmental observations regarding
urination and defecation patterns. For example, if there is a high rate of

- bloody urine in young boys and the most frequent sites for washing and bathing
are ponds and lakes, one can assume a high prevalence of schistosomiasis. Of
necessity non-hea1th personnel will have to be trained in certain techniques
of physical examination and medical history taking.

3.1.5 Data on the Economic Characteristics of Communities Served

Certain data should be collected from which conclusions can be made concerning
the economic capacity of a community to adopt certain behavioral changes. In
order to assess the economic base of a community, both assets and Tiabilities
must be considered. The assets of a community consist of its stock of goods,
equipment, and money, the flows of 1labor services, and the production of
goods. The 1iabilities consist of consumption demands within the community
which include disposal "costs" for wastes and waste products, and flows from
the community in the form of taxes and payment for imported goods and
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Table 2

Easily Identifiable Water or Excreta-Related Diseases

Relation to water Prevalence
Disease or excreta markers
Malaria Water-bred vector

African sleeping
sickness

Bilharzia
Hookworm
Diarrhea

(various
etiologies)

Trachoma

Filariasis

River blindness

Breeding sites near
water points

Water-based vector

Contaminated soil

Polluted water
Insufficient quantity
of water

Lack of personal
hygiene

Insufficient quantities
of water

Water-bred vector in
Africa breeds in pol-
Tuted water and
latrines

Fast moving water is a
breeding site for vector

Enlarged spleen
Somnolence
Hematuria, Hepato/
splenomegaly
Pallor

Number of days with
diarrhea per week
(infants and small
children only)

Inflamed eyelids

Elephantiasis,
hydrocoele

Nodules near joints,
inflamed eyes
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services. The resultant estimate of net surplus is what could be allocated,
in part, to water and sanitation development. It must be pointed out that the
form that the net surplus takes is dependent upon the basic socioeconomic

structure of the community, whether it be agricultural, fishing, or job/wage
dependent.

Finally, the community infrastructure must be analyzed: marketing (including
financial markets) communication, and transportation systems (road network,
truck, and bus system), and the distance from sources of materials and market
outlets. Additional socioeconomic factors to be considered dinclude the
borrowing/lending tradition within the community, the land tenure tradition
and traditonal occupational stratification, caste dictated or otherwise.

From these data it can be concluded whether certain practices should be
promoted (for example cement slab or pour-flush Tlatrines, straining water
through a double thickness cotton cloth to prevent Guinea worm, or using
UNICEF oral rehydration packages) and what to depict in audio-visual aids in
the way of house type, dress, and other signs of relative affluence.

3.1.6 Local Social Organization, Communication Patterns, and Decision-Making

Existing Local Organizations

Organizations such as 1local cells of the political party, cooperatives,
savings and loan associations, parent-teacher associations, associations of
artisans, age groups or persons having special roles should be identified, and
an estimate of the degree of participation by the total population, various

age groups, and males and females should be made. Finally the strength of
these organizations should be assessed.

Communication Patterns

It is important to know about patterns of communications because one can then
predict how efficiently information about potential modifications in water
supply or sanitation-related behavior may be transmitted, how decisions are
enforced, and how innovation is introduced from outside the community. The
basic set of questions should attempt to identify kinship and friendship
networks and to find out how specific kinds of information are communicated.
The net result should be the elucidation of leverage points for dintervention
in the community.

Decision-Making Patterns

Questions regarding this set of data need to be directed at selected groups of
community leaders: both decision-makers and others. The basic questions
concern who makes what decisons, who participates in decison-making, and how
decisions of various sorts are communicated and 1mp1emented:

3.1.7 Leadership

An attempt should be made not only to identify local 1leaders and their
relationship to each other and to groups in the population but aiso to
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determine how a leadership role is attained. G. Ukandi and H. Seibel (50)
suggest that societies having predominantly inherited leadership roles accept
innovation less well than those where leadership roles can be achieved through
individual effort. Other evidence, however, suggests that societies with

inherited leadership may be more coherent and thus more likely to engage in an
organized effort (25).

3.2 Collection and Interpretation of Data

Most organizations engaged in the production of audio-visual materials are not
able to undertake a major data-collection effort in order to provide informa-
tion for the materials development process. No doubt the only recourse Tleft
to most organizations is to work closely with technicians and trainers in the
field in order to produce materials that respond as closely as possible to the
needs for behavioral change as they perceive them. Such collaboration implies
that at a minimum artists and designers be given small travel allowances to
permit travel to field sites and that they be invited to participate in work-
shops, seminars, and formal training sessions where ideas are exchanged, suc-

cesses reviewed and analyzed, and problems discussed. Other alternatives
include:

1. Try to locate other units 1in the ministry which can collect data
for them or which have existing relevant data

2. Piggy-back certain questions to other surveys, for example, the
census

3. Eliminate 1less vital information and have existing staff collect
only essential information

4, Use simplified non-random data collection techniques such as focus
group interviews.

In Thailand, villagers themselves are being helped to conduct their own
studies of basic needs including information on knowledge, attitudes, and
practices regarding water supply and sanitation. A further option 1is for

government agencies or private organizations to contract with universities or
research institutes to collect data.

For those who have the means, however, more sophisticated ways of gathering
data are available. Figure 2 1in Chapter 2, showing the stages in health
communications, calls for the use of pretesting 1in the first three stages.
These early stages have been referred to as "pre-program" stages when research
requirements differ markedly from those needed for implementation, assessment,
and feedback. During these early stages, developmental investigations are
required for clarifying desired behavior, observing and measuring current
practices by specific segments of the community, and for gaining a deeper
understanding of attitudes, beliefs, social constraints, economic conditions
and other factors which influence prevailing practices.
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3.2.1 Behavioral Analysis

Figure 3 offers a graphic presentation of how information collected in a
variety of ways feeds into both national media and health systems to assist in
defining a given health problem such as diarrhea. Rather than beginning with
a list of what people need to know to stimulate behavioral changes, the
approach supported by AED in Honduras, the Gambia, Swaziland, and elsewhere is

to conduct behavioral analyses. Attitudes, although important, are of
secondary interest (2).

The Mass Media and Health Education Practices Project in Honduras devoted nine
months to .carrying out behavioral dinvestigations and employed four general
strategies: analysis of existing statistical and social science information;
interviews with about 175 individuals; 62 "focus group" interviews with
approximately 402 rural individuals; and direct observation of selected
practices in 24 rural homes, While the resources required for behavioral
analyses of this depth are unlikely to be available to many program planners,
the approach taken in Honduras offers a sharp contrast to the much more casual
studies undertaken in many programs. Early reports indicate that the Honduras
program has greatly benefited from its intensive studies, avoiding serious
errors which might have otherwise been made. For example, a combination of
direct observation and bacteriological Tlaboratory investigations revealed
that, contrary to expectations, beans prepared by mothers were not a
significant cause of diarrhea, since mothers withheld beans from young
children in the belief that they were too difficult to digest. However, corn
tortillas were fed to children, and they proved to be highly contaminated as a
result of poor food preparation and handling -practices, a fact which would not
have been uncovered without direct behavioral opservation. Programmatic goals
and communications strategies were adjusted accordingly.

3.2.2 Social Feasibility Analysis

A second category of information important to water supply and sanitation
communicators concerns whether or not a community will find program goals
compatible with prevailing customs and conditions. Social feasibility
analysis is an approach designed to answer such questions as:

e Do the intended beneficiaries want improved sanitation?

o Are the beneficiaries able and willing to pay for sanitation
improvements?

e Are the beneficiaries able and willing to contribute Tlabor and/or
materials toward the cost of sanitation improvements?

e Do people's likes and dislikes fit those of the technology options to
be provided?

e Are the technology options to be provided compatible with the existing
defecation practices and related habits of the project population?

e Are the planned Tocations of latrines acceptable to beneficiaries?
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Fig. 3 - Developmental Investigation
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Source: "Mass Media and Health Education Practices Project," Academy for
Educational Development, Document 18, 1981.
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Fig. 4 - The Process of Social Feasibility Analysis

Data on project Plan of
populations and proposed “«—
their environment project

] 13
Review those Specify the implicit L
characteristics l—————— | assumptions the project
which will makes about people's
determine people's needs, attitudes,
response to 4—-———————1 behaviors, resources,
sanitation inputs etc.

L ]

¥

Specify incompatibilities
between sanitation project
plan and the gocial,
cultural, and behavioral
context,

v

Review recommendations
with engineers

Recommend solutions
to incompatibilities

l

Note the likely problem
areas which remain and
at what stage of the
project they are likely
to become evident
(pre-, during or post-
construction).

l

Identify and cost Feedback to communi-
communication support cation support and for
activities which are < modification of next
needed to improve the phase activities
project's success.

)

Design aesociated
monitoring and
evaluation activities

-36-



Table 3

Types of Social Input that Can Occur
in Low-Cost Sanitation Projects

Types of Social Input chat can occur in Low-coat Sanitation Projects

Input

What it does

Timing

Functiocal Linkage to
Engineering

Linkage to Other Social
Inputs

l. Social Assessment
[or Rapid Social
Asgsessment |

2. Social Feasibility

Analysis
(a) During early

stages of project
planning. (Pre-
feagibility Report)

(b) During later astages
of project planning
(Feasibility Report)

3. Social Design
(a) General soclal design
of project

(b) Design of cowmmuni-
cation support
activicies

(¢) Deeign of social
monitoring and
evaluation

activities.

Source:

Heli

Collects, organizes and
interprets useful social,
cultural, and bebhavioral
information about the
project population and its
environment.

Helps to identify the
initial idea for the
sanitation project and
makes sure that it will
work in social terms.

Reviews the compatibility
between the engineering
design and the project,
its populations and social
enviroament.

Adapts project
technologies and
implementation strategies
to social, cultural and
behavioral environment.

Identifies and details a
package of information,
wotivation and education
(IME) activities which
will “sell”™ the sanitation
improvements and also
ensure that they will
bave the desired impact.

Monitors how response
materializes to the
sanitation project, bhow
well latrines are used,
and studies what effect
project has had oa
beneficiaries and their
environment.

Perrett, "Social

During sector work
or the early stages
of project work.

It can also occur
as a rapid social
agpessment during
feasibility work at
later stages: (2)
below.

Ideally should take
place at same time
as engineering
pre—feasibility
work; sometimes is
combined with
soclal feasibility
analysis: (b)
below.

Should occur as an
iterative process
during engineering
feagibility work.

Later stages of
project preparation,
linked to mocial
feasibilicy
analysis, and
during early
implementation
stage.

Towards latter part
of project
preparation
process, following
feasibility
analysis.

Design of social
IME activities
usually done in
conjunction with
design of
communication
support activities
where these exist.

Feasibility Analysis

Provides the basis for
any consideration of
non-engineering
aapects in engineer-
ing decisions.

Directly linked to
engineering
pre—feasibiliry work
and should help to
decide what kind of
project is needed most,
and whether a cash or
labor contribution
would be indicated.

Checks assumptions made
by engineers about how
people will participate
and respond, in order

to recommend necessary
changes in any aspect

of the project design.

May suggest
modifications in

engineering design.

The IME component has
to be closely
coordinated with
engineering
construction schedule.

Often belps to explain
the cause of
engineering findings,
particularly where
people play a part in
any problems
experienced.

in Low-Cost

Lays the basis for social
feagibility work. Can
also prove useful in
designing communication
support or health
education components.

Builds on social
assessment, where it
exists.

Builds on social
asgessment. Lays basis
for communication support
design by defining
objectives for it.

Builds on social
feasibility analysis wost
specifically, but also
relies on information
available io social
assegsment.

Builds on social assesameat
and feasibility amalysis,
and attempts to make up for
what social design has not
been able to do in ensuring
project success.

Builds oo all previous
work but especially social
feasibility analysis.
Feeds back into next cycle
as project undergoes
expangion or replicatioca.

Sanitation

Projects," Technical Advisory Group, UNDP, World Bank, Technical Note 5, 1983.
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¢ Are the planned 1latrine sharing arrangements acceptable to bene-
ficiaries?

e Do projections about the rate at which new latrines will be built or

existing ones improved match beneficiaries' capacity to change their
habits or to adopt new technologies?

The process of developing a communications plan based upon social feasibility
analysis is presented by H. Perrett (36) in a diagram reproduced here as
Figure 4. Perrett's diagram presents three 7levels of studies: social
assessments, social feasibility analysis, and social design, all of whch

provide information needed in developing communication strategies and content
(see Table 3).

3.2.3 Data-Collection Techniques

Clearly an enormous amount of data which has some bearing on communications
planning could be collected. A communication specialist may be needed to keep
data collection both pertinent and within the fiscal and time resources of a
project. Similar care is needed in determining how data will be collected.
Earlier references were made to data collection in Honduras (2). In an
article entitled, "Beyond Campaigns: A New Approach to the Media and
Education," which can be found in Attachment G, five data-collection
techniques are described (see section C2). Each of these methods requires its
own research instrument specific for each unique program. At the other
extreme, selected questions could be asked: during the course of conducting
sanitary surveys by sanitarians or others with some specialized training
interview techniques. An example of such a questionnaire is to be found 1in
Attachment H: Sanitary Survey Form, which was prepared for training community
health workers in Senegal (10). Additional discussion and references to
environmental data collection can be found in an article by M. Elmendorf (15)
in Attachment I, and 1in the World Bank document by M. Simpson-Hebert (46).

(See also Attachment K for a discussion of pre-testings which is similar in
method to basic data collection).

A recent study of considerable importance to water supply and sanitation
communication planners was reported by E. Green (19) describing KAP findings
in Swaziland. Researchers there recognized that traditional KAP studies might
be unsuitable in Swaziland in that Swazis might be unable or unwilling to
respond candidly to questions concerning intimate sanitation behavior. Two
parallel studies were therefore undertaken to supplement KAP studies, one
being a study of traditional healers which employed participant-observation
techniques. A second study was conducted among rural health motivators.
Findings of these studies were useful in planning KAP data collection from
rural populations and are reported in Green's publication. Also included are
sample questions and scoring notes.

0f importance 1is the question of who should collect communications data.
While technical social science studies may require well-trained anthropolo-
gists, sociologists, or skilled interviewers, other workers such as health
educators, sanitarians, nurses, or community motivators may be quite suitable
for many studies. In Swaziland, a combination of social scientists, trained
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Fig. 5 - Roles of Personnel Involved
in Communication Development and Pretesting
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Fig. 6 - Examples of Hygienic Practices
Based on Research Findings
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interviewers, and community motivators were able to handle these responsibili-
ties. One benefit in training community health workers is that the skills re-
quired in asking pertinent and non-biased questions, as well as accurate re-
cording of responses, are valuable assets in helping workers in Tocal
communities.

Regardliess of who collects and analyzes information, however, a close
relationship needs to be developed between field researchers and those who
produce the health education materials. Figure 5 helps clarify some of these
relationships. Many respondents to the survey of audio-visual materials that
forms the basis of this report reported that their data base consisted of
information provided by community health workers, educators, and other staff
members, sometimes supplemented with data from prior studies conducted
independently. Others, such as the Lesotho Urban Sanitation Improvement Team,
employed a sociologist who wused "social distance" techniques to asssess
people’'s attitudes toward feces and related topics. In-depth interviews
revealed that it was widely believed that because children's feces are
harmless, children need not use Tlatrines. Handwashing was not viewed as
related to health in any way. These important discoveries led to modification
of planned communication strategies and messages. Figure 6 contains examples
of hygienic practices based upon the foregoing research findings.

A particularly useful general resource on communications for health in less
developed nations is A. Brownlee's (11) cross-cultural quide. Methods of
gathering information, community communications, and local health systems are

discussed at Tlength, 1including water supply and sanitation beliefs and
practices.
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Chapter 4
PRETESTING

4.1 The Rationale for Pretesting

In simple terms, pretesting audio-visual materials is a way to uncover
possible errors 1in conception or design of the materials before a costly
investment is made in production or distribution of multiple copies.

J. Bertrand (7) defines "pretesting" as the systematic measurement of the
reaction of a group of individuals to a communication prior to its widespread
use in order to identify elements which could be strengthened or to compare
the effectiveness 'of various versions of the same communication. Pretesting
is used to measure a number of characteristics of audio-visual aids. D. Dubey
and A. Bardhan (14) suggest pretesting of effectiveness of appeal;
readability; clarity; effectiveness of presentation; comprehensibility;
acceptability; Tlength; appropriateness of layout, artwork, color, etc.; agree-
ment of audience with the measure; and credibility. Bertrand has condensed
these characteristics into five components: attraction, comprehension,
acceptability, self-involvement, and persuasion. By "self-involvement," she
refers to whether the audience feels that the message is directed toward them-
selves or whether they perceive it to be for "others."

Another approach to pretesting 1is to measure how effectively a given medium
and message promotes the desired change: A person's perceptions of how severe
a health problem might bhe or how susceptible he might be to 1it, can be
altered, as in the "health beljef" model. Success in inducing individuals to
try a new behavior, as a stage in the adoption process, can be measured, as
can the extent to which messages are diffused from person to person.

Pretesting has been widely practiced for decades by those marketing products.
However, in public health education or community development it is more
recent. One stimulus to this development was the work of A. Knutson in 1953
(29) which stressed the importance of understanding differences in individual
perceptions and patterns of understanding and of learning how changes might be
tied to existing beliefs and behavioral patterns. He cautioned, however, that
pretests cannot take the place of sound exploratory studies and competent
educational evaluation. A bibliography on pretesting and related communication
issues taken from a recent U,S. National Institutes of Health publication is
included in Attachment J. It indicates how extensively pretesting has become a
part of communications for health since Knutson's publications.

The impetus for pretesting comes also from research on visual perception. J.
Deregowski et al (13), for example, found that Ethiopians with minimal or no
contact with pictorial materials were able to recognize correctly clearly-
depicted animals although some anomalous responses occurred and the task was
generally stressful. J. Kennedy (27, 28) in commenting on Deregowski's study,
interprets the remarks of his subjects as demonstrating a process of gradual
generalization from recognizable details (head, tail, hoof) to the entire
object (ox, buffalo). Kennedy stresses the importance of retaining re]ev§nt
features of objects depicted in pictures. Designers of audio-visual aids
should probably use familiar objects, but pretesting would help to eliminate
misuses.
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Others have pointed out that rural non-literate people may not understand
three dimensional drawings, drawings of objects 1in proportions Tlarger than

life, or stick drawings. A1l these possible obstacles to perception can be
picked up through pretesting.

A. Wainaima (54) found that rural Kenyans understood pictorial jllustrations
provided they depicted things related to their Tives and experience;
understanding also depended on the quality of the picture. She details
factors of importance in determining the success of an illustration in her
report, concluding that it should never be assumed that a group of people can
understand a visual aid before the material has been tested. For best
comprehension, she adds, materials should not be used in djsolation but as a
part of an entire program.

4,2 The Difficulties of Pretesting

Although pretesting audio-visual materials 1is a highly desirable activity,
many organizations will not find it possible to carry on the relatively
sophisticated pretesting detailed below. Nearly everyone knows about
pretesting, but few are really doing it. The main reasons for not pretesting
are based on the harsh realities of running a health education service or a
struggling community health program in a developing country.

4.2.1 Travel Costs Are Prohibitive

Government approval for travel 1is probably the most difficult to obtain.
Private organizations are frequently operating on shoestring budgets. The
cost of gasoline has in itself caused major reductions in all kinds of rural
health extension services. Thus, it 1is not difficult to imagine why

governments or private organizations would be reluctant to allow an artist to
travel to the field to pretest a set of visual materials.

4,2.2 Perceived Lack of Time

In the rush to finish and distribute materials, pretesting may be seen as a
non-essential impediment to the progress of a program. The objective is to
have the materials in use, irrespective of minor faults that will probably

turn up in any case. Pretesting is seen as research rather than as a part of
the action.

4.2.3 Llack of Interest

Those who prepare visual materials frequently are not trained either as
artists or in the social sciences or education. Their artistic ability and
experience has led to the job of preparing materials. With health education
units underbudgeted as they are, there are also severe shortages of qualified
professionals to guide materials development. Frequently they have neither
the time nor the interest to engage in pretesting.
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4.2.4 Psychological Barriers

There is a prevalent opinion that 1ittle valuable information can be gathered
from pretesting. It probably stems from 1lack of experience with how
pretesting helps or the fear of having one's materials shown to be deficient.
There is a resistance to change materials once they have been prepared. Jobs
are on the 1line. There is no reward for errors found. Even if the barriers

of cost and Tack of expertise could be overcome, the psychological barriers
would remain.

The advantages of pretesting need to be demonstrated with groups and
individuals, with the focus not only on what people see and understand but on
what they like. How could such questions be answered even in a minimal way by
underbudgeted, understaffed organizations?

4.3 Minimal Pretesting

A program of pretesting visual materials may be undertaken even with a small
budget for travel and a Tow level of expertise 1in social science and

educational research. Essential elements 1in a minimal pretesting program
include:

e Pretesting a limited number of priority visual materials. They should
include those for which there is a well-demonstrated programmatic
need -- for example, those concerning pump maintenance, latrine use,
hand-washing, or the role of a village health committee.

e Selecting pretest sites that require a minimum of travel. In most
cities of developing countries there are neighborhoods inhabited by
ethnic groups from every part of the country. Many residents are
recent immigrants to the city. They still think as their rural
relatives do and could be subjects for pretesting materials.

o Using a simple guide on methods of pretesting. Of particular value for
health and development workers is J. Bertrand's volume on pretesting
referred to earlier in this chapter and also 1isted as item No. 19 of
the National Institutes of Health bibliography (see Attachment J).

e Asking simple questions of groups and of individuals, including males

and females, young and old, literate and 1illiterate. These questions
should include:

- What do you see?

- What do you understand?
- Do you 1ike the materials? Why? Why not?

4.4 Pretesting When Resources Are Sufficient

For the convenience of readers, summaries of five pretesting methodologies are
Included in Attachment K.
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Method 1: Readability testing allows workers to test how easily an item can be
read. The National Institutes of Health employs a standard formula for
measuring proportions of polysyllabic words but does not measure such factors
as conceptual difficulty, how materials are organized, contents, etc. and may
be of only Timited use unless coupled with other measures. ("Making Print
Materials Easier to Read" 1is included as Attachment L.)

Method 2: Focussed group interviews which are sometimes called exploratory
group sessions, provide 1Insights into reactions of a segment of a target
audience based upon their perceptions, beliefs, and linguistic abilities. It
is a form of qualitative research.

Method 3: Individual in-depth interviews seek dinformation similar to that

sought in group interviews but is on a one-to-one basis. Both Methods 2 and 3
require skilled interviewers,

Method 4: Central location intercept interviews are perhaps the most common
form of pretest and are carried out at Tlocations frequented by people from
target audiences such as markets or bus stops.

Method 5: Self-administered questionnaires can be of some use for selected
media or training materials if respondents are carefully selected.

Some two-thirds of those who responded to the questionnaire used in this study
indicated that materials had been pretested, although many of these pretests

consisted of showing prototypes to colleagues rather than of systematically
studying the reactions of the target group.

4.5 Examples of Successful Pretesting

4.5.1 The Yemen Arab Republic (Save the Children)

Beginning first with pretesting experiences from the water and sanitation
field, the work of C. Ansell (5) 1in the Yemen Arab Republic is of special
relevance. Her pre-development research among rural people in Wadi Ayyan
revealed a number of important insights. Concern was expressed that clean,
healthy-looking children are the most vulnerable victims of "the evil eye."
Both children and adults commonly clean their bodies with a variety of
pleasant smelling herbs and natural products. People live in extremely close
proximity to a variety of domestic animals, and animals often have access to
well water and water stored in households. However, it 1is widely believed
that water from the community well had a magic quality of being able to clean
itself. Latrines of any sort were rare and the hot dry climate Timited
aesthetic problems associated with using the family compound for defecation.

Health education aids prepared for this project dincluded casette tapes,
poster-sized pictures prepared from photographs, and two sets of photographs.
Three tapes, lasting from 1-1/2 to 3 minutes consisted of couples talking
about hygiene, plus a male "voice of authority" summarizing rules of hygiene.
Drawn pictures were of women washing a baby, washing plates, boiling water,
etc. Photographs covered similar hygienic scenes but avoided showing feces or
much of a person's body.
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0f the three types of media, tapes were most readily received. Males in the
community found them acceptable for household playing, and their short length
eliminated most, but not all, distraction. Women best identified with issues
such as washing babies, while men were engrossed in the "voice of authority"
tape. O0f particular interest was the fact that the tape referred to the
community well by name. It was found that listening groups larger than about
five people would result in distracting side conversations. Repeated playing
of the tapes greatly enhanced Tlearning by overcoming the novelty effect.

Drawn pictures were less effective 1in that viewers spent considerable time
attempting to decipher each picture without really considering its message.
Women coutld not readily relate to drawings of veiled women whom they viewed as
not Tike themselves. Drawings of unveiled women could be shocking and were
rejected. In spite of these limitations, drawings were found to be useful in
introducing new subjects and for attaching special importance to them.

Photographs were 1least useful in that such realistic depictions could be
shocking and cause suspicions that health workers had cameras. However, local
health assistants gained credibility by using tapes and drawings, and interest
in the topics under discussion was increased.

4,5.2 Guatemala (INCAP/AID)

At an INCAP/AID supported project in Guatemala (see Table 1 for summary
information about audio-visual aids reviewed in this report), slides were made
of prototype pamphlets and shown to small groups of people who were asked what
they thought the pictures showed. Comments from these focal groups revealed
the need for many modifications.

Various drawing and format styles were tested with comical drawings

(ITTustration 1) receiving the best viewer response. These were drawn by a
project sanitarian.

Another INCAP effort in Guatemala was the development of a household hygiene
poster containing places to check off whether the household exhibited certain
environmental hazards. Pretesting resulted in several changes in the
direction of simplification, clarification, and closer approximation to local
practices. Illustrations 2 and 3 show some of these changes. In this case, a
decision was made to go from less to more sophisticated settings or household
resources.

4.5.3 Indonesia (UNICEF)

Respondents frequently reported that prototype materials were pretested only
on health workers rather than on the audiences for which the messages were
actually designed. However, a number of projects report using the two groups
sequentially as a savings technique. Such two-step pretesting in Indonesia,
for example, revealed that considerable simplification of messages and
illustration was needed. Furthermore, additional revisjons were needed if the
materials were to be suitable for regional and Tlocal programs, policies, and
situations. Il1lustration 4, showing some of the final results, is taken from
a well-bound flipchart which is used both in the field and for health-worker
training. No Tlong-term evaluations were conducted of the 1impact of these
aids.
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4.5.4 PIACT and PATH

Some of the most carefully pretested health education materials have been
developed by two associated organizations, the Program for the Introduction
and Adaptation of Contraceptive Technology (PIACT) and the Program for
Appropriate Technology in Health (PATH). PIACT, working in some 13 countries
since 1978, has given major emphasis to developing educational family planning
materials for nonreaders, while PATH has focused upon other health concerns,
including family hygiene, oral rehydration therapy, breastfeeding, and
immunization. Their valuable publications summarize some of their major
experiences in Mexico and elsewhere (63). These materials, some of which have
been synthesized with the assistance of UNICEF, have been assembled by the
Population Information Program at Johns Hopkins University 1in Baltimore.
These are a rich source of insights, a few of which are cited below.

PIACT suggests that ideas and information probably cannot be communicated
directly to nonreaders in villages using pictures alone. Villagers who were
not accustomed to looking at pictures had difficulties in perceiving what was
depicted. Even drawings of hands were confusing. A series of drawings
intended to instruct Honduran mothers in the mixing of oral rehydration salts
were not viewed as instructions at all but only as labels. Similar studies in
Nepal showed that villagers did not necessarily look at illustrations in the
expected order or connect the pictures as a reader might be expected to do.
Symbols such as an "x" or check-mark are misunderstood, and other symbols
convey very different meanings from one culture to another. However, these
findings by no means suggest that illustrations are useless for nonreaders.

People are both interested in and attracted to pictures, although they need
help in understanding them.

When pictures are explained by a health worker, messages are remembered
better, and the messages are reinforced by having health workers available in
a home or community. Furthermore, illustrated materials help to standardize
messages conveyed by health workers.

A few anecdotes at this point give emphasis to the importance PIACT places on
careful pretesting. In Bangladesh, it was thought that a red drop might serve
to symbolize blood or the onset of menstruation in a pamphlet on contracep-
tion. Instead, women interpreted the drops as fruit, shades of 1lipstick,
flower petals, or medicines. When the women themselves were asked how best to
portray this message, they suggested a red dot on the back of the sari of a
woman who was asleep and had forgotten to take her pill. In the same pamphlet
a woman was shown sleeping. The viewers saw her as being dead, perhaps from
taking the pill, because her hair was loose rather than tied (I1lustration 5).
In Bangladesh women's hair is braided or tied at night. Without pretesting,
there might have been a setback in the oral contraceptive program.

A number of studies of PIACT and PATH materials have shown that recipients
demonstrate signficantly greater understanding when verbal messages are
accompanied by audio-visual aids. A number of lessons learned in developing
and pretesting health messages are presented in Attachment M.
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CON SU PRIMO ASENTO LA PLANCHA Y LA TAZA,

ITlus. 1. Comical drawings used in an illustrated booklet, "A Family Builds a
Latrine." Pretesting of several styles showed that the comical drawings were
favored. (Courtesy of INCAP (Guatemala), Dr. Leonel Gallardo.)
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How pretesting can result in more sophisticated drawings.
The drawings were used in a poster as
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The final result of pretesting a flipchart for use in health-worker

training and in the field. Here the cover of the spiral-bound flipchart is

The chart is entitled "Management and Use of Village Water at Home."

(Courtesy of UNICEF, Jakarta.)
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[11us. 5. Photos taken from a family planning program in Bangladesh
illustrate how pretesting saved a program from near disaster. Important facts
about how viewers perceived the drawings were uncovered. For example,
pretests showed that Bangladeshi women assumed the woman shown sleeping with
her hair down was dead. (Courtesy of PIACT.)
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4,5.5 Swaziland (AID/AED)

In Swaziland, Ministry of Health special studies of beliefs and attitudes
toward water, sanitation, and health revealed a dislike of the flat taste of
boiled water, concern about the danger of pit latrines for children, a fear of
sorcery when using latrines, and a belief that schistosomiasis is caused by
sorcery. Audio-visual materials were designed to respond to a number of these
concerns. Pretesting was conducted by rural health motivators and assistant
health inspectors among groups for whom the materials were dintended. The
process revealed that a number of 1illustrations and phrases were found
offensive, and certain colors had to be avoided. These improved materials are
scheduled to be distributed to schools, clinics, and travel terminals, and to
be put 1in buses, stores, and other public places. This program and the KAP
studies associated with it are discussed in detail in Section 3.2.3.

4.5.6 Zaire (Bureau for Studies and Research in Health Promotion)

A major source of health education materials for West Africa and elsewhere is
the Bureau for Studies and Research in Health Promotion at Kangu-Mayombe in
the Republic of Zaire. This organization has, over a period of many years,
produced a great variety of mass media and training materials (see its

publication catalogue in Attachment N). Its response to questions concerning
pretesting will be of interest to readers:

"Isolated images are difficult for people to grasp.
Therefore, a series of images is better. Try to convey
only one idea in several images...villagers like to be
depicted in a desired state, not in poverty. They want
to identify with well-being. In order to motivate
them, therefore it 1is necessary to include symbols of
well-being, a tin roof, an attractive house, a metal
bucket. The educator must therefore be well acquainted
with the habits and culture of the target group in
order to know what are the 1local symbols of
well-being."

.An example of this group's artwork is shown in Illustration 6 taken from a
series of silk-screened unbound illustrations on hookworm entitled, "I Am
Strong Because I Have No Worms."

4.5.7 Kenya (The Mazingira Institute)

A comic book prepared for use in Kenya and Uganda by the Mazingira Institute
in Nairobi provides a useful illustration of a visual aid pretested among the
children for whom it was designed. Pretesting revealed that translations from
English into local languages were not satisfactory and required considerable
change. Special training materials for teachers were needed, and messages
were linked to radio announcements 1in Uganda. This publication contains a
number of noteworthy features. It combines comic book stories with factual
text. It contains pertinent nutrition, dental, sanitation, and population
growth information, and features both puzzles and national essay contests on
health topics. The many responses to these contests provided feedback for
evaluation. (I1lustrations from this publication may be found in Chapter 6.)
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Diela a mal au ventre, il ala diarrhée.

Andrew has stomach-ache and diarrhea.

ANKYLOSTOMOSE 006

I1lus. 6. 0ne image taken from a flipchart entitled, "I Am Strong Because I
Have No Worms." It illustrates the artwork of the Bureau for Studies and
Research in Health Promotion, Kangu-Mayombe, Zaire. (Courtesy of Dr. Jacques

Courtejoie.)
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I1Tus. 7. Comic drawings from a booklet on how water can be prevented from
transmitting disease. The story 1is told through the adventures of the
character Juanita la Gotita. (Courtesy of PRASAR, Honduras.)
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I1us 8. Poster on latrine construction. (Courtesy of PRASAR, Honduras.)

-56-



USANDO UN CUCHARON

ITTus. 9. One of three drawings from a poster on maintaining clean drinking
water. (Courtesy of PRASAR, Honduras.)

~57-~



teach children
ko use
the
latrine

n1o

check for holes = .

S serrr m <fe ke w1 F BBEs ARCL)e &6

Ve e me w oy oy L% dgge ¢

il v owaw “w

Na e b wem ow ovr 1ME T o over e

R VL

a1 o year me g

hlAFT; T sy

i)

1

o ! U bontjitse hoimahano bo botle ks ho reka
'Btﬁ%nnuoenp Ntloans ena » ntiafalitsce
ho fokotam mathatas a bakuvang ke 1itBintdi le monko.
Jiphetoko kaps lintlafaieo tsa bohlokos ke tse Iatelang:
- Bekoahele bakeng sa sit]l en ntloana (Seat); o
=-. mapatso o’'hle le masobans ho pots-potsa siti a koalehile,
« mapatso o'ble le¢ mssobapa holim’a sekotl a koslehile,
= chomela ea Bonko (Yentilatlon plpe) e nang le leraba
1s 1itsintdl (flyscroen) kebolimo ho eona.

Noes o fotn kaholimo ho chomels ea mopke, "me 0 hula monko
o tsomng k4 sekating 6a ntlosna (pit). Moex o mocha
(tresh-air) o kpna ha sckotiog (pit) le 1lipakong tus
sekoahelo se koetmeng.

E fokotsm litsiutai: _ ) A -

LitaintE1 11 komllea kantle ke seko.helo »a -iu le ke
lerabs 1a litdintdl (flyscresn) kaholimo ho chomels es
monke  Heebs 11tdintdi Ii kenm ka apkoting 11 tla =
oloha ka hars chomelm ho ea khmoyeng © hlshang hou.-o

vy chomela {baeba lesoba la siti le hoetwoe), smpa ha

11 fihla bolimo ho chomela 11 thijoa ke leraba (llylcril’-)'
Ha 11 Is mona 1) tla hloloa ho fofels tlzse hspe 'me 11 _
tis shoella teng. =T

I1Tus. 10 and 11,

hygiene 1in Lesotho.

A A e T e ;jw .

_ How does ihl_u Lg_i[;ne vg_ﬁ;i_

- - The vind blows aeross the top of the plpe snd suchs the

Fuentdd (€A CANS 6 Marr T -

VP

Veptilated Iu,pravcd Pre-_uktine

|oo.na. e Antlafalitsoeng I[lmhoved. bil Lntring

Congratulations! You have ahown good judgemant in buyiag
a Ventllation Ieproved Pit latrine ¢ (a VIP). This latrine
has beocn Llmproved to reduce the problea of tu.- and nnul
The majn improvements are these. - - —
- & cover for the seat _ -

- all the gapm around the lelt c!oled

~ 811 the gaps over the pit are closed

- n venitllation pipe wilh a flyscraen on top

It takew the smecll aswap: R iy

S

smalls out of the pit
the sesl cover.

Tresh uir enters tha pit under

It reduces fliea- Lo

Flies are kept oyt by L sest cover awd th H’-crm .
top of the pips. If fl1ies got 1p they will f1y up the

pipe towards the 1ight (1f the sest is hept clased) bat
they will be prevented [rom lemyiog by the flyscrees. ~
They will not fly down agsin li‘(iﬁp die at the top of ~
the pipe.

- - -

- = L SR, T T T el

Pages from a pretested booklet on improved pit latrines and
Note the emphasis on

children's

use of Tlatrines.

(Courtesy of the Urban Sanitation Improvement Team, Lesotho.)

-58-

(I

N



4,5.8 Honduras (PRASAR)

One of the most noteworthy health education efforts in the field of water and
sanitation is that being undertaken by the government of Honduras through the
PRASAR Project, which receives support from the Academy for Educational
Development (AED). AED communication strategies have been referred to a
number of times earlier in this report. A variety of articles describing
PRASAR's efforts can be found 1in Attachment 0. PRASAR has developed an
excellent series of comic books, high quality flipcharts made of silk-screened
cloth, posters, and photo-novel booklets (I1lustrations 7, 8, and 9). Readers
are encouraged to get details on PRASAR directly.

4,5.9 Lesotho (Urban Sanitation Improvement Team)

In Lesotho, the Urban Sanitation Improvement Team pretested booklets, posters,
and decals concerning improved pit latrines and hygiene. As a result, it was
decided to change from a four-page pamphlet format to a smaller eight-page
booklet. It was also discovered that people were unaware of the dangers of

children's feces. More emphasis was therefore given to this topic
(INTustrations 10 and 11).

4.6 Conclusion

Pretesting need not be extensive if resources do not permit, but it should be
carried out whenever new audio-visual materials are produced for people
participating in a water supply and sanitation program or whenever existing
materials are introduced to a new population. Its purpose is to be sure
materials are preceived correctly, understood, and appreciated by the intended
audience. Both minimal and extensive pretesting are possible. The choice
depends on budget, expertise, and attitudes. A number of successful

pretesting exercises have been carried out in developing countries which have
produced valuable insights.
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Chapter 5
TRAINING THE DESIGNERS AND USERS OF AUDIO-VISUAL AIDS

5.1 Target Groups for Training

In previous chapters the need for skilled personnel to both design and use
audio-visual materials has been emphasized. Those who design or develop
materials are wusually a small group of persons attached to the health
education unit of a ministry of health or personnel of special materials
production centers, sponsored by public or private funds, such as GRAAP
(Groupe de Recherche d'Appui pour L'Auto-promotion Paysanne) in Upper Volta,
INADES (Institut Africain pour le Developpement Economique et Social) in the
Ivory Coast, the Centre d'Etudes et de Recherche pour la Promotion de la Sante
in Zaire, or the Voluntary Health Association of India. Still others are
individual practitioners engaged in community health work 1in developing
countries who, in an artisanal fashion, develop materials for the use of their
programs. This 1ist is not complete, but should help to define the first
target group for training in the development of materials.

This group needs to be expanded. If materials production is to keep up with

the need in water supply and sanitation programs, then more fieldworkers and
their supervisors need to be involved in the process. There is no better way

both to expand the corps of materials designers and enhance the quality of
materials produced than to carry on skill-based training.

The second target group for training is much larger. It is the users of
audio-visual materials: personnel 1in health, social affairs, rural
development, and water supply agencies who work directly with client
populations.

5.2 TIraining Needs

Both groups exhibit profound needs for new and/or enhanced skills.

Designers of materials often need skills 1in interviewing, in order to gather
needed information in pretest design and implementation. For certain

individuals special skills are needed: silk-screening, printing, photography,
developing film, and making filmstrips and overheads. Nearly all need
enhanced drawing skills, whether in general or in terms of specific techniques
such as cartoons, line drawings, etc. All should be sensitized to the need
for the relevance of their products for continuing programs and then be fitted
with the skills to interview, observe, and incorporate findings into the
materials. Lastly, they should be trained as trainers of others if the corps
of materials designers is to be expanded.

Users of materials need fundamental skills in counseling, group work, and
community organization so that the audio-visual materials can be properly used
in their supportive role. Only then will training in specific techniques such
as puppets, drama, films, flannelgraphs, flipcharts, group discussions of
radio broadcasts, etc., have meaning.
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5.3 Planning and Training

There is no "best" way to design training for the target groups. The needs of
the program, the skill levels of trainees, the work environment, and the
availability of skilled trainers will all play influential roles. Hence, only
the most general set of guidelines can be given here. Suffice it to say that
training is key to program success. To be successful training must pay
attention to how people Tearn best rather than to a fixed form of "education."

5.3.1 For Designers

Given the training needs of this rather diverse group and the complexity of
what must be Tlearned, either longer-term training (three to four months),
on-the-job training over a long period, or the 1latter in combination with
periodic workshops is to be recommended. The skills to be acquired fall into
three basic categories.

e Social skills: interviewing of dindividuals and groups and partici-
pant observation of project activities.

e Training skills: for training others to design and produce
materials.

e Technical skills: for materials production.

Each skill adapts itself best to a different training design. Since the total
number of trainees 1in a given locale may not be great, one might plan the
following:

1. On-the-job training in social skills by a consultant able to spend
six to eight weeks at a time with the trainees. This person would
work 1in the field with the designers gathering data and then
incorporating the information into materials designs. Periodic one-
to two-day workshops could be used to teach specific skills, the
on-the-job time being used more for supervision and follow-up.

2. Training skills would best be learned in a train-the-trainers
workshop organized eight to ten days for the designers of an entire
country or region.

3. Individual technical skills could be 1learned in short two-
to-four-day workshops or 1in combination with on-the-job training,
provided the consultant possesses the correct skills.

5.3.2 For Users

Users present an equally diverse group of potential trainees, but have in
common a relatively well circumscribed set of training needs. As a group,
they need skills in community organization, group work, and individual
counseling. Otherwise the materials will be used without a context. Such
training has been successfully done in Malawi by the WASH Project in two-week
seminars for from 15 to 20 participants. The emphasis was on hands-on
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experience working with villagers on sanitation issues. It is easy to imagine

how training in the use of a few appropriate visual aids might have been
included.

The second set of skills involves the actual manipulation of audio-visual
aids: incorporating them easily and with dexterity into the work with an
individual, a small group, or an entire community. This type of training can
be integrated with training in social work skills as above, but ideally it
should follow that training. Save the Children 1in the Dominican Republic and
Indonesia (45) has carried on quite successful training of rural health
workers in the use of visual aids for promoting community participation. In
this training, visual aids were prepared as a group exercise by trainees and
then used by those same trainees in field projects. This approach may be more
effective than asking trainees to use already-prepared materials.

5.4 Training Resources Used in the Field

Although this study focuses on water supply and sanitation, some materials
were received that focused on audio-visual aid 1in general or on training
workers to develop these materials. Some materials were part of a broader
package addressed to community health development and the role of effective
communications. In other instances, materials developed for use by community
health workers were also used for training these same workers. Workers were
often provided with simpler and less expensive versions of the training
audio-visual aids which they could leave behind for their clients. These
training materials provide a basis for both didactic and competency or
skill-based training, help to ensure that audio-visual aids will be used
correctly and regularly, and serve to standardize information disseminated by
project workers.

During the 1960s and 1970s, a number of excellent documents were published on
training for communication in family planning (see references 4, 9, and 22).
No such text has been uncovered which is devoted specifically to water supply
and sanitation activities. Nevertheless, a number of excellent publications
were received from the field.

5.4.1 Teaching Health Workers to Communicate Effectively

The Voluntary Health Association of India has published a most attractive book
(21) on the process of teaching village health workers to communicate
effectively, including using audio-visual materials. A wide variety of
illustrations, graphs, and colors strengthen this teaching tool, including a
chapter on making audio-visual materials in villages. Particular emphasis is
given to a developmental philosophy and training techniques that result in
respectful and open relationships between trainers and trainees. It ds
expected that such relationships will serve as models for worker-villager
communications. Trainees are taught to listen to and learn from villagers as
they are being 1istened to by their trainers. A few examples of their
materials are included here (I1lustrations 12 and 13).
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Teaching Village Health Workers

a Guide to the Process

012

ITTus. 12. Cover from a training guide used by the Voluntary Health
Association of India. The guide emphasizes the modes of communication between
health worker and villagers. (Courtesy of the Voluntary Health Association of
India.)
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WHEN WE ARE
FAMILIAR WITH
THE COMMUNITY
WE SEE

WHEN THE
COMMUNITY
IS FAMILIAR
WITH US

WHAT ELSE
COULD WE SEE
THROUGH THE
EYE OF A
TRAINED VHW

I1lus. 13. Conceptual model illustrating what community members and trained
a village situation as a background to

health workers perceive _ y
Th%s is part of the training guide shown in Illustration 12.

communication.

VILLAGE COMMUNITY
FACTS about people
FEELINGS of people
caste barriers
factions beliefs customs

power struggle

Health Team EYE weaker sections systema-

tically excluded from benefits
economic conditions

strategy for healthy
community building

health conditions

Q. attitudes to health

L/ and development

HEALTH TEAM
united in service WITH them
clinically competent
concerned with them
searching for, and supportive of
one of them as their
village health worker
understanding THEIR needs
supportive of weaker
sections, though impartial
seeking to unite factions,
hot alienating them

COMMUNITY HEALTH TEAM
taboos, magic, etc . strategy for change

pregnant women ' delivery & family planning

tuberculosis, . gl technique for treaiment
leprosy and prevention

early signs af 4 Strategy for preventing
epidemic ’ spread

malnutrition bawrerle=® Planning for feeding
village children

(Courtesy of the Voluntary Health Association of India.)



\/L4“ 5.4,2 Participatory Training

/A somewhat similar document published in 1982 by Save the Children (45)
'/ provides systematic gquidelines for training community health workers 1in
participatory approaches to health and nutrition education. This
well-executed publication begins by developing a team approach to community
hea]th and outlines steps required for effective workshop planning. A chapter
~devoted to ways of sensitizing community workers and expanding their
awareness of community traditions and beliefs. "Flexiflans," serialized
posters, and preparation of a community map provide community members with
opportunities to express their own beliefs and consider their own resources.
Other audio-visual materials are described for stimulating careful exploration
of community health problems, including road-to-health charts, open-ended
stories, and "lollipuppets.” Other chapters discuss developing and using
materials to assist learning, evaluation, and planning by community members.
Throughout this dimportant publication, stress is given to using audjo-visual
/ materials to stimulate community participation through the process of
( discovering one's own needs and resources rather than viewing audio-visuals

simply as tools for conveying information which an outsider feels residents
should know. Examples of lesson plans are included in Attachment P.

5.4.3 Primary Health Care Training

A valuable resource for planning primary health care training programs,
including communications and organizational issues, is the recent publication
by the American Public Health Association, "Training Community Health Workers"
3). In addition to addressing a number of central training issues, it

contains detailed references to training activities throughout the developing
world and an annotated bibliography.

Another publication of great value 1in planning and conducting training
programs for workers with educational responsibilities is Helping Health
Workers Learn by D. Werner and B. Bower (57). Nine chapters of this volume
are devoted to such topics as making and using teaching aids, storytelling,
and homemade Tlow-cost written materials. This text 1is available in many
languages and has a liberal copyright provision.

5.4.4 Training in Communications for Water Supply and Sanitation Personnel

A number of important documents have been received from projects in the field
which relate to training in communications for water supply and sanitation
personnel. For example, the Ministry of Public Health and Social Assistance
in Guatemala, with assistance from INCAP and PAHO (the Pan American Health
Organization), has published a series of such training materials in Spanish
which are well organized and illustrated (18). Also, a noteworthy combination
of photographs, 1ine drawings, and text are found in two publiications of the
government of Burundi, with assistance from UNICEF, for training water supply
and sanitation workers in spring capping and hygiene (Illustrations 14, 15,
and 16). The final example 1is a series of captioned photographs (I11ustrat1on
17), that clearly explains pump maintenance and repair to workers in the Ivory
Coast in an inexpensively produced publication of the National Institute of
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6. ICAPWA RYA GATANDATU

IHEREZO RY'UMURINGOTI
UKOZWE MU CUMA KITAGWA INGESE

URUCEKERI

©+-"L JEKO AKAMWANYA

" IVU RIRENGE ™

A

0.5m

/I NYAKURI

IGICE C'IBUMBA
KIBUZA IYINJIRA
RY'AMAZI Y’INKUKURA

Igikorwa c’ukwubakira giheze, igisigaye gikuru n’'ugukingira ayo mazi avomwa, agume ari meza.

I11us. 14.
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Line drawing of the spring capping model used in Burundi, taken
from a technical manual prepared for field workers.
ment of Burundi, Rural Hydraulic Service.)

(Courtesy UNICEF/Govern-



klmiminisho

L

Y s /£ i g (o (BN

‘iij:?-xi

/‘\/

ibimanyuv

uruceken
amakara

uyamabuye

Rural

field manuatls

UNICEF/Government of Burundi,

Drawings and photographs taken from Burundi
(Courtesy of

.

<

o
-1)
-t.
o o d
B
42
>

[~
Yy U
T w»
O ¢ v
1I_e...l
o~
uaw

v

UWn(
— MJ

-
— OO

~-68~



I1 retire les segments usés

Tl va pouvoir remplacer les segments. Mails d'abord, 1l nettoie le piston. Et surtout, les railnures.

IM1lus., 17. Photographs of how to replace piston rings. The manual from which
these photos are taken is used for training fieldworkers. (Courtesy of the
National Institute of Public Health, Ivory Coast.)
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Public Health. This Institute, in cooperation with INADES has published a
large number of training materials in French concerned with environmental

sanitation, including technical information, stories, poems, photographs,
drawings, etc. (23).

A useful example of comhining community-level educational materials with
training materials for workers is found in "Health Education Small Talks" from
CARE/Sierra Leone. It contains reduced photographs from posters and pamphlets
used in the field, plus easy-to-read educational messages (ITlustration 18).
A well-illustrated discussion quide which contains songs, short educational
stories, and other practical communications training materials is also used.

CARE has also assisted the government of Indonesia in producing high quality
educational materials concerned with its water supply and sanitation program.
Its booklet, "Materi Kursus Pendidikan Kesehatan" (Materials for Health
Education Courses) contains reduced poster art and lined blank paper for
trainees to keep notes on how best to explain each poster (I1lustrations 19
and 20). These booklets are used at mosques, public baths, and other public
places to open discussions with the community.

The Sanitary Engineering Division of the Ministry of Health in Peru has
published an 1interesting combined series of training and audio-visual
materials that explain the national potable water plan and how rural
communities can participate. The materials, written in basic Spanish, provide

community Tleaders with step-by-step explanations of what can be done
(IMMustration 21).

An extensive series combining audio-visual and training materials for water
supply and sanitation programs has been produced by the government of Nepal
with assistance from UNICEF. Posters, booklets, pamphlets, flipcharts and
detailed illustrated training materials are all available.

Training of Indonesian water supply and sanitation workers includes detailed
instruction on how to communicate through locally made hand puppets,
"maxiflans". Story texts, discussion suggestions, and evaluation methods are
a part of these training guidelines which were prepared by Foster Parents Plan
International 1in Yogyakarta (Il1lustrations 22 and 23).

In Chile, the Ministry of Health has prepared a combination of striking health
education pamphlets on handwashing and other water uses which are supplemented

by training materials. These pamphlets were carefully pretested and modified
prior to use (Illustration 24).

5.5 Materials to Support Training

A large number of resources exists at present to support training in the use
of audio-visual materials for water supply and sanitation. Sources of
information on other related subjects include the Water and Sanitation for
Health (WASH) Project (55). WASH has developed a variety of training modules
for water supply and sanitation which, although they are technical in content,
are professionally designed and could serve as useful models for training in

use of visual aids. They contain some training materials on community surveys
and organizational skills.
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Lesson 17 018

The best way (0 keep sickness from getinig into the walu -~ §
see lhatno dirtcan getnto the water This s true about a wallf
and aboul a stream also 7

As walar soaks slowly through the earth tbacomesctlean
Water can soak easily through the earth. but sickness docs
no! soak through easily The fariher the water soaks down
through the earth, the maore sickness will be sievod out by thy
earth Waler lhat has lravelled far down through the earth wil
be very clean and healthy That s why a deep well has the
heatthlest water

It there 1s any place whera sickness o faeces can get into
the earth, ike around a latrine or behind the house - the we!\
must be dug far away from that place Then the waler in the
earth will be filtered clean before il reaches the well In this
way sicknass will not spread from the latrine into the water |
the well ‘ N

Sicknass can be In the faeces orurine of peopla or amimals [
When this kind of dirt gets into the waler you cannot see it,
The water may not look dirty. but sickness may be innt
anyway Theonly way you can tellif the water Is bad tor you s
when you know 1if dirt or fasces or urine have got into i No
one should ever urinate or defecate intp the stream

A good well that Is property maintained will help prevent a |
lot of sickness.

Lesson 17 End of lesson,
- -- - CHIESTIONS FOR DISCUSSION
T - WL Whera does the rainwater go?
2 What happens to make water unhealthy to dnnk?
3 Why /st bast o have adeep well for dnnkung water?
T 7T T 7 4 Wnere should a well for clean healthy waler be dug?

42

A page from "Health Education Small Talks" showing an attractive

ITTus. 18.
(Courtesy of CARE/Sierra Leone.)

photo with text and questions beside it.
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8. Arr yang tadi, disimpannya‘di dapur. Pak Udin suami bu Am yang baru pulang
dan pekerjaannya merasa haus. At teh tidak ada, dia pergi ke Dapur lalu mmum
air gentong yang baru diisi istrinya tads.

21. Kalau mungkin buatlah jamban yang sempurna, dengan membuat saluran pem-
buangan atau septictank, Lihatlah contoh!

ITTus. 19 and 20. Drawings from a training booklet used in Indonesia for
training in health education. Space is Tleft beside the drawings for student
notes on how to explain the drawing. (Courtesy of CARE/Indonesia.)
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5° Construye el sistema con el
personal especializado que
fuera necesario y sumnistra
todos los materiales que no fue
ran proporcionados por la CQ—
munidad, tales como. equipos,
tuberias, accesorios, fierro,
cemento, efc. = T

6° Instala las conexiones domiciharias

a todos los usuarios con predios frente
] a red, los mismas que se colocaran en
forma paralela al tendido de lo red
de distribucion

7* Se instalaran piletas piblicas en las
localidades pequefias y unidades sani-

tarias
El valor de lgs conexiones domicilia-
T T rias, podran ser pagados por los
I usuarios en plazos convenientes,
L R

ITlus. 21. Drawings taken from a booklet used for training rural promoters in
the operation and maintenance of rural water systems, (Courtesy of the
Ministry of Health, Sanitary Engineering Division, Peru.)
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Mus. 22 and 23. Puppets and other objects used to tell stories and
stimulate discussions of water supply and sanitation. (Courtesy of Foster
Parents Plan International, Yogyakarta, Indonesia.)
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TAMBIEN SE PUEDE
CONTAMINAR

Acarreando el agua
en baldes mal lava-
dos o sucios.

Almacenando el
agua en depdsitos
O estanques su-
cios.

$VNOY 13 YNIWVLINOI 3S OW09?

No protegiendo los
baldes y depdésitos
(tinas o tambores)
contra ratas, mos-
cas y animales do-
meésticos.

ITus. 24. Simple drawings used in a booklet on water use. {(Courtesy of the
Ministry of Health, Chile.)
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Another valuable resource for information and articles related to community
participation and, to a lesser extent, communications, is the International
Reference Centre 1in the Netherlands. Its technical papers and periodic
newsletters are both of considerable interest (52).

A source of in-service reference materials which often include material on
water supply and sanitation are found in the publications of the Child to
Child Programme at the Institute of Child Health in the United Kingdom. The
World Bank also has an impressive and rapidly expanding collection of
publications on water supply and sanitation, some of which have already been
cited in this study. In addition, the Bank is in the process of developing
and testing a series of training modules with slides and sound tracks which
include such topics as health education, user participation, audio-visuals and
materials production and pretesting (61), but the target audience is at the
middle Tevel or above.

Another important source of dinformation 1is the U.S. Peace Corps whose
Information Collection and Exchange program has given considerable attention
to audio-visual aids development, testing, and use. Local Peace Corps
representatives are helpful, or one can write directly to Peace Corps,
Information Collection and Exchange, 806 Connecticut Avenue, N.W., Washington,
D.C. 20526. Of particular interest is the audio-visual communication handbook
(37).
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Chapter 6
PRODUCING MATERIALS

6.1 Inexpensive Approaches

It must be recognized at the outset of this section that many organizations
producing or wishing to produce audio-visual materials for use in water supply
and sanitation programs have very 1little material or financial resources at
their disposal. The health education unit of an unnamed African country
serves as an example. Personnel producing the attractive photocopied black
and white and multi-colored silk-screened posters consists of a graphic artist
with four years of post-secondary training and two untrained artists, one a
former messenger, the other a former garage mechanic, both with 1innate
artistic ability. For equipment and supplies there are drawing boards, ink,
pens, paint and brushes, and a silk-screen. There are seven old film
projectors but only one 1is working. This unit produces posters and a few
flipcharts, both on demand and on its own initiative. Many times, however, it

can do nothing unless the requester supplies paper, ink, and/or paint. Its
annual budget 1is $2,000.

Other organizations may have even less -- only paper and pens from which Tine
drawings are made on the kitchen table. Others may fear to start producing
materials because they lack needed resources. Let it be said here that even
the most modest resources can be employed to make materials that can be used
effectively, for effectiveness 1lies not in the materials alone, but even more
so in the user. This fact highlights even more the importance of training
users. Among the materials reviewed, those that were produced with s1im
budgets included a Snakes and Ladders game from Bombay, India; black, blue and
white posters from Indonesia; and a hooklet on hygiene from CARE/Sierra Leone.

Also to be mentioned is the relative inexpensiveness of using people-centered
media such as songs, games, drama, and puppet shows. In Indonesia some very
inexpensive puppets have been made and used effectively on homemade stages.
The project was supported by the Foster Parents Plan.

6.2 Useful Examples of Indigenously Produced Materials

In all, nearly a hundred items were received 1in response to the tetters and
questionnaires that went out. Those which sent 1in enough information about
the development and use of their audio-visual and were related to water supply
were included in the study. These are listed in Table 1. They come from 24
countries in Asia, Africa, and Latin America. Of the number received, 20 that
are particularly useful examples of indigenous production are reviewed below.
Not all the materials reviewed were inexpensive; however, regardless of their
monetary and other resources, all organizations should find enough relevant
examples which demonstrate that they too can produce their own materials.
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LA BILHARZIOSE

LA MALADIE

- elle est due 4 des petits vers, ™
vivant dans le sang, et qur pro-
voquent de gros désordres dans
les organes qui leur sont les
plus proches. (vesstie,intestin..)

%

LE RESPONSABLE

-¢'est un petit ver qui se nourril
du sang de la personne atteinte.

- 71 pénétre dans le eorps en 1oAY
passant @ travers la peau des per-; ¥

sonnes qur sont trés souvent dans ;.
1l'eau.

- plus les vers sont nombreuz et 7
plus la maladie sera grave....

le sang les nourrit bien et leurg
permet de grandir et de pqﬁi@gdcﬁ“'
de nombreux oeufs. PLry Ly B '

e

gy i iq.: .‘.. oy
COMMENT SE TRANSMET LA MALADIE

W - les oeufs pondus sont évacues
par le pipi ou le caca des per-
sonnes malades.

~ 8t les oeufs tombent dans l'eau
et sont recueutillis par une
espéce d'escargot que l'on con-

=¥ qui se baigne par exemple) La
ne personne Sera done bientot malade

I1lus. 25. Page taken from a booklet on schistosomiasis showing the cycle of
transmission. This inexpensive booklet 1is printed in blue and black.
(Courtesy of Atelier de Mat&riel pour 1'Animation, Cameroon, Pére Dany
Desmet.)
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ITlus. 26. Drawing from booklet, "Hygiene de 1'Eau." (Courtesy of Atelier de
Matériel pour 1'Animation, Cameroon, Pere Dany Desmet.)
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D EVAKUAKUA ?

QRU'EST-CE @UE C'EST RUE
CETTE HISTOIRE -LA ENCORE?

STUVPIDES ET
FAISONS COMME
LES AUTRES:

"ET 51 Wus COMPRENIONS M
ON TRAVAILLERA\T MIEUX

UR, MES FRERES VEULENT savor]| [EH BIEN LA RIGOLE D'EVACUATION
- ClesT ®UE CETTE RIGOLE SERVIAA A JEVIER LES SALETES

LUAT 1ON - J ET LES FAUX JE PLUIE ®VI' NE
."jl

POURRONT PLUS SE DEVERSER DANS

LA SouRcE

ITTus. 27. On this and the following page are samples from "Les Aventures
d'Akono," a comic book about a community water supply project. (Courtesy of
Atelier de Matériel pour 1'Animation, Cameroon, P2re Dany Desmet.)
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I11us. 28. Poster on water-transmitted diseases. (Courtesy of Atelier de
Maté&riel pour1'Animation, Cameroon, Pere Dany Desmet.)
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correspondido

ITlus. 29. Pages from a comic foto-novela from Ecuador telling the story of
an engaged couple struggling to build a latrine. (Courtesy of the Ministry of
Public Health, Ecuador.)
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ITlus. 30. Drawing from silk-screened cloth flipchart on hygiene. (Courtesy
of the Ministry of Public Health, Ecuador, with support from the Academy for
Educational Development,)
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ITlus. 31. Snakes and Ladders game as printed on newsprint in Bombay.
(Courtesy of the Holy Family Hospital, Bombay, India.)
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ITlus. 32.

to pressboard.
supported by Save the Children/Indonesia.)

1l
Ly

I
‘Fﬁ‘?"

.

. ) . . .
Promanaa Ulsr Tangge ) ) i
KELUARGA SEJAHTERA —===Tmms

R O - SR e WO 1o 3

Snakes and Ladders game printed in color on envelope paper, glued
(Courtesy of the Yayasan Indonesia Sejahtera Project,
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~

I1Tus. 33. Snakes and Ladders game silk-screened onto cloth. (Courtesy of

the

Yayasan Indonesia Sejahtera Project, supported by Save

Children/Indonesia.)
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I[1Tus. 34 through 39. This illustration and the five that follow are from the
comic book Rainbow. The 1issue shown is devoted to children and their
environment. (Courtesy of the Mazingira Institute, Nairobi, Kenya.)
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~and the SICK BABY!

AFTER A:FEW DAYS —
r HE'S NEARLY) /LET'S MAKE MORE — ( (MY BABY BROTHER
FINISHED WE CAN GIVE HIM A

IS BETTER.:® -

THIS cup LoOK, HE WANTS

CUP BYERY TIME HE
HAS DIARRHUOEA, TO

2.7 NENOET

N K
BERYT L

LOOK. OUT — HE 1S ||BABIES DON'T UNDERSTAND
PLAYING WITH THAT TH

Ne”

HIM AND TEAMCH "

HiM 80 HE DoeS

NOT GET ‘E-lCK
AGAIN . T

FLIES AND FEET
CAN ALSO BRING

GERMS .FROM - 4

YoU sHOULD - .
KEEP ALL FoOOD

COVERED (RS

A DONT _ToucH

/ NO Brav ! Duz@

LATQINES., :
: LDOK OVER
THERE! W
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MINGU TELLS ABOUT HIS GRANDFAFHER— - '

MY GRANDFATHER- IS ORGANIZING EVERY~ o= ~)
ONE IN OQUR AREA WE WE MUST KEEP OUR

LATRINES WiTH  CooD. cove:zs AND 1 SHouLD HOMES CLEAN 50 THE.
MAKES SURE WE ALWAYS UsE —H TRY TO BABIES DO NOT GET

HELP HimM SICK. ANY MORE &~

_L“ (f/_ _3, ﬂ'lf

RAINBOW, June 1983
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The Sick Baby

Mingu's baby brother, Toto, was a healthy
=18 baby. Now, he is ill. All night long he had

g diarrhoea, which is the frequent passing of
watery stools. Now he looks thin and weak.
Toto's mothér and brother Mingu are very
worried. and confused about what to do.

Sweetie knew that Toto was dehydrated,
which means that the body is dry. This is
because the body loses a lot of liquid through
diarrhoea. Sweetie knew that Toto was
dehydratec How would we know?

AWE MUST GIVE _HIM HE MUST BE
SOMETHING TO DRIMK DEHYDRATED

s s - * He passes very little urme
dcll;;(;)rl;tecl;o;er;g: following 51gns m * If you pinch his skin, the skin stays up jn
* He looks very weak and sick the pinch when you let go — it does not

go back normally

* 3
* He has sunken eyes an-d chceks- * His heart beats very fast (fee! his pulse).

I It 1s very mmportant to get a dehydrated
REHYDRAT or‘ person rehydrated This means putting the

lost liquid back into his body.

tion Drink! -\ e

His ;sASpecmLDamK m\oe WITH SUGAR,SALT,AND wkrea HER&‘:H&W A
IRST, WAS&-I ‘P NEXT, GET READY CLEANE "]
OTH HAN S A CLEAN CUP, SUGAR AND'

WIT}JSORPGWATE& 1o (Instead of sugar, 954‘.‘523?‘""‘
K ‘A

A PINCH OFSAL'r

= THEAMOUNT
You CAN TAKRE
BetweeN THUMB (X

y Wb et
. . < ;,’., ST]Q THE o T

OF SUGAR i}

(the amount
you can hold in your paim )

KEEP COVERED!
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2% THE DEHYDRATED \
g8 - PERSON LOTS 70 .7
Ml DRINK (.2

t1] [29[37(47 (550

AT LEAST SI1X CUPS A DAY’

Other liquids can put back what has been
lost trom the body For instance, you can give,
the sick perspn soup. orange juice, or tea. A
.papy can be breastfed The sick person should
drink at least 6 cups of rehydration drink. tea,
soup, or juice a day. Start by giving small s1ps
every five minutes

It the sick person does not get better with
the renydration dnink take lum ot her to
doctes or cunic lor help If a chuld hgs {ever
ar vomiung as well as diarrhoeas tahe the
child to a hospital or climic rignt away Be
sar¢ jo take. the rehydrauon annk with you
and Keep giving the person sips as you travel.

i S ey SR " [ 5 = e n ey 3 =;r'wa;~45':~f»-a%o; o e =Tt '”ﬁé"
"THERE 1S NOIMPROVEMENT ~BE SURE TO TAKE THE 'SICK .
ULF BerSon’ro'a BocTon oR o CONIEEDR WELRT 727 050

Building and using a good latnne tor the
famiy will keep everyone nealthy We
know that many of you think about health
problems and like to find solutions. Once a
giudent wrote to Rainbow and asked for
help. He wanted to know how to prevent
flies and bad odours around the latrine

These are some suggestions:;

Sprinkle some ashes, husks, grass, dry
leaves or dry earth into the latrine every
day

Keep the hole of the latrine ALWAYS
covered when 1t I1s not being usea Use a
wooden Iid with a handle to vover the
latrine hole.

Use your latrine for human wastes only
Do not keep water there. Use another
place for washing and bathing

Do not chase away lizards, toads and
spiders as they eat flies

A metal pipe going from the latrine pil
below ground to above the root will helf
to keep awayv flies and odours. Build the
pipe on me sunny side ot the latrine The
pipe showid measure about 8 cm in
diameter Paint the pipe black, and cover
the top with wire mesh screening.

. s

e e DT

REMEMBARY ! n| ’

a4 -
w A,

HDAILY.

PUT AS

OR HUSKS, DRY LEAVES
AND DRY EARTH.

RAINBOW, June 1983
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MAZINGIRA C@@ INSTITUTE

o

WATER AND
SANITATION

We want you to tell us something about the water you and your family use. We
would also like to know how you get rid of humAh wistes at your home. If you
are 1n standards 4, 5, 6 or 7, you mav enter the competition

THE RVLES
* Write your name, age and standara.
* Write the name of your home district.
* Wnte the name, address and district of your schoonl

* Then answer the ten questions. Ask for help from your famuly, friends and
teachers. But write the answers 1n your own words.

In Kenya:

POST YOUR ANSWERS BEFORE | SEPTEMBER
& 1501683

TO: [Water ana Sanitation
Competition
Mazingira Instituge
P.O. Box 14550,
Nairobi, Kenya.

In Uganaa. give your entry to your headmaster as soon as possible, and at leasr
before Scptember 15, 1983,

Q. Mo,

COMPETITION QUE 'nous
Cdre of Tegth R

0 la. Explain how you clean your teeth.

b How often and at what tinre of diy do you clean them?
¢. What do you use to clean youn teeth?
d If you use a chewstick (mswaki}, whatisthe local name of the tree
or bush it comes from? Please fell us the language in which this
1 name is used.
Do you or your teacher know the scientific name for it?
E 3 2.

Some people have brown stains (marks) on the front of their
teeth which do not come off. This Is nothing to worry about, But
we would like to know about them. Do you or any of your
brothers and sisters have brown stains on your teeth? If so, what
do you think causes them?

RAINBOW, June 1983
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Plaque is what we call the natural
germs which live in our mouths.

Germs are tiny living things and

there are good

ones and bad ones.

The bad germs in plaque sit on
our teeth and gums and cause pig
problems if we do not clean it

awa
can cause:

These are the problems it

Can you choose the RIGHT

1 things todo for HEALTHY
| feethand Gums ?

CLEANING TEETH EHTING- $W€ET)‘
T

Red swollen
gums which
bleed when
you clean your
teeth.

Healthy gums are
not swollen.

A cavity or hole in
the tooth which
may be painful.
The hole will get
bigger and bigger
unless it is fixed by
the dentist.

¥ d

?”4"‘
pe vyl

u-

X
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I1Tus. 40 and 41. Drawing and a photograph from an illustrated booklet on
water and sanitation. (Courtesy of the Ministry of Public Health, Tunisia.)
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ITlus. 42. Drawings from a leaflet on clean water and Tlatrines in which

brother and sister, Adi and Ida, carry on a dialogue. (Courtesy of
CARE/Indonesia.)
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SEPTEMBER " 1gea

SAFE WATER
SUPPLY.

SUN |MON | TUE |WED THU FRiI | SAT
B 1] 23
4! 56, 6! 7/ 8] 9 194
11'12 13{14 15,16 117

| 8 19Téo 21 22[23{5;7

T T
- L25J26;27_28;g9{3o!_~J

1 i

043

OCTOBER 1983 !
_ OCTOBER
sumlmouf TUERED ’ THU [ FRI | SAT!
MON, TUE |W= _
o

4'. | H ! ____M__]__A
- - T

A R
>3, 4,5 6 7, 8

%_10‘11;12;13‘14j15f
6 i7 18 19 20 21 22
24 . .
31 25 26 27 28 29
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7
B ATCRISUIFE CLEAN WATER MEANS 7° 2
GO0 HEALTH -

I1lus. 43. I1lustrated calendar devoted to water supply and sanitation.
(Courtesy of the Health Education Section, Ministry of Health, Malawi.)
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ITlus. 44, Poster promoting well-area maintenance. (Courtesy of the National
Institute of Public Health, Ivory Coast.)

-97-



COMMENT LA MALADIE ENTRE DANS LE CORPS

——

RS
quanj on marche pieds nus sur cette terre quand |’enfant joue sur la terre

les petits du ver entrent a travers la peau

I1Tus. 45. Page from a booklet entitled "Five Water-Borne Diseases." This
page illustrates ankylostomiasis. (Courtesy of INADES, Abidjan, Ivory Coast.)
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I1Tus. 46. Poster on latrine and food hygiene, produced in watercolor on
inexpensive paper. (Courtesy of UNICEF/Bangladesh.)
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maintenance,

(Courtesy of UNICEF/Bangladesh.)
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I[Tlus. 48. Silk-screened cloth poster on water use. (Courtesy of Panay
Unified Services for Health, Philippines.)
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ITlus. 49. Samples of card and domino games
(Courtesy of Yayasan Indonesia Sijahtera.)
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An 1important source of health education materials for Francophone Africa is
L'Atelier de Matériel pour 1'Animation (AMA) in Yaound€, Cameroon. Attractive
artwork and low-cost materials are characteristic of AMA's products.
Pretesting is 1informal but includes studying responses of rural people.
[Mlustration 25 is taken from a 24-page booklet, "Cop/Santé", printed with
blue and black ink, which discusses sources of schistosomiasis.

ITlustration 26 shows another example of an AMA publication, "Hygigne de
1'Eau," which contains drawings, typed information for more literate readers,
and very simplified script for others. AMA also published a 52-page comic
book entitled "A Votre Santé: Les Aventures d'Akono" (I1lustration 27) which
draws from Tlocal cultural traditions to describe how a community worked
together to improve its water supply. Black and white is used exclusively. A
final submission of AMA is a collection of multi-colored silk-screen posters
on paper (I1lustration 28).

In Ecuador, the Institute of Sanitation in the Ministry of Public Health has
published a low-cost 28-page foto-novela all in black and white containing 53
captioned photographs plus other ijllustrations. An amusing and satirical
story concerns an engaged couple and their effort to build a sanitary latrine
(I1Tustration 29). The novela "Amor Correspondido," depicts rural couples in
natural surroundings. Careful pretesting accompanied its development.

Ecuador, with support from the Academy for Educational Development has also
produced a very attractive set of silk-screened cloth flipcharts.
ITlustration 30 shows one of the drawings.

The board game, Snakes and Ladders, has been modified to emphasize health
issues and prepared in a variety of forms (Illustrations 31, 32, and 33). A
community health project in Bombay, India, produces a very inexpensive
photocopy on newsprint for schoolchildren to take home.

The Yayasan Indonesia Sejahtera Project, supported by Save the Children in
Indonesia, uses a colorful and attractive, albeit more expensive, poster with
printed paper glued to quality pressboard. That project also has developed a
modified version of the Snakes and Ladders game and has silk-screened it 1in
four colors onto cloth measuring two feet by three feet.

Reference was made in Chapter 4 to an imaginative comic book prepared by the
Mazingira Institute in Kenya containing contests, lessons on hygiene, puzzles,
and other materials of interest to children. This item is 16 pages in length
and is printed 1in six colors. A number of pages from this publication are
included here in Il1lustrations 34 to 32, A second comic book was 1later

published containing competition results and additional educational
information.

The government of Tunisia has printed a number of attractive yet 1inexpensive
audio-visual materials about water supply and sanitation. The photographs
shown here from one of these publications (I1lustrations 40 and 41) are from a

leaflet using four color illustrations on one side, and black and white
photographs on the reverse side of the paper.

With the assistance of CARE, many low-cost audio-visual aids covering a wide
range of themes have been prepared for Indonesian health workers and
LIRRARY
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school-aged children. ITlustration 42 shows pages from two leaflets on clean
water and latrines.

Several calendars based on water supply and sanitation themes were received.
INustration-43, an attractive example printed on quality paper in six colors
comes from the Ministry of Health in Malawi, which also produces many other
audio-visual materials on the same themes.

A multi-colored poster was developed 1in the Ivory Coast by the National
Institute of Public Health to encourage improved well area maintenance. It
was reported that the 1illustration was modified following comments and
responses by villagers, but one could be concerned about the cost of the wall
and other structures that the poster seems to be promoting (I1lustration 44).
The Institute has also produced other quite attractive audio-visual aids, such
as a <24-page booklet, "Five Water-Borne Diseases," produced 1in black and
white, which was designed and pretested with the assistance of a sociologist.
IMMustration 45 shows the transmission of hookworm.

The Peoples Republic of Bangladesh in collaboration with UNICEF has produced.
an important array of audio-visual materials on water supply and sanitation
along with explanations for training in their use. Attractive multi-colored
water colors are used in these materials (Il1lustrations 46 and 47).

In reviewing materials received during the course of this study we were
surprised by the excellent and fairly frequent use of silk-screening of poster
art onto cloth. Some examples have already been mentioned. Illustration 48
is taken from a series produced by the Panay Unified Services for Health
(PUSH) Project 1in the Philippines. This technique offers durability and
1ightweight products at a relatively low cost.

Finally, mention should be made of a number of highly attractive card and

domino games developed in Indonesia by the Yayasan Indonesia Sijahtera. These
appear in Illustration 49.
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Chapter 7
CONCLUSION

The purpose of this study was to examine the development and use of locally
produced health education materials for water supply and sanitation programs.
Even so partial a review as this clearly shows the feasibility of producing ,
attractive, useful, and effective materials on a Timited budget. Effective-f
ness, as was noted, 1is largely determined by use. Materials need to be i
designed to meet specific program needs. Among the materials received, there
are some good examples of audio-visual aids that meet specific program needs:
the pamphlets on VIP latrine construction from Lesotho, the training materials
from Peru, the comic book posters from Honduras, the flash cards from Malawi,s
and others.

A second important determinant of effective materials was pretesting. Only 19
of the more-than-50 items received were pretested, but all 19 commented on how
pretests had Ted to early and sometimes crucial modifications of the
materials.

\
It 1is very important to do careful advance studies on attitudes, be]iefsl _Tf(\
practices, and past experiences of target audiences with regard to the water -
supply and sanitation program and its objectives. What are beliefs and —
attitudes concerning excreta? How has the population participated previously —ZXZ:f
in local projects? These studies are useful in shaping the ideas behind
materials before pen is put to paper. They "are probably more important than ¢
pretesting. Only nine of the items received were developed from such
preliminary studies.

Funds spent on studies by those who know the people the materials are intended
for and on simple pretesting as described in Chapter 4 may result ultimately
in cost savings because effort and money will not be wasted on ineffective
materials.

Then there is the selection of media. Because of shortages of funds, most
organizations have a limited range of media to choose from. Most materials
reviewed combined printing and illustrations to produce booklets, pamphlets,
or posters. Posters can be made into series for flipcharts. Themes from
booklets can be illustrated in posters. I1lustrated texts can be inexpensively
produced in black and white or with the use of one additional color. Only a
few of the materials received used several colors or photographs.

Finally, one should give a great deal of attention to training personnel to
develop, make, and use simple visual aids. Without these skills they cannot
use materials effectively.

The range of media available 1is great. Materials received dincluded games
(chiefly from Indonesia), flash cards for use in village meetings from Malawi,
comic book series, and foto-novela from Ecuador. Only one set illustrated a
variety of "people-centered" media, the hand puppets from Indonesia. There
seems to be a general neglect of this inexpensive but effective group of media
techniques: plays, pantomimes, and puppets, for which great success has been
registered in Southern Africa and Nigeria, among other places.
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The final message then is a challenge to the readers of this report to find
ways of producing inexpensively made audio-visual materials that are
appropriate to their water supply and sanitation programs using materials
locally available and doing enough initial studies and pretesting to obtain a

satisfactory product. Organizations contributing to this study have shown the
way.
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Questionnaire






WASH PROJECT

Questionnaire on Educational
Materials on Water & Sanitation

Thank you for taking a few minutes to describe the development and use
of a health education item or tool related to domestic water supply
and sanitation. Please print or type your answers to the following
questions,

(Leave this
Column Blank)

1. What is the format of the item being described e.g., pamphlet,
comic book, poster, flipchart, radio script, calendar, etc.?

2. Title (if any) with English translation

3. What aspects of water supply, sanitation or hygiene are
covered in this item?

4, For what kinds of audience was this item developed, e.qg.,
farmers, rural schoolchildren, poor urban housewiveS...?

5. What kind of worker was expected to use this item, i.e.,
community health worker, patient educator, rural teacher...?

6. In what languages was the item prepared? (If no words were
used, write "none.")

7. If colleagues from other countries request a copy (or set),
can they obtain a copy

At no cost Yes No Don't Know
At a cost for the item and/or postage Yes No
Don't Know

8. What were the programmatic objectives for this jtem? (Example:

inducing people to build sanitary latrines...) If you don't
know, write "Don't Know"
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10.

11.

12,

13.

14,

15.

(Leave this
Column Blank)

What beliefs and attitudes was the item designed to modify?
If you don't know, write "Don't Know"

Were any special studies conducted to learn about the belijefs
and attitudes of the target audience which could be used in
determining the content of the item to be developed? Yes
No__, Don't Know__ .

b

If "yes," what kind of worker designed this study, e.g., nurse,
health educator, sociologist, physician, etc.?

If such studies were conducted, in what ways did field health
workers participate?

How were the item's contents and illustrations field tested,
and what were the major findings of the field tests? (Please
continue on page 4 if more space is needed.)

How was the final product evaluated, and to what extent was the

item found to be useful in reaching programmatic objectives?
(Please continue on page 4 if more space is needed.)

How was the item changed or aspects of the health education
effort changed as a result of evaluation studies?
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16.

17.

18.

19,

Please provide information about the person(s) who know(s)
most about the development process for this item:

Name and Title
Agency Affiliation
Full Mailing Address

Fuil Telephone Number

(Leave this
Column Blank)

What other agency(ies) was (were) involved in the develop-
ment of this item?

We would like to know about the person who kindly completed
this questionnaire.

Name and Title
Agency Affiliation
Full Mailing Address

Would you like to receive a copy of the completed report?
Yes No

Please use the remaining space to expand upon earlier answers or
to add information which would make it easier for health workers
elsewhere to develop effective educational audio-visual aids.

If at all pcssible, please provide a translation of the words
when in the item unless they are already in English, Spanish,
Portugese or French. We would also 1like copies of evaluation
or research reports covering the item or the campaign in which
it was used,

IMPORTANT: Mailing Instructions

Please promptly return information and copies of
educational materials by airmail to Dr. R. Isely,
c/o WASH, 1161 N. Kent Street, Room 1002,
Arlington, Va. 22209, USA. You can also use
USAID air pouch. Deliver your package addressed
to V. Wehman, AID/S&T/H/WS to the USAID Mission
in your country,
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WORK PLAN: GHANA

MARTIN TAY, JANET ADU-ABOAGYA,
AND REUBEN ESTRI NYATEPE-COO

The Ghana National Fanuly Planning Program pro-
poses as its first priority the organization of six national cam-
paigns.

Awareness Campaign
The objectives of the campaign are to make people
aware of:
1. A stated concept of family planning.
2. The idea that family planning is good.
3. The relation of the “Red Triangle”—the symbol of the
Ghana National Family Planning Program—to the concept of
family planning.

STRATEGY TO ACCOMPLISH OBJECTIVES

1. Mounting awareness posters in all centers with family
planning facilities and in centers where services are about to start.
Displaying posters also in trains, city buses, entrances to depart-
mental stores, offices and other public places.

2. Providing car labels for all state transport vehicles,
mammy wagons, lorries, and private cars.

3. Converting existing census hoardings for use for family
planning awareness materials.

4. Making and exhibiting slides in cinema houses, on TV,
and n cinema vans,

5. Makmg permanent metal “Red Triangle™ signs for
centers have family planning facilttics.

6. Conducting TV and radio spot announcements.

7. Showing short film trailers in cinema houses.

8. Providing “Red Trnangle” badges for all family planning
personnel and marking the “Red Trangle” on all family planning
equipment and materials.

9. Launching regional programs with public ceremonies
and ensuning the participation of regional leaders Providing badges
and printed maternals for all participants and arranging extensive
press, radio, and TV coverage.

TARGET GROUPS
Awareness of family planning by the largest possible number of
people in the country is the goal. The Awareness Campaign will
start 1n areas where services are now available and will be extended
to other sections prior to the provision of service facilities. The
target groups are.
Llite and political
Health community
Communication media
Clients of health services
Local leaders
Relgious community leaders
Special groups
Other members of general public

PNAY AW~

MEDIA

Printed matenal
IToardings
Metal signs
Car stickers
Cinema
Badges
“Red Triangle” sign on all Famlly Planning Program
]etterheads property, and on govemment pens and pencils.

8. Rdle and TV

9. Personal contact

10 Mailings

N LR L~

Legitimation Campaign
The objectives of the legitimation campaign are to
proniote awareness that family planning.
1. has the support of the government,
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2. is approved by respected and prestigious people, and
3. is both necessary and beneficial to the country,

STRATEGY TO ACCOMPLISH OBJECTIVES

I. Distributing pamphlet already printed, “Family Plan-
ning Why,” through all post office boxes and pamphlet racks in
public places and through field workers

2. Obtamng and using on TV, radio, and in print, en-
dorsements and expresstons of support from prominent and re-
spected people.

3. Radio and TV use of tape recorded utterances from
people from all walks of life.

4. Making and showing film interviews with local chiefs
m cinema houses, cinema vans, and on TV

5. Providing information Rits for speakers, religious and
political leaders, local government officials, labor union leaders,
teacher training faculty, Centre for Civic Education, soctal welfare,
and youth and rural development workers.

6. Providing metal badges for acceptors, youth groups,
market women, specialised groups, and other sections of the
general public.

7. Personal approach to key munisters, government
officials, opposition leaders, doctors, and women leaders.

TARGET GROUPS
It is essential that all sections of the population be informed and
believe that family planning 1s approved by national and local
prominent and respected people. The aim of the campaign will be
to obtam evidence of support and approva! from all groups and to
bring this to the attention of the public.
1. Elite and political
Presidential commission and Cabinet menibers
Members of National Assembly
Senior civil servants
Business and industrial leaders
University professors and administrators
2. Regional elite
Regional Chief Executives
Chairmen of House of Chiefs
Paramount and divisional chief’s
Regional sentor ctvil servants
Senior staff of business and industrial arganizatiohs

3. Health community
Physicians
Nurses
Family planning personnel
Medical and para-medical personnel
4 Communication media
Newspaper editors
Radio and TV program officers
5. Clients of health services
Women attending health clinics
Men attending health clinics
6. Religious community leaders
Christian leaders
Muslim leaders
Indigenous religious leaders
7. Special groups
National Service Corps
National Labour Unions
Military and police services
Workers Brigade
Women’s groups
Voluntary agencies
Major employers
8 Educational institutions
Educational personnel
Students and pupils
9. General public
Urban men and women
Rural men and women

MEDIA
1 Press | '4. Publications
2. Radioand TV 5 Cm‘ema
3. Personal contact 6. Mailings

Population Problem Campaign
The objectives of thus campz(ijlgr;1 are to promote
i lem and show.
knowledge about the population prob :
' Ig. Population trends in Ghana and in the world as a

whole. ]
2 Relation of population growth to development plan

i~

ning.
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3. Activities and accomplishments of the national Fanuly
Planning Program.

STRATEGY TO ACCOMPLISH OBJECTIVES

1. Providing steady flow of newspaper articles on popu-
lation problems at home and abroad.

2. Conducting radio and TV panel programs, showing
NBC films, Walt Disney film, and others.

3. Providing newsletter for family planning workers as
well as medical and para-medical personnel.

4. Reprinting “Ghana’s Population Policy” for distribu-
tion to selected people. Printing the population policy i mstall-
ments in newspapers will be considered.

5. Introducing population barometer in newspapers
showing each week the increase over the previous weeks. Installa-
tion of barometer boards in public places will be considered.

6. Publishing of the pamphlet, “The People Problem.”
showing graphically Ghana’s population problem.

7. Making documentary films showing the nature of the
problem in Ghana.

8. Preparing a mailing list of 2,000 key Ghanaians.

9. Conducting a three-day seminar on “The Consequences
of Population Growth.”

1. Elite and political TARGET GROUPS

Presidential Commission and Cabinet Members
Members of National Assembly
Senior civil servants
Bustness and industrial leaders
University professors and administrators
Teachers
2. Regional elite
Regional Chief Executives
Chairmen of Houses of Chiefs
Paramount and divisional Chiefs
Regronal senior civil servants
Senior staff of business and industrnal organizations
Teachers
3. Health community
Physicians
Nurses
Family plannmg personnel
Medical and para-medical personnel

4 Communications media
Newspaper editors
Radio and TV prograinmers
5. Local leaders
Chiefs
Chairmen of local councils
6. Religious community leaders
Christian leaders
Muslim leadexs
Indigenous religious leaders
7. Special groups
National Service Corps
National Youth Clubs
Labor unons
Military and police services
Workers Brigade
Women’s groups
Voluntary agencies
Major employers
8. Educational institutions
Educational personnel
Students and pupils

MEDIA
" 1 Personal contact 4, D_irect mailings
7. Radio and TV 5. Cinema
3. Press

Contraceptive Campaign

The objectives of the contraceptive campaign are to

nowledge on modem methods of contraceptives with

provide k effectiveness; cost; availa-

emphasis on their: safety; acceptability,
bility, and methods of use.
STRATEGY TO ACCOMPLISH OBJ}?CTIVES
1. Publishing and distributing th‘e pamphlet, “Fz;mlly Pl;ilé
ning How.” Translating and publshing the pamphlet in

al languages i
nation 2. I\%akmg a twenty-to-thurty-minute film, showing what

i the
contraceptive services are provided n Ghana and duplicating
film for use mn cinema houses and on cinemavans. T

3. Advertising chnic hours and locations in ENg

national languages ncwspapers
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4. Publishing poste
location of services posters for each region sting time and

5. Preparin 5]
location, paring wallet-size card showing clinic hours and

6. Providing adverti
Isements fo
port of commercial distribution prograr; selected methods 1n sup-

7. Providing regular
S
houts of st e i eachg:égionp()t announcements of location and
8. Making arran :
gements for panel d;
tive met;locli)s by} medical personne) or?radio 35133818“\3” of con acep-
. eve 13 I
opmg a “Dear Abby” type weekly column for

p

TARGET GROUPS

All
potential users of contraceptives with emphasis on those likely

to accept use,
1. Clients of health services
‘\VVgrrIann a::engmg health clinics
n attending famj
Men attending hegalﬂrlnélhyni:]snnmg clines
Postpartum women
Dropout women
2. General public
Rural men and women
Urban men and women
3. Non-medical field personnel
édul;education officers
Jouth g i
L outt wgfc}(elfsural Community Development workers
Agricultural extension workers
Nutritionists
4. Special groups
National Service Corps
Lgbor unions
Military and police services
Workers Brigade
Women's groups
Voluntary agencires
5. Educational mstitutions
Educational personnel
Students and pupils
Unmarried girls and boys

MEDIA
1 Personal contact 4. Radioand TV

2. Lectures 5. Cinema
3. Publications 6. Press

Motivation Campaign
The objectives of the motivation campaign are to

promote readiness to use contraceptives and to encourage the de-
site for smaller families through (1) appreciation of the ad-
vantages of spacing one’s family. and (2) knowledge of the

benefits of small families.

STRATEGY TO ACHIEVE OBJECTIVES
I. Publishing and distnbuting photo novels and comic

books without words and other audiovisual aids.
2. Preparing “soap opera” cartoons and translating them

into the national languages.
3. Recording messages for use on loudspeakers in clinics.

4. Preparing films of puppet shows.

5 Preparing and printing pamphlet entitled “Family Plan-
ning When,” and translating 1t into the national languages.

6. Approaching local groups to arrange discussions on

family planning.
7. Arranging panel discussions on radio and TV,

TARGET GROUPS

1. Married coulees of child-bearing age.
2. Adolescent boys and girls

MEDIA

4, Publications

1 Press
5. Cinema

2. Radioand TV
3. Personal contact

o Reassurance Campaign

The objectives of the reassurance campaign are to

reassure and allay fears of contraceptive users about contraceptive
safety, effectiveness, and appropnateness.

STRATEGY TO ACCOMPLISH OBJECTIVES
{. Introducing question-and-answer column in newspapers

and on radio,
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2. Recording and printmg statements from satisfied
users,
. 3. Arranging radio discussions between physicians and
satisfied users.
_ 4. Correcting promptly rumors about the use of contra-
ceptives

5. Devising a system of feedback from local chinies and
field workers

. TAR
Contraceptive users. GET GROUP

MEDIA
l. Press _ 3. Radioand TV
2. Publications 4. Personal contact

Annual Work Plan

AWARENESS CAMPAIGN
1. Mount awareness posters in trains, city buses, en-
trances of department stores, offices, and in all centers with clinic
services and in centers where services are likely to be started.
_ 2. Distribute car labels to all state transport organiza-
tions, to the Road Transport Unions, and private car owners,
3. Contact census organizers and acquire census
hoardings.
4. Repair and repaint acquired census hoardings
o 5. Display awareness posters on hoardings and consider
painting posters on plywood to be mounted on hoardings.
6. Design and produce shdes for cinema
_ 7. Make permanent metal “Red Triangle™ sign for all
family planning clinics
8. Develop slogans for thirtcen-week radio and TV gpot
campaign to be run not less than twice daily. Message to support
‘slogans,” “Famuly Planning—Better Life,” “Family planning lets
you have only the number of children you really want,” “Red
Triangle stands for family planning” (five or six different
messages).
9. Explore possibility of short film trailers
10. Prepare for launching family planning program in
regions.
_ 11. Launch family planning program in regions at two-
weetk intervals. Distribute family planning badges to all partici-
pants.

12. Instiuct all manufacturers of family plannmg equip-
ment and material to mark them with “Red Triangle” symbol.

13. Explore possibility of having government pens and
pencils marked with the “Red Triangle.”

14. Arrange shooting and editing of documentary film for
TV.

15. Make copies for use in cinema van campargn.

16. Select appropnate documentary films for cinema vans

17. Distribute regularly to about 2,000 key Ghanaians on
mailing hst such items as population chronicle.

18. Contact lecturers for a two to three-day national semi-
nar on ‘“The Consequences of Population Growth.”

19. Send mvitations to national seminar participants.

20. Oiganize seminar.

21. Prepare flip charts for use in clinics and by health and
family planning peisonnel

LEGITIMATION CAMPAIGN
I Develop a mailing list of about 2,000 people in target
audience.
2. Distribute the pamphlet, “Family Planning Why,”
through all post office boxes, pamphlet racks, and field workers.
3. Obtain, record, print, and make slides of endorse-
ments and expressions of support from prominent and respected
people and from people of all walks of life.
4, Contact and make arrangement for film interviews

with local chiefs. )
5. Prepare and assemble material for information kits for

speakers.

6. Arrange appointments with individual members of the
elite and political groups to obtlamn their support for the program

7. Feed radio and TV with tape rccorded endorsements
and expressions of support.

8 Make film mterviews with local chiefs.

9 Discuss family planning program with as many
members of the clite and political groups as possible.

10 Distribute metal badges to market women and

specialized groups.

POPULATION PROBLEM CAMPAIGN
I Wrrite and supply on a regular basis one article a week
on population problems at home and abroad.
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2. Contact suitable people for regular, one-a-month panel
discussions on radio and TV,
3 Make arrangements with radio and TV programmers
for panel discussions.
4 Make arrangements with TV, cmema houses., and
Ministry of Information for the use of NBC, Walt Disney, and
other appropriate films as fillers.
5. Provide slogan for use as filler in newspapers
6. Collect material and print newsletters for audicnces
7. Reprnt “Population Policy.”
8 Dustribute newsletter and “Population Policy?” to ap-
propriate audiences on matlmg list
9. Consider printing “Population Policy” n ms'tullmenl.x
in newspapers, \ vl
[0. Design for use in newspapers “Populatlon Bmomctc
showmg Ghana’s population each week and the wmerease over the
previous week
11. Make and install Barometer Boges n pubhc places
[2. Prepare and test the pamphlet,“The Peoplc Problem.”
showing graphically Ghana’s population problem. ‘
13. Print pamphlet, “The People Problem
14. Distribute to appropriate audicnces
I5. Write scripts for twenty-to-thirty-mmute TV docu-
mentary films showing nature of the population probluu n
Ghana.
16. Assemble information kits on the population problem
in Ghana m particular and m the world at large

CON' I‘RACEPTIVE CAMPAIGN
ﬂ"rupauc and, test matenyl for the pamphlet, “Tamily
Planning How
2 Translate scuipt into national languages
3. Print und distribute - pamphlet, “Family Planng
How.”
4. Wnte script for twenty-to-thirty-minute film showmng
how contraceptive services are pravided un Ghana: NN
5. Arrange shootmg, editing, and duplicating of the mm
for use m cmema houses and on cinema vans.
. Place advertisement of clinic locations and Hotirs
English and national languages newspapers
7. Design and publish posters for each 1egion listing loca-
tionr and time of services !
, & Prepare wallet-size card showmg clivie Jocations and
hours, '
. | o |

ool ! ol R A

S N T T T O | R RN U TR RN T AT N T TR L]

9 Provide regular spot announcement of locations and
hours of services in each region

10. Prowvide advertisement for selected methods in support
of commercial distribution program.

11 Contact medical personne! and arrange discussion of
contraceptive methods on radio and TV

12. Arrange talks for women’s orgamzatlons on various
methods of contraception.

13. Develop a weekly column for radio and newspapers
for answering common questions about the various methods of
contraception

14 Organize programs m main regional hospitals and
clinics where family planning services are available for women who
have just given birth. Postpartum women in all main regional
hospitals and family planning chinics will be approached by a nurse
or midwife sometime after the birth of their babies and before
they leave the hospital. informed about the different methods of
contraception, and offered contraceptive services immediately if
they so desire

15. Write scripts for filmstrips on modern methods of con-
traception, prepate {lip charts to be shown to groups of post-
partum women while they are still in the hospitals, and distribute
booklet, “Family Planning How,” to the literate Before a post-
partum woman leaves the hospital she will be offered an appoint-
ment at a family planning clinic at. the same time that she returns
for her postpartum checkup During 1970-71, this program will be
organized in mam regional maternity hospitals and cluucs offering
family planning seryices witly plans to extend services to all urban
and rural areas when feasible

16. Program will be oiganized for those women who have
stopped recerving services at family planning clinics Field workers
will contact each woman, inquire about her reasons for dropping

‘out of the program, provide her with the appropriate booklets,

and offer her another appointment at the clinic. This plan will be
started at main regional maternity hospitals and chinics offering
family planning services and later extended to aii the urban and
rural areas

[7. During [970-71, an effort will be made to encourage
employers of large groups of people to incorporate contraceptive
services in their health services to employees.

18. Assemble information kits on the safety, ac-
ceptability, effectiveness, cost, and availability of modern methods
of contraception
J

‘HH\H‘[\ Iy i \[JwHH\f ‘”"Hk e kg . b
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MOTIVATION CAMPAIGN

. Prepare photo novels and comic books without words

for distribution to married couples and adolescent boys and girls.
2. Prepare flipcharts and other wvisual aids for use in

clintcs and at talks by health officers and family planning per-
sonnel.

3. Prepare cartoon stories on the “‘soap opera™ model
and translate them into the national languages

4 Record messages highlighting the advantages of
spacing one’s family and the benefits of small families for use m
clinics and health centers and by women’s and men’s discussion
groups

5. Write script and prepare films of puppet shows for use
in cinema vans and on TV.

6. Prepare and print pamphlet entitled, “Family Planning
When,” and translate it into the national languages {or distribution
to audiences.

7. Approach local discussion groups to arrange dis-
cusstons of family planning at their meetings.
8. Arrange panel discussions on radio and TV.

9. Assemble information kit on use of contraceptives and
benefits of smaller families.
10. Contact and encourage local drama groups to organize
plays on the benefits of smaller families.

REASSURANCE CAMPAIGN
1. Plan and mtroduce question-and-answer columns in
newspapers and on radio. Message. safety, effectiveness, and ap-
propriateness of contraceptives.
2 Obtamm, record, and prnt statements from satisfied
users of contraceptives.

3. Arrange radio discussions by physicians and satisfred
users

4 Correct promptly n press, radio, and TV rumors about
use of contraceptives

5. Assemble information kits on safety, effectiveness, and
appropriateness of contraceptives

6. Devise a questionnaire to obtam feedback fiom locul
clinics and field workers

Monthly Work Plan

JULY 1970

1. Mount awarcness posters in tramns and city buses, en-
trances of department stores, offices, and at all centers with clinic
services, and at centers where services are likely to be started
(posters already printed)

Also distribute car labels to all state transport organizations, to
the Road Transport Unions, and to private car owners (car labels
already printed).

2 Place order for permanent metal “Red Triangle™ sign-
boards for family planning clinics.

3. Develop a mailing list of about 2,000 people in target
audience.

4. Contact census organizers for the acquisition of census
hoardngs. ‘

5. Contact, make arrangements for, and produce film in-
terviews with local chiefs.

6. Discuss family planning program  with as many
members of the clite and the political group as possible.

7. Contact suitable people and make arrangements for
regular, monthly panel discussions on radio and TV on awareness
campalgn.

8. Make arrangement with TV, cinema houses, and Min-
istry of Information for use of NBC, Walt Disney, and other ap-
propriate films as fillers. . '

9. Place advertisements for clinic hours and locations in
English and national languages newspapers and prov1§1e regul_ar
spot announcements on the radio of same for each region (revise
when necessary). ‘

10. Prepare and test materal for the pamphlet, “Family
Planning How.”

11. Design and publish posters for each region listing time
and location of family plannng clinical services (revise when
necessary).

12. Prepare and provide advertisements for selected met.h-
ods 1n support of commercial distribution of contraceptives (revise

when necessary)

AUGUST 1970 .
| Contimue to mount awareness posters in trains and

city buses, entrances of department stores, offices, and at all



01-4

centers with clinic services, and at centers where services are likely
to be started. Also, continue to distribute car labels to all state
transport orgamizations, to the Road Transport Unions. and to
private car owners

2. Complete mailing list.

3. Make preparation for launching famuly planning pro-
gram In regions

4 Translate script of “Famuly Planning How™ mto the
national languages. Print and distribute pamphlets

5 Repair and 1epaint acquired census hoardings and dis-
play awareness posters on them Also consider pamtmg awdreness
posters on plywood to be mPumed on the hoardings‘ ip‘ cach
region,

6. Contact medical personnel and make arrangements for
discusston of contraceptive methods on radio and TV, |

7. Arrange panel discussion an radio and TV on the ad-
vantages of planning one's family and bencfits of smailer families

8. Explore possibility of having government pens and
pencils marked with the “Red Trangle” symbol, and place order.

9. Approach local discussion groups to artange discus
sions on the legitimation of the family planning program.

10 Prepare cartdon stories. using a “*soap opt1h” miodel,
and translate them into the national languages.

I'T Organize 2 program in man regional hospitals and
chinics where family planning services are avaifablc for women who
have just given birth. Postpartum women in all main regonal
hospitals and fanuly planning clinics will be approached by a nurse
or mudwife sometime after the buth of they bables and before
they leave the hospital, informed about different methods of con-
traception, and offered contraceptive services mmediately if they
so desire (action by Service Divisian). K

SEPTEMBER 1970

1 Continue displuy of awareness posters on hoardings
and painting others on plywood to be mounted on hodrdings in
the regions.

2. Instruct all manufacturers ot famuly planning equipment
and material to mark them with “Red Triangle™ symbol.

3. Distribute “Fanuly Planning Why™ through all post
office boxes, pamphlet racks, and field workers ,

4. Continue personal discussion of family planning pro-
gram with members of the elite and political group. 5 ‘

5. Prepare and fest pamphict, *“Ihe People; Problem.™
showing graphically (}h.';nu‘s\ m)p}»lz:?rmn' problem. ’ ‘

" ' \ ] ' ! e '

(
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6 Continue regular distribution of items such as popula-
tion chronicle to about 2,000 key Ghanaians on mailing list.

7 Write script for twenty-to-thirty-minute film showing
proviston of contraceptive services 1n Ghana and arrange shooting,
editing, and duplication of the film for use in cinema houses and
on cinema vans.

8. Prepare wallet-size cards showing clinic locations and
hours for distribution to target audience

9. Arrange regular spot announcements of locations and
hours of tanuly planning'services in each region

10 Arrange talks for women’s organizations on various
methods of contraception.
‘ 11 write script' for filmstrips on modern methodsof con-
traception and prepare flipcharts to be shown to groups of post-
partum women wlule they are still in the hospitals, also distribute
booklet, “Fanuly Planming How,” to the literates. Before a post-
partim woman leaves the hospital, she will be offere.d an appoint-
ment at the famuly planning chinic at the same time that she
returns for her postpartum checkup During 1970-71, this program
will be organized in main regional maternity hospitals and clinics
offering family planning services with plans to extend services to
all urban and rural areas when feasible. _

12. Prepare and print pamphlet entitled, “Family Planning
When,” and translate 1t into national languages for distribution to
target audiences.

13. Contact and arrange for local diama groups to
organize plays depicting the benefits of smaller famihes

14, Arrange radio discussions by physicians and satisfied
users of contraceptives

OCTOBER 1970 - ,

1 Mounting of awareness posters at designated places
will contmue, Also continue distribution of car labels.

2. Laurch family planning program in regions at two-
week Intervals Distnbute family planning badges to all parti-
cipants and arrange extenswve press, radio, and TV coverage for the
ceremonies

3, Design and produce slides for cinema on awareness
campaign.

4 Develop slogans for thirteen-week radio and TV spot
campaign to. be run naot less than twice daily with messages tg
support  Family Planmng:  “‘Famuly leming—l}ett.er Life,
“Family planning lets you have only the number of children you

Yoo T
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really want,” ** ‘Red Triangle’ stands for ‘Fanuly Planning * ™" De-
velop five or six different messages
5. Continue distribution of the pamphlet “TFamuly Plan-
ning Why ”’
6. Show film interviews with local chrefs
_ 7 Continue discussions of family planming program
with elite and political group.
N 8. Arrange panel discussions on radio and TV on the
legitimation program
9. Provide slogans for use as fillers in newspapers.
10. Collect material and print newsletters for audiences
11. Reprnt “‘Population Policy.”
12. Print pamphlet, “The People Problem.” and distri-
bute regularly.
13. Continue regular spot wnouncements of clinic loca-
tions and hours of service  each region.
14, Contact medical personnel and arrange discussion of
contraceptive methods on radio and TV.
o 15. Write script and prepare film of puppet shows for use
in cinema vans and on TV.

NOVEMBER 1970
' I. Inspect awareness posters, replace where necessary.
and continue distribution of car labels.
2. Start thirteen-weck radio and TV campaign of mes-
sages supporting family planning.
3. Continue launching family planning program 1n
regions
. 4. Distribute metal badges to market women and
specialized groups on appropriate occasions.
. 5. Arrange panel discusstons of population problem on
radio and TV.
6. Continue provision of slogans for use as fillets m
newspapers.
7. Distiibute newsletter and “Population Policy™ to ap-
propriate audience on mailing list
. 8. Contmue regular spot announcement of chnic loca-
tions and hours of service m each regton
. 9 Develop a weekly column for radio and newspapers
answering common questions about various methods of
contraception.
10 Preparc photo novels and comic books without
words {or distribution to married couples and adolescent boys and
girls.

i1 Plan and mtioduce question-and-answer columns in
newspapers and on the radio on the safety, effectiveness, and ap-
propriateness of contraceptives

12 Obtain, record, and print statements from satisfied
users of contraceptives.

13 Assemble mformation kits to aid speakers on use of
contraceptives and the benefits of smaller families

DECEMBER 1970
| Continue inspection and replacement of awareness

posters Also continue distiibution of car labels.

3. Ensure continuation of thirteen-week radio and TV
spot campaign of slogans in support of family planning.

3 Continue regional launching of family planning
program.

4. Plan national seminar on consequences of population
growth Contact suitable lecturers, issuc mvitations to participants,
and organize seminar.

5 Continue discusston on family planning program
with elite and political groups

6. Continue distribution of metal badges to market
women and specialized groups on appropriate occasions

7. Assemble mformation kits on the population prob-
lem 1n Ghana in particular and in the world at large.

8. Regularly write and supply one newspaper article a
week on population problem at home and abroad.

9 Contmue panel discussions on population problem

on radto and TV
10. Write scripts  for twenty-to-thirty-mmute docu-

mentary films showmg the nature of the population problem in
Ghana for TV and cinema

[1. Contmue radio spot announcements of locations and
hours of service of fanuly planning clinic services 1n each region.

12. Continue discussion of contraceptive methods by
medical personnel on radio and TV

13 Prepare flipcharts and other visual aids for use n
chinics and at talks by health officers and family planning
personnel.

14 Approach Incal groups to arrange discussions on use
of contraceptives and the need for smaller famuilies.

15 Assemble information kits on the safety. effective-
ness. and appropriateness of contraceptives

l6. Start planning for 1971-72
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JANUARY 1971

1 Explore possibility of short film trailers

2. Launchings of regional family planning program
continue.

3 Arrange shooting and editing of documentary film
on awareness campaign for TV and make copics lor use in cinema
vans

4. Obtain, record, print, and make shdes of endorse-
ments and expressions of support [rom promment and respected
people and from people [rom all walks of life

5 Assemble mformation kits on the poputation prob-
lem m Ghana in particular and in the world at lage

6. Durmg this month, cffort will be made to encourage
employers of large groups of people to incorporate conlraceptie
services into their employees’ health services

7. Radio spot announcements ol locations and hours ol
regtonal clinic services continue ‘ !

8. Discussions of methods of Lontmucpllon by women’s
organizations cohtinue. e

9 Print “soap opera’ cartoon stortes,

10. Radio and TV discussions by physicians’ 'md wnxlwd
users continue

L1 ‘(‘ontmue with plans for 1971-72 zm‘nuul Ec.\'li‘m:lrcT
| ‘ CET
FEBRUARY 1971

I. Ensure change of awarencss posters at designated
spots and continue distribution of car labels

2 Arrange shooting of short film tralers if passibla.,

3 Continue supply of newspaper articles on populition
problem at home and abroad o

4 Radio and TV panel discussions on population pmh-
lem contimue

5. Consider] printing “Population Pplicy™ iy inhta bk
ments 1 newspaper.

6 Announcements of locations and hours of lamily
blanning services in gach region continue to e made ony therradio

7 Local discussion groups continue their discussions on
the motivation campaign

&, Devise a questionnaire to ohtajn feedbadk friom local’
clinics and ficld workers on the reassurance campaign,

9 Show on TV, shdes of endorsements and cxpressions
of support obtamed from promunent and respected people Also
publish statements in newspapers. ‘ ‘

10, Fmalize plans tor M71-72 annual estimates
| ‘ o P ' I 1

| e S R AU B R T [ 1

L e | v b o N W i)

MARCH 1971
| Replacement of awareness posters and distribution

of car labels continue '

2 Arrange to show short film trailers on awareness
campaign.

3 Arrange another semmar on population growth

problem.
4 Newspaper articles on population problems at home
and abroad continue
5 Panel discussions on radio and TV on population
problem LOHtl]lUl‘C Co *
. Print “Population Policy” 1n instaliments in news-
papers
.. 7. Design for use in newspapers ‘‘Population Baro-
meter” showing Ghana's population each week and the increase
over the previous week.
8§ Make and install barometer showing mcreases in
Gﬁmna population m public places.
‘ 9. Radio announcements of locations and hours of
famuily planning services m each regron continue.
10. Arrange another talk on the various methods of
contraception tor women'’s organizations. Also repeat radio discus-
stons by phystcians and satisfied users. |

APRIL 1971
1 Awareness campalgn with posters and car labels
continues.
2 Explore possibility of having government pens and
pencils marked with the “Red Triangle™ symbol
‘ 3. Continue discussions of family planning program
with elllc and political groups
! 4 Arrange appomtments and contact ﬂndwjdual
members of elite and political groups to obtain their support for
the program
5. Repeal newspaper articles on population problem
6. Continue panel discussions on population problem
on radio and TV.
-7 Repeat use of NBC, Walt Disney, and other .ap-

propniate films as fillers
8 Newspaper mxlallmcnte on “Population Policy’ will

contmue. ! '
9 Lnsure change ol‘ population figures on barometer in

public plades I

Il TEN T PTY whi “M“lﬁ\m““‘ (N g ‘l“\M‘ M‘i\h””“ ot i Wt
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10. Radio spot announcements of locations and houts of
fanuly planning services m each region continue,

1. Repeat medical personnel discussion of contraceptive
methods on radio and TV

12. Local discussion groups continue discussion of moti-
vation campaign.

MAY 1971

1. Awareness campaign with posters and car labels con-
tinues.

2. Continue TV showing of slides of endorsements and
expressions of support. Also repeat for newspapers

3. Continue face-to-face talks with individual members
of elite and political groups to obtain their support for the
program.

4. Newspaper articles on population problem will con-
tinue and should be effective at this period when National As-
sembly will soon discuss the country’s annual estimates.

5. Point 4 also applies to radio and TV panel discus-
sions.

6. Ensure that “Population Policy” pamphlet is distri-
buted to target groups.

7. Change population figures on barometer in public
places.

8. Supply information kits on population problem to
target groups.

9. Announcements of locations and hours of services in
each region continue.

10. Arrange another discussion by physicians and satis-
fied users on radio and TV.

JUNE 1971

1. Complete awareness campaign activities.

2. Complete legitimation campaign activities.

3. Continue postpartum program and make plans in
annual estimates for expansion during 1971-72.

4. Continue dropout program and make plans in annual
estimates for expansion during 1971-72.

5. Hold a conference on population problem for key
people in government.

Source:

Final Report. International Workshop on
Communications in Family Planning Programs

(June 6-18, 1970, Teheran, Iran), Robert

R. Blake, Ed., University of North Carolina,
Chapel Hi11, NC.
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Media Nos.

Country Project Dare Style used reached Effects

Colombia ACPO 1947 — radio radio, print, 100 000 (1971) Between 11% and 88%
‘progressive present study group study, each year of sample had made specific
course’ groups newspapers, improvements to do with

books, health; between 8% and 90%
educational did so because of ACPO.
support workers

Costa Rica ‘Dialogo’ 1970 — open radio, answer (1979) Population growth rate dechined

present access service (letter, 36% of adults from 3% (1970) to 2.5% (1975).
radio 'phone, personal listen
callers), regularly;
collaboration 53% histen
with health sometimes
service
5 Guatemala Pia 1975 experniment audio- 1 village 90% women could answer 6 or 7
project (3 weeks) with cassettes out of 10 questions correctly;
cassette over 50% had prepared high
listerung protein food for infants.

Haiti ‘Radio 1967 — open radio, (1973) Regular listeners had high recall
Docteur’ present access audio- all radio of 20 basic messages.

radio cassettes owners in
and visual one area
aids 1 knew of ‘Radio
climcs Docteur’

India SITE 1975-6 open television 2330 Effects on knowledge noted, but
access villages effects on practice questionable.
television

India ‘Better 1976 — support print 160 000 (Distribution figures only
Child Care’ present matenal (text and distributed indicator.)

for health Ulustrations) (1976)
workers

Kenya ‘Zaa na 1975 — open radio, (1975-6) Regular listeners had high recall
Uwatunze’ present access consultations 90% of of topics.

radio with health sample
service knew of
programme

Kenya AMREF 1980 — correspondence correspondence  (Feb.-Aug. 10% finished by Dec. 1980;
correspondence present course for lessons and 1980) 110 about 50% still working.
course health postal tuition Correspondence students’

workers knowledge compared well with
those on refresher courses.

Mexico PIATA ? support booklets ? 3 months after getting booklet,
booklets materials without group with booklet explained to

for health words them better informed than
workers control.

Micronesia,  Breast- 1975 campaign video, ? 1975 less than 25% breast

~ Yap islands feedmg_ filmstnps, feeding; 1977 over 50% breast
W campaign radio, booklets feeding.

Nicaragua .Polio . 1981 campaign newspapers, ? 75% of all under-fives
immunisation television, vaccinated on one day.
campaign radio, wall

posters, 40 000
volunteers, 2 400
health workers

Philippines Rad.io_ 1975 campaign radio 7 Pre-campaign 0% added oil; after
nutrition (1 year) 12 months 24% added.
advertising
campaign

Sierra ‘Small 1978 — supporting flipcharts 7 1977 0% pregnant women ate

Leone Talks' present matenals good diet; 1979 8% ate well;
for health 1977 41% children fed with cup
workers and spoon; 1979 50% fed with

Cc-3 cup and spoon.
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Media Nos.
Country Project Date Style used reached Effects
Tan_ania ‘Mtu ni 1973 campaign radio, 2 million Pre-campaign 20% had latnnes;
Afya’ (3 months) booklets, group 1973 45% had latrines;
groups members 1979 59% had latrines.
L4
(UK-based) TALC late training transparencies,  about Most sets of slides used 3 or 4
1960s for health other low 1 250 000 times a year.
— present workers cost slides
materials distributed
in 10 years
(Us/ Where 1973 — training book nearly (Distribution figures only
Mexico-based) rhere 1s present and 1 milhon indicator.)
no Doctor support sold
for health
workers
{Zaire- Insotute 1962 — support posters, Distributed (Distribution figures only
-based) of Study present for health pictures, to 15 indicator.)
and Research workers book, countries
for Health broadcasts
Promotion
Source: Jane Jenkins, "Mass Media for Health Education," Monograph 18,

International Extension College, Cambridge, U.K., 1983.
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Table 1. DESCRIPTION AND EVALUATION OF PROJECTS FROM LOW INCOME COUNTRIES USING HASS HEDIA FOR NUTRITION EDUCATION \')
N pegeription — — " mmm———— T T e e e T Evaluation®

Hajor Target Health
Rame Country Hedia buration | Audienca Hajor Megaage Outreach Edugatignal Objactives Objectives | Cost Referancea
Manoff rhillppines] Radlo |A one-ye-  Mothers of | Enrich weaning food with 508 to 75V (approx. 10% to 25% of mothere began Ho signifi- | §1.50 to 33, 35
Intntl. campalgn, | children oll, fish and vagatablas 30,000 mathers) enrichwant of weaning food cant elfects| $2.50 per
Advertising october under 11 heard and remembared on the mother
Technique 1975 to wonthe the message welght gain | reached
Hulcitlon October of childxen
fducation 1976
Campaign
Manolt ticaragua Radio | A 10-month Mothers of | Recipe glvan for Super Approximataely 65% Approximately 25% of mothers - $0.65 to 35
Intntl, campalgn, |children Lironada for home (70,000 mothers) gave Super Limonada for $1.75 per
Advortising July 1976 |5 years old| rehydration of children heard and remembered | dlarrhes mother
Technique to May and under with diarrhea the message reached
Rutrition 1977
Education
Campaign
Trinidad [Trinidad Radlo, | A six-week|MHothers and| Breastfaeding is praferable 75% to 99% of women Hotherg with nore awarencss -— - 36
and and ™, campaign |pregnant to bottla Feeding recognlzed the of the oampaign introduced
Tobago Tobago news= [ in Juns woaen mesgages from one bottle !eoqlnq liter
Breant- paper |and July, or more media
feedlng 1974
Campalgn
Food le Tanzania Radlo |A 3-month |Rural vroduce and consume & varisty| 1.5 to 3 million Soma naw vegetable gardens - - 37, 3a
Lifa and campalgn, |adults of foods for better health pacticipants in and pyliry unlts were bagun
Cempalgn book- ] Juna to radio llstening

lets gaptesber grotupa

1975

CARE Hass |[Korea Radlo | A one-yearjAll Xorean | For good health eat foods 70% to B0V heard 20% could name nutrlents - -— 39
Modia and campaign, |adults from each of the five or read tho messages | supplied by the five food
Hutyition comic | Jdanuary to food groups groups
Education book December
Campaign 1970
CARE Hams |India Films, [ A ten-waek [Hothers and! The dlet of a six-month old 250,000 peopls Awareness of recomsanded - - 40, 11
Media pasters,| campalgn, |pregnant child should {nclude solid 1ived in the weaning behgvior increased
Mutrition bill- [April to |women foodn catclmont area of from 50% to 93%
Education boards { Juns 1972 the eight experl-
Campaign and mental altes

radio

.Conpnrhon of avaluation results between projects sould be mada with extreme caution

calculated quite differently.

hecanme dfffarent evaluation methods wara used; in particular,

costs were often
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Table 1 {continued}

Dascxiption Evaluation
Major Target Health

Hame Country Hedis | Duration [Audlence Hajor Hesbage iutreuch Educationdl objectives Objectives | cost References
Maharashtral India News- A one-yesr |people with [Good quality protein should Approxlmately 53% 20\ fo 30 A reported changing - §0.04 par 42
State Hass papers | campalgn |an income be part of the dlet, (2.7 mi}lion adults) | thalf diat due to the campaign co;\uct
Hedla and in the of at least lespecially for children woere aware of the
Nutrltion filme early Rs, 250 per campaign
Educatlon 1970's month 1iving
Campaign in towna with

at least

15,000

population

) IO

Lesotho Lesotho Radlio A two-weak {Rural Beans, green vegetables) 108 to 308 of 50y to 706 knew why each of - - 43
Distance and campaign Jwomen and potatoes make a worien in lowlands the foods 1s good for health
Teaching comle 1n Hov. balanced dlet for good arsa (20,000 woman)
Centre book 1975 health heard and remembered
Nutrition the radid spota
Campalgn
Yap Hicronesia|rtim- project  |Hothers Dreastfeeding 14 wore 500 to 1,000 women Broastfeeding in clinlc - $0.02 to 44
District strips | began in [and aconomical and better waiting room increamed 30.05 or
Nutrition and 1975 pregnant for infants than bottls from 25% to 508 in two ta;: ,tp
education xadio women feeding years mmzn
Program spots
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DESCRIPTION AND EVALUATION OF PROJECTS FROM LOW INCOME COUNTRIES USING MASS MHEDIA FOR HEALTH EDUCATION

Table 2.
pascription Evaluation®
Target [ Health
Hame Country Media Duration |Audience Hajor Massage Outreach Educational Objectives Objectives Cost References
Glving Kenya Radlo Waokly Rural A varlety of modern child 3 milllon - - $350.00 pec 45, 46
pirth and broadcasts] adulte care practices are promoted 1istaners show/
Carling began in in a dialogus comedy format $0.0004 per
for Your February, listaener
Chlldren 1975 ,
Man is Tanzania | Radio Campaign Rural Racognition and prevention 1 to 2 million 20% of -groupg built latrines - $0,50 per 47, 38
Health and during adults of malaria, hookworm, participants in |(750,000 hEgtnus) villager
Canpalgn booklets| 1973 dysantery, bilharisis radio listening reached
and tubercilosis groupa

soctal Senagal v Broadcastsl Illit- Information about the causs 500 women Recognition qf mosquito as -— - 48
Education began in arate and treatment of malaria, regularly cauzse of malaria increasad
of Womsn Harch, working |dysantery and tuberculoslé attendad TV from 41% to 76% and use of

1965 claas and prozotion of less use club meetings prore than 7 jiters of oil per

womoan of oll for cooking twice a week hweek decreaped from 61V to
in v 158
clubs in
Dakar

Class ualtd Radio A 12-week | Sth and N 'Information on physiolegy, In 1974, there - - — 49
a'llyglene campalgn |[' 6th grade| vdccination and population were approximately

repeatad achool growth 3,500 partioipantd

yearly, | children from 194 different

since 1970, and thelr j looalitien

' teachers | '
The pllaP | Guatemala] audio J-waek Woman on | Proxotion of vaccinations Host women on xperimental plgntation had - $0.02 par 50, 51
Communica- Cassettas| canpalgn a coffes | and consumption of the plantation F!\ rate for 2nd vaccinations household
tion during and Incaparina hoard the tapes [against polia and diphtheria reached
Project 1975 rubber |comparcd with a 60% rate in
planta- 3 control plantgtion
tion

Satellite | Indla ™ August Rural Preventlva medicine 400 villages Pretest to pasttest gainm of ~= - 52, 53
Instruc= 1975 to adulta through {mproved nutxition in slx states 208 to 40\ on all health
tional August and Ayurvedlc herbal quest lons
Talevision 1976 home remadles
Experiment
(s1TE)

Comparison of evaluation results betwsen projects should be made with extrems caution bscause different avaluation methoda were used), in particular, costs

calculated quite differently.

b,

Source: Joanne Leslie, "Evaluation of Mass Media for Health and Nutrition Education:
(Paper prepared for joint meetings of the World Federation of Public Health Associations and the Canadian

The pils is an outdoor laundering place, a frequent gathering place for women in Gualaxala.

Public Health Association, Halifax, Nova Scotia, May 23-26, 1978)

wera often

A Review of the Literature"
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A STRATEGY FOR IMPROVED HEALTH EDUCATION IN HONDURAS

The Implementation Strategy:

To develop a coherent and effective health education methodology within the
Ministry of Health, USAID is providing long-term technical assistance and loan funds
over a five-six year period. Special attention is focused on strengthening the Ministry of
Health's health education unit, permitting it to serve the education and promotion needs
of many MOH departments. The goal is to develop a cadre of professionals within the
MOH capable of conducting audience research, defining appropriate health messages in
behavioral terms, and executing an integrated media strategy over time which maximizes
the impact of broadcast, print, and face-to-face channels.

The first phase of the development strategy was to create a health education
methodology appropriate to Honduras' needs and resources. A three year program,
focusing on acute infant diarrhea, jointly financed by ST/ED and the AID mission, pro-
vided the opportunity to test a range of options under actual field conditions. An
approach to health education was developed which builds upon Honduras' extensive
system of broadcast radio, its relatively literate rural population, and its expanding
system of health care providers, both traditional and non-tfraditional.

Year four of the program, financed almost exclusively by the AID Mission, ex-
panded the health education divison's focus from diarrhea to include three new priori-
ties: malaria, immunizations, tuberculosis and infroduced the concept of comprehensive
multi-theme health education. At the same time, formal training of health education
personnel began, adding to the in-service training which had characterized the previous
three years of assistance. This period is also marked by a considerable growth in the size
of the health education unit, necessitating particular attention being given to program
management and administration.

Year five-six of the program is designed to consolidate and institutionalize the
methodology, continue the formal training, and develop long-range health education
planning within the Ministry. Coincidental with this investment, the mission is support-
ing a large-scale infrastructural project in water and sanitation. Health education per-
sonnel being trained under this activity are using the same health education methodology
as the Phase lll program, and will join the health education division in 1985.

“The ImpeMeENTATIN STRATES 4y —

2/80 9/85

YEAR 1 2 3 4 5 6

JOIN
FUNDIRG

ST/ED &
MISSION

2/80 PHASE 1 3783
INTENSIVE DIARRHEA PROGRAM

— e —— e . —— e et e e e - e

PHASE 1l
anriP HAS PHASE W
PROGRAM & TRAINING INSTITUTIONALYZATION

WATER and SANITATION
SAME METHODOLOGY USED IN SELECTED REGIONS - FOR W&S PROGRAM




The Health Education Approach:

The particular health education strategy adopted by the Ministry of Health is part
of a growing genre of health education activities referred to generally as the public edu-
cation or the public communication approach. This approach attempts, in a predefined
period of time, fo change a particular set of behaviors in a large-scale target audience
with regard to a specific problem. During the past two decades, dozens of campaigns on
topics as varied as forest fires, mental retardation, energy conservation, smoking, alco-
holism, littering, seat belts, venereal disease, malaria, breastfeeding, latrine construc-
tion, population control, and infant diarrhea have attempted to inform, motivate, and
often to change the behavior of a wide audience in a short time. Experience has shown
that the short-term campaign alone has not produced long-term effects. The Honduras
program is using many of the lessons learned from short intensive campaigns, but inte-
grating them as part of a long-term and continuous health education strategy. The goals
of long-range planning are to ensure that episodic crisis campaigns are avoided in favor
of a long-term, consistent health education strategy designed to promote key health

priorities such as diarrheal disease control, immunization, malaria control, and family
planning.

The approach is illustrated in the following diagram which shows the relationship
between three key stages in the strategy; preprogram planning and development, the

instructional intervention, and an ongoing monitoring and evaluation system with clear
results in knowledge, attitudes, and behavior.

PUBLIC COMMUNICATIONS MODEL

PROGRAM PLANNING

| NON > HEALTH / EDUCATION
EDUCATION
FACTORS PROBLEM\ FACTORS

2 INTERVENTION

MESSAGES
CHANNELS
MATERIALS

IMPROVED
KNOWLEDGE
ATTITUDE
PRACTICE
HEALTH
STATUS

DESIGN

* EXISTING KAP * FACETO FACE
« BEHAV. ANALYSIS Health Providers

ESMONITORING

Predlsposing Trad, Healers
Enabling Family
Reinforcing ;:zrs s

» EPIDEMIOLOGY 00
Incidents, Prevalence ® PRINT RECEPTION
Distribution/lntensity _ » BROADCAST KNOWLEDGE
Duration ACCEPTANCE

PRACTICE
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The success of a public communication approach depends upon its ability to pro-
vide a sufficiently large number of people with practical and important new informa-
tion. It must make an impact on the consciousness of the intended audience by rising
above the everyday clutter of advice and suggestions to become an important new
priority in their lives. It must change what people do as well as what they think and
believe. This cannot be achieved by the mere repetition of simple slogans, the mass
exhortation to db the right thing, or the indiscriminate use of mass media alone. [t
requires a sensitive understanding of how people are affected by specific health prob-
lems, articulate crafting of useful and practical educational messages, and a coordinated
distribution network that reaches each individual through various channels
simulfaneously.

The planning and development stage emphasize the collection of critical informa-
tion needed to prepare an effective program design. This information answers important
questions such as: (a) Who in the total population should be selected as the principal
audience? (b) What communication channels are most appropriate for these people? (c)
What behaviors should be advocated? (d) What resources are needed to conduct the pro-
gram? The final program plan, including budget and resource requirements, is based upon
the results of this investigation.

The intervention is divided into discrete cycles.._Each cycle covers the same basic
information with a slightly different approach. These cyclical changes reduce audience
fatigue and permit a continued renewal of audience involvement. From an administra-
tive perspective, the cycle approach is important because it permits program planners to
design segments of the program sequentially. This means they can work with fewer pro-
duction facilities over a longer period of time; more importantly, they can incorporate
results of the earlier phases into the planning of later phases.

In order to reach large numbers of people, mass media, particularly broadcast
media like television and radio, play a central role. But it is the integration of broad-
cast, print, and face-to-face support which is essential to the campaign success. Woman
hearing health messages on the radio also hear the same advice from a health worker,
receive printed information from her child's school, participate in a community health
fair, and see related posters.

Monitoring and evaluation permits the planner to detect problems and make
important iterative changes in educational strategy. These changes must be made in
response to information on the acceptance and efficacy of project activities. It is the
purpose of the monitoring and evaluation component to ensure that this information be
available at relevant and timely intervals. A monitoring system which permits the
random sampling of select segments of the audience is developed. Planners know: (a)
how a microcosm of their intended audience feels about the advice they are receiving; (b)
whether they are taking that advice; and (c) what obstacles they are encountering. These
monitoring devices can also point out important logistics problems such as a breakdown
in delivery of printed matter or use of inappropriate broadcast times to meet audience
needs. This type of ongoing evaluation is essential in making corrective changes in
future cycles, as well as for providing program administrators with a clear idea of their
overall potential success.

Public communication has typically been operated as a campaign—a single inten-
sive effort, focused on a critical problem and limited in time. The cyclical nature of
many public health themes--arques for comprehensive annual programming of multiple
themes, carefully integrating and varying the intensity of different messages. Secondly,
the fact that public communication addresses different audience segments permits
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multiple programs to be managed simultaneously. Finally, the changing characterics of
audiences overtime, the increasing sophistication of messages and constantly changing
constraints argue for a consistent programming strategy like public communication which
incorporates regular audience assessment and feedback as part of the overall health
education program. In this way public communication can rise above the tradition of the
national mobilization campaigns of the '60s and '70s and become a regular operational
tool which maximizes the use of mass media by focusing on selected themes integrated
with equally powerful print and face-to-face delivery systems. Public communication
represents an important new tool in the challenge to reach thousands of rural people with
practical and effective health advice.

The following document describes the overall approach of the public communica-
tion strategy in greater detail.

Source: Mass Media and Health Practices (A Health Education Strategy for
Honduras, Academy for Educational Development, Washington, DC, 1980.)
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USING BEHAVIORAL ANALYSIS
IN PLANNING A PROGRAM TO
ALTER HEALTH PRACTICES
IN RURAL HONDURAS

This paper concems the application of behavior analysis to the selection of intervention
targets in a campaign designed to alter maternal response to diarrhea and subsequent
dehydration'in rural Honduras. The goal of this project was to reduce the negative
consequences of infant diarrhea by altering the way in which rural mothers behave. We
were not primarily concemed with "opinions," "attitudes," statements or feelings. Our
objective was dramatic change in what rural mothers did to treat and prevent diarrhea.
Our behavior change vehicle was the economical and ubigquitous communication medium
of radio. The strategy was to develop a series of health care messages which would alter
the way in which rural people behave, without investing in large scale clinic construction,

latrine building or water system development.

In recent years, the experimental analysis of behavior has come to be regarded as a
potential resource in altering pattems of behavior related to health. A young science,
empirical research into basic principles of human and animal leaming,-has provided
innovative and sometimes controversial methods of provoking and maintaining new
practices (Wheeler, 1973). Behavior modification is the term most often used to describe
"blatant" efforts to alter the behavior of groups of people. It is not immediately obvious
how one might apply the behavior modification techniques of positive reinforcement,
gradual approximations, discrimination, and generalization (Skinner, 1978) to name but a
few, to achieve improved infant and child health in a developing country. One thing is
clear. The health of the child is dependent on the behavior of the parents, primarily the
mother. Behavioral intervention to improve child health is infervention to alter maternal
behavior. This was the task which we accepted with some reservation. To make effec-
tive use of behavioral principles in planning and executing a project to produce amternal
awareness, acceptance and competent use of oral rehydration therapy in a Central
American health region, with a population of about 400,000 people.

Plaming the mass media campaign involved five steps:

) we identified the behavioral parameters of the health problem.

2) we conducted field investigations and reviewed existing data tfo
determine current patterns of behavior, and their environmental
context.

3) we developed a list of treatment and prevention behaviors.
4) we measured each behavior against criteria which emphasized its
consequences, performance costs, compatibility with existing
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behavior patterns, and observability.
5) we constructed a program designed to instruct and motivate the

target audience.
We are concerned, here, with steps 2, 3 and 4 of the process of identifying, specifying,
selecting campaign targets based on behavior modification criteria. The purpose of this
exercise was to identify beforehand, which behaviors would be easy to change, which
would be difficult, what would be necessary to effect changes and make permanent
adoption likely. Given an understanding of. the magnitude of resitance to change which
we confronted, we were able to allocate the limited resources available for this cam-
paign in a manner likely o produce the greatest impact on infant health. This project
expended approximately $100,000 each year, during its three year duration. About 25
cents for each person in the target population. The first 9 months of the project were
taken up by plamning, data collection, field trials, message and material preparation. In

retrospect, the time, money and effort were well invested.

IDENTIFYING THE PROBLEM

Childhood diarrhea in a rural farming community provokes a complex set of responses.
These behavior patterns and the stimuli which provoke them can be vqrious’ly conceptua-
lized from medical, instructional and anthropologic perspectives. Conflicting opinions
emerge from the medical community concerning how best to prevent and treat diarrhea;
from educators on how best fo instruct and motivate rural people, and from anthropolo-
gists on the impact of current beliefs and social structure. To reach a consensus and
assure that issues were fully considered a series of three response clusters were

developed. Each cluster spoke to one of the major concerns of the project.

Cluster A: Maternal Response to Infant Diarrhea/Dehydration
Enabling Knowledge
Diagnosis
Home intervention
Seeking Medical Assistance

Cluster B: In Home Oral Rehydration
Acceptance
Procurement
Mixing (preparation)
Administration
Recovery Nuftrition

Cluster C: Diarrheal Prevention
Endbling Knowledge
Food Preparation
Food Storage
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Feeding Practices
Personal Hygiene

Household Hygiene
The formative team evaluating each of these areas included: a physician specializing in
diarrheal disease control, a behavioral psychologist familiar with behavior modification
technology, an anthropologist experienced with rural behavior in Central America, and

communication experts trained in mass media campaign development, and evaluation.

The response clusters served as the basis for assembling behavioral inventories which
took weeks, in some cases, months fo compile. They were essential inestablishing a
shared conceptual framework among the design feam, and more importantly in clearly
defining the behavior change issues which we would face in the campaign. These issues
are summarized below:

1) Initiating and maintaining theuse of oral rehydration therapy, a
remedy associated with diarrhea which does not in fact stop diarrhea.

2) Timely determination that oral rehydration therapy is needed, and
obtaining packets.

3) Proper mixing of rehydration solution in rural homes, i.e., locating a
liter measure, proper proportions and storage.

4)  Proper administration of the solution: slowly, over 24 to 72 hours, in
spite of vomiting.

5) Eliminating administration of purges, irrelevant antibiotics and other
pharmaceuticals or folk medicines.

6) Continued feeding, especially breast feeding, during episodes of
diarrhea.

7)  Engaging in prevention behaviors which may have no readily observed
impact on diarrheal morbidity.

FIELD INVESTIGATIONS

Some of our questions were answered by prior research studies conducted in
Central America. These were medical and public health issues concerning the
impact of various treatment regimens, seasonal variations in morbidity, nutrition

during and after diarrheal episodes, and contamination of food and water.

Issues conceming parenting practices, food preparation and storage, available
skills, resources, materials and existing beliefs had to be asked within the specific
Context of rural Honduras. Fortunately, it became immediately obvious as data
“ere analyzed that there is substantial uniformity of language, cultural practices,
Configuration and contents of households throughout Honduras. This is certainly

ttrue in many other countries, whic have several non-overlapping languages and
ltural traditions.
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The field investigation included 62 discussion groups made up of 402 rural
mothers, direct observation in 24 rural homes of children suffering from diarrhea,
[75 structured interviews of rural mothers, fathers, siblings and grandparents.
Twenty village-based mixing trials, and a survey of physicians and health workers,
were also carried out. The content of the investigation included identification,
treatment and prevention of diarrhea in village settings. We were specifically
interested in establishing the vocabulary used by rural mothers to describe sick
children and symptoms, their beliefs conceming causes and cures, their current
practices, and reactions fo elements which might be included in an instructional
campaign. Details of the design and results of this preliminary field survey are
available in Smith, Pareja and Booth (1980). In all, collecting, analyzing, and
summarizing data took approximately six months time for 2.5 staff to carry out.

A major concern was that we accurately identify how rural mothers were moti-
vated during diarrheal episodes. We saw this as central to organizing an effective

campaign. Survey results revealed that mothers wanted the following things.
The child's watery stool to return to normal.

To avoid vomiting, which was seen as themost serious and unpleasant
consequence of any medication.

A simple remedy which could be administered easily, at home.

A readily available remedy which they did not have to travel tfo town or to
the capital city to acquire.

A respected remedy, the same as that being used in hospitals.

The last two of these concerns are related fo disiribution and current practice in
hospitals. The Ministry of Health had commited itself ot providing broad and reliable
distribution of "Litrosol" a locally prepared version of the W.H.O. oral rehydration
formulation, in moisture proof packets. Oral rehydration had already been adopted in
hospitals for all but the most acute cases. This left us with the first three items as the
unaddressed primary concems. These presented serious problems for our campaign. Oral
rehydration therapy does not stop diarrhea or firm uw watery stools. Oral rehydration
can induce vomiting in a sick child if given too rapidly. Finally, oral rehydration therapy
can hardly be considered "easy" since it requires slow administration of a liter of fluid

over a 24 hour period.

A further result of the field survey was a list of 38 treatment and 70 prevention

behaviors. Each of these behaviors held some potential for improving infant and child



health. The full list of 108 behaviors is presented below. The are NOT {08 unique
classes of behavior. Some items are unique while others are variants within a functional
class, each of which appeared to hold some promise of health benefit. The headings on

Chart | identify major response classes.

SELECTING THE BEST MESSAGES

No campaign of reasonable dimensions could deal with 108 different behavior change
objectives successfully. Which of the message were most likely fo provoke treatment

and prevention behaviors in our target audience?

The experimental analysis of behavior suggests six circumstances which may contribute
fo the dbsence of desireable behavior, singly or in combination. First, necessary skills or
knowledge may be absent. For example,-rural mothers in our group often knew that
boiling water is good, but they did not understand that it actually kills the parasites they
fear. Second, discriminations which identify when to emit the behavior may be
unformed. Mothers knew that some foods made their children ill. They did not know
that the longer the food sat around after preparation the more likely it was to cause
illness. Third, necessary materials or implements like the ORT packets may be unavail-
able. Fourth, there may be no positive consequences for engaging in the behavior. Most
of the behaviors which we advocated produced no immediate results but were beneficial
in the long run. Fifth, there may be positive consequences for engaging in incompatible
behavior, like not feeding during diarrhea. This behavior has a major impact on the
primary symptom of the disease. Oral rehydration does not. And sixth, there may be
punishing consequences which discourage the desired behavior pattern. During rehydra-

tion, a child may vomit, for example, and his diarrhea appear to increase.

Behavioral amalysis is the study of environmental events which maintain and change
behavior patterns. Changing behavior can involve modifying an existing pattern or
creating a whole new one. Behaviorists stress the importance of understanding the full
context in which a new behavior will occur. Most importantly they seek to identify
positive consequences which will follow the behavior and to avoid punishing results.
While there are many means of provoking a new behavior pattern, positive consequences
are essential to maintain it. Ignoring the element of positive or negative consequences
for the mothers who actually engage in the behavior, leaves the likelihood of long term

continuation to chance.

Qur strategy was to try fo identify existing behaviors which were compatible with the

new ones. To look for approximations to the new behaviors, already available in existing
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TREATMENT BEHAVIORS CONSIDERED

Diggnosis

l. Recognlze that the child's stool Is abnormal.

2. Confirm that the following pre-acute symp toms are present.
watery stool
Lisl lessness

Loss of appeHte
more than three stools in a day
3. Conlirm 1hat the following ocute syrmptoms are present:
Surken eyes
Dry skin / mouth
Drarrhea and vornlling
4, Confirm the following decision pattem:
1f 2 is no ond 3 Is no 1ake no action
If 2 is yes and 3 is no use home based ORT
1f 2 ks yes and 3 is yes go to hospital /clink

Acceplarnce

5. ldentify ORT packet as medicine for dehydration not digrrhea.
6. ldenti{y pocket as able fo reslore appelite and octivity.

1. Identify packet as unable to reduce the number of watery stools.
8. ldentily packet as able to replace essentlal liquids.

-

0. Identify the cost of the ORT packet In lacal currency.
1. Stale why expenditure and effort are worth H.

Procurernent

12.  Name padket.

13.  ldentify packet visually.

. Mentify locallon(s) where packet can be cbinined.

15.  State that 1wo packets should be purchased each time.
16,  State how they will chtain packet.

Mixing

17.  Kentify aone liter vessel.

18.  State thal the vessel must be washed and kree from foreign matter.
19.  Fill one liter container 1o the top with cleanest availdble woter.
20.  Open the packet without spilling.

2. Add the contenls of one packet with minimal spilloge.

22.  Add nothing else to solution.

23.  Stir or shake,

24, Idenlify dissolved sohstion.

25.  State that mixture should NOT be boiled.

Administration

26.  Use a small spoon to give the entire liter in smoll amounts.
27.  Adminlster small amounts continuously through wdking hours.

Identify rehydration medicine as belter than purge, starvation, and fok remedies.

28.  Conlinue to breast feed while rehydrating.

29, If child vomits allow him fo rest lor a few minutes and slart to give her small
amounts again SLOWLY,

3. Feed child weoning food (ajuo de arroz, ploedas, afoles) as soon os his oppelile
refums.

31.  Never withhold food.

32. It diarrhea contirues alter first day, mix ond give new solstion for one more day,

*  oruntildiarrhea stops. ~

Seeklng Medical Help

33.  lf dlarrhea continves for more than 1wo days, seek medical help.
3.  If vomiting occurs 5 or more times a day, seek medical help.
35.  Give child ORT solusilon during frip to clinic If possible.

Recovery Nutrition

36. Feed sofl-boiled eggs every day for ten days after appetite retums.
37.  After appelite retums, offer more food thon usual.
38.  Offer supplementary food for as many days as she had diarrhea.

PREVENTION BEHAVIORS CONSIDERED
Endbling Knowledge

l. Diarrhea Is dangerous, it dries out the child ond can kill.

2. Child/infont Is different from aduit and must recelve special treatment.
3. Food con contain germs which are dangerous.

4, Water can confojn germs which are dangerous.

5. Fecal malter contains germs which are dangerous.
6. Older food Is more likely to contaln germs.
1. Leaving food uncovered makes it easier for germs to gel in.

8. Heat kills germs {animalitos, bichos, fombrices . . J.

Dreast, Bolile and Weaning Foods

9. Do notuse infant fornula.

0.  Prepare infant formula correctly (series of behaviors)

1l.  Bottle feeding is dangerous to Infanis If formula Is mixed with incorrect amount
of water,

12.  Uoltle feeding Is dangerous unless all of the water used is bolled.

13.  BoHle_feeding Is dangerous unless bottle and nipple are boiled before each use.

14.  Breostfeed the Infant as much as possible.

15,  Breast mik Is BEST and mdkes child stronger.

16.  Breast mitk Is SAFEST and reduces chance of Hiness.

17.  Good mother will nurse her child ot least 4 times a day.

18.  Good mother will purse her infant at least 6 limes o day.

19.  Ifants should get only breast milk until they are 6 imonths old, then breast milk +
other foods until they are 18 months old.

20.  Colostrum s Jike a vacclnatlon for the Infant (la primera vacuna).

. Mothers need to eot well when they ore breas! leeding.

22.  Increased amount of lood, particularly eggs, ore good for breast feeding mothers.
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23.

24,

Do no! feed cujada (soft cheese) to children I it has been stored for more than
one day.
Do not feed beans o infants because they are hard to digest.

Food Prepayation

25. Reheat tortillas before feeding them to infant/child.

2. Reheat frijoles before leeding them o Infant/child.

27.  Reheat soup ond give lo infant/child warm.

28.  Rehea! rice and give to child warm.

29. ﬁieul cow's milk before giving it to infani/child, if It has slood for more than 4
ours.

30.  Wash fruil before giving it to Infant/child.

31, Peel fruit before giving it 1o Infant/child.

Food Storage

32. Boiled water should be kept in a covered jar.

33, Discard any tea which is left over after chlld finishes.

3.  Keep tortillas covered with a cloth when not eating.

J35.  Keep cooked frijoles covered when sfored.

36. Keep soup covered when nol eating.

37.  Keep cooked rice covered when not eating.

38.  Store cow's milk in a jar with a cover.

39.  Store cujada (cheese) in a tightly covered conlainer.

40. Keep drinking water covered.

41. Do mot store miant food, mdke B fresh.

Personal Hyglene {mo ther)

42.
43.

44,
45,
h6.
07,

48,
49,
50.
St.
52.
53.
4.
55.

Mother should wash her hands with soop before preparing food for Infant/chik.
Mother should wash her hands with cleon water before preparing food for
infant/child.

Mo ther should wash her honds before feeding Infant/child.

Mother should wash her hands before serving food.

Mother should cut her fingernails once each week.

Mother should tdke the dbove precautions with older sibligins if they feed the
Infant/child.

Mo ther shosld wash her breasts before feeding.

Increuse volume of water used fo wash hands.

Increase the frequency with which nothers wash hands.

Always use soqp to wash handd, it removes germs.

Wash hards after defecoting.

Wash hands before doing any thing with food.

Keep a separate bowl of chlorinated waler to wash hands in.

Wash infont/child's hands before feeding.

Household Hygiene

Wash confainer in which water Is kept (with chlorine).
Wash confalner In which water Is kept (with soop).
Wash spoon used o cook beons with soap.

Wash pot used to cook beans with soap.

Keep infani's spoon separate from family utensils.

Store diopers In a covered spot out of children's reach.

Store digpers as soon as they are remaved.

Build a coral for child as soon as he begins crawling and leave child Ihere when not
with mother.

Put a gale in ihe kitchen doorway to keep animals out.
Washing bedpan each moming with chlorinated or soapy water.
Mothers should have a speclal fowel o use.

Bury excrement away from house and water.

Do not defecate near water source.

Encourage children lo tell mother dbout defecating.
Encourage children to wash hands after defecating.




practices. To evaluate the real costs and benefits, social and economic, of adopting the
new behavior. And to judge whether the frequency and persistence with which the new
behavior must be practiced were realistic in the rural context. All of these elements
were weighted against the anticipated impact of adoption of infant health. Some

behavior, clearly, would have much greater impact than others.

These variables were structured into a nine item behavior evaluation scale described in
Chart ll. Each item was assigned a value ranging from a negative value of 0 fo a positive
of 5. Individual messages considered for the treatment and prevention campaigns were
measured against each item. The raters consisted of Ministry of Health (MOH) represen-

tatives, consultants in evaluation, behavior modification, campaign design, and anthro-

pology.

The results of our rating session might disappoint a scientist. Raters found that they
lacked sufficient information in some areas. Worse, much of the information available to
the group was contradictory and unreliable. The ratings were clearly a compromise
which represented the group's best judgement at that moment, no more, no less. Results
were too complex (108 items x 9 scale items x the number of raters) to reduce to purely
mathematical terms. The scale did, however, provide a coherent guide permitting all of
theprincipal concemns to be discussed systematically. The consensus which emerged
included the following messages or themes:

TREATMENT: Litrosol (the locally produced rehydration salts) is a remedy for dehy-
dration, not for diarrhea.

Dehydration is a loss of liquid during diarrhea which can cause a child
to die.

Go to any medical facility or local health worker to get Litrosol.

Mix one packet of Litrosol in one liter of water.

Give Litrosol to your sick child gradually over 24 hours.

Continue to give Litrosol even if the child vomits.

Give a full liter of Litrosol in the first 24 hours.

After missing one meal give the child soft foods, breastmilk, and juice.

If any one of several signs (identified specifically) are present seek
medical assistance.
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BEHAVIORAL EVALUATION CRITERIA

Health Impact of the Behaviort

0.

VS WN —
e e e

No impact on Health Problem
Little impact

Some Impact

Signi ficant impoct

Very significant impact
Eliminales the health problem

Positive Consequences of the Behavior:

None which mother could perceive
Little perceptible consequence
Some consenuences

Significan! consequences

Very signi flcant consequences
Major perceptible consequences

Cost of Engaging in the Behavior:

Requires unavailoble resource or demands unrealistic e ffort
Requires very significant resources or effort expenditure
Significont resources or effort

Some resources or effort

Few resources or little effort

Requires only existing resources

Compatibility with Existing Practices:

Totally incompat ble

Very significatn incompatibility
Signtficont incompatbility
Some incompatibility

Little incompatiility

Already widely practiced

Approximations Availdble:

0.

|
2
3
4
5

Nothing like this is now done

An exisiing practice is stightly similar
An exisilng practice Is somewhat similar
An exlsilng proctice is similar

Several exlsitng practices are similar
Several exisitng practice are very simllar

Complexity of the Behavior:

Unrealistically complex
Involves a great many elements
Involves many elements
Involves several elements
Involves few elements

Involves one element

Frequency of Behavior:

NN -

Must be done at unrealistically high rate to achieve any benefit
Must be done hourly

Must be done several times each day

Must be done daily

May be done every few days

Moy be done occaslonally and stitl have significont valse

Persistencet

0. Requires complicnce over an unrealistically long period of 1ime
t.  Requires compliance over a very sustantial period of 1ime
2. Requires complionce for a week or more
3.  Requires compliarce for several days
4, Requkescompliance for aday,
5. Canbe accomplished in abrlef time
Observabilitys
0. Conot be observed by on ouisider
I. s very difficult fo cbserve
2. s difficult to observe
3. Is observable
4, s readily cbserved
5. Conmot be missed




PREVENTION:  Young children are especially susceptible to diarrhea and dehydration.

Give only breastmilk through the fourth month and continue breast-
feeding along with soft food through the l4th month.

Reheat and do not store foods given to young children.
Wash hands with soap before preparing food for young children.

Boil and cool all water before giving it fo an infant.

CAMPAIGN THEME AND TARGETS

Jregtment of infant and child dehydration consists of a series of behaviors, no one of
which is of much value without all of the others. Thus, our campaign HAD to include all
of the treatment elements: diaognosis, acceptance, procurement, mixing, administration
and recovery behavior. It di no good to have mothers who were expert diagnosticians but
who did not know where to obtain the Litrosol packets, or who could not mix the solution
properly.

Given this constraint, campaign planning emphasized elements of home based oral rehy-
dration therapy which were expected to present the greatest resistance to acceptance.
Special attention was given to the behaviors least likely to be initiated, or least likely to
persist. Recall tha oral rehydration therapy does not firm up loose stools, can induce
vomiting, and requires slow, patient administration over 24 or more hours. These ele-
ments were in direct contradiction to the motivation of mothers, found in our field

survey.

The proposed solution was to construct the treatment theme around one simple concept
"children with diarrhea need liquids." Motivational eléments in the campaign told
mothers that dehydration (loss of liquids) is a life threatening problem for children with
diarrhea. Specific treatment advice was appended to thetheme, but "give liquids during
diarrthea" was thecenfral message, presented repeatedly and in various contfexts.
LITROSOL was presented as the special remedy for dehydration. In essence, we had to
create a new disease. Mothers were told to be wary of, and respond quickly to dehydra-
tion, the killing threat that accompanied diarrhea.

Prevention behaviors proved extremely difficult to select and address. The sources of
contamination in a rural home were so numerous that no reasonable shift in behavior

patterns seem likely fo have a significant impact. The balance between impact on health
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and performance cost was in every case unequal. The most useful changes such as fre-
quent hand washing were unreasonably demanding; while simple changes such as covering
food were unlikely to produce tangible results. Few of the prevention behaviors provided
mothers with an immediate positive consequence. Often changes were very costly. The
price of a bar of hand soap in rural Honduras was the equivalent ot several months dis-
posable income. Other prevention behaviors had unpleasant consequences. Reheating
tortillas hardened them. Boiled water was difficult to handle until it cooled after a long
wait, furthermore it did not taste gocd.

To guarantee an impact on child health, boiling water, washing hands and reheating foods
would have to be executed with high frequency and persistent compliance. A small

mistake (forgetting just once a day) could produce a sick child.

An anti-bottle feeding campaign was considered and rejected because of the natural
rewards for bottle feeding which we had observed in our rural visits. The immediate
benefit of allowing mother independence from the child, to pursue other chores, was
likely to overpower messages stressing the long-term dangers of contamination and
malnuirition. We were also sensitive to the possibility that a campaign against bottle

feeding might promote its use by making it a salient public issue.

Ultimately, we decided to reinforce the universal, but not exclusive practices of breast-
feeding, handwashing and feeding freshly made weaning foods. Our strategy would be to
provide a compelling rationale and verbal support for engaging in these behaviors. Our
objective was to accelerate beneficial existing practices without demanding compliance
with regimens so unrealistic as to produce failure and dbandonment. Mothers would be
told tha infants required special care, because they are more wvulnerable. This approach
built on existing beliefs that young children are "wedk." Breastfeeding strengthened the
weak child. The cleanest water, the freshest weaning food and cleanest hands provided
the best protection for the small and winerable child. The BEST mothers engaged in
these practices and their children showed the benefits. These were our campaign ele-

menfts.

The central themes identified, they would be transformed into appealing language, struc-
fured into a sequenced dissemination plan and segmented by media (radio, print and face

to face instruction).

Message selection took more than seven months from start to finish. It absorbed an
unexpected share of the total energy invested in this project. If the outcomes appear

obvious, they definitely were not so during the seven months of specifying, researching,
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testing and planning. In retrospect the three key elements were identifying the response
clusters, the field survey, and the behavioral evaluation scale applied to thelist of poten-
tial messages. The behavior modification model was a constant reminder of our ultimate
goal to alter mothers' behavior and forced us to attend to the realities of rural life. Our
first effort was admittedly inefficient. We believe, however, that the applied behavior

analysis carefully and seriously carried out, greatly strengthened the program.
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BEYOND CAMPAIGNS:
A New Approach to the Media and Education

A. DEFINITIONS AND ORIGIN

The public education or public communication campaign is an approach to large-
scale popular educatjon that attempts, in a predefined period of time, to change a
particular set of behaviors in a large-scale target audience with regard to a specified
problem. During the past two decades, dozens of campaigns on topics as varied as forest
fires, mental retardation, energy conservation, smoking, alcoholism, littering, seat belts,
venereal disease, malaria, breastfeeding, latrine construction, population control and

infant diarrhea have attempted to inform, motivate, and often to change the behavior of
a wide audience in a short time.

Not all of these experiences have been positive, indeed much has been
disappointing. In a recent review of public education, entitled Public Communication
Campaigns, Dr. Ronald Rice concludes:

After the early belief in the power of the media to persuade any audience
faded, communication researchers were generally pessimistic about the
probable success of such campaigns. But the mood of communication
researchers has, for the most part, changed, as indicated by the title of the

journal article, "Some Reasons Why Information Campaigns Can Succeed.
(Mendelsohn, 1979).*

This change in mood is a result of two factors. First, we now have several
documented successes. Secondly, we have a growing realization that public education is
no "quickfix," but rather a useful, if complex and not well understood, new tool of
popular education. Gradually the concept of a campaign is giving way to the idea of
regular, operational programming built upon the concepts of careful message definition,
integrated delivery systems and mid-course monitoring and correction.

This paper attempts to outline the salient features of the public education approach
as applied to health problems in developing countries around the world. These countries,
while quiet different in social, cultural, and linquistic systems, are characterized by
large, often illiterate and isolated rural populations. These populations typically lack
regular access to adequate health care facilities or providers. Traditional belief systems
often contradict recommended medical practice and fragile family economies permit
only the most modest innovation in life style patterns. The public education approach is
also considered applicable to many other development sectors and to the social and
behavioral problems of industrial as well as Third World countries. Health issues in
developing countries have been selected for discussion here because they represent ‘areas
in which public education experience has been documented and at the same time include
some of the most difficult development problems being addressed.

Experience with public education for health is extensive. In the population control
areq, for example, at least haif a dozen projects with three years' experience or more
have improved contraceptive availability, increased sales of contraceptive products,
spread knowledge and stimulated wider use of the methods promoted, at a cost below
that of most traditional programs.

Mendelsohn, H. (1973) "Some reasons why information campaigns can succeed."
Public Opinion Quarterly 37:50-61.
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The following list of selected programs, in the U.S. and internationally, have
contributed to our understanding of public education, and have demonstrated both the
inherent problems and real potential of the approach. These experiences form the basis
for the model recommended in this paper.

In the US.

o Stanford Heart Disease Prevention Program

o National High Blood Pressure Education Program

o Breast Self-Examination Program

o National Cancer Institute's Asbestos Awareness Alert
o Drug Abuse Prevention Campaign

) Driver Safety Education Campaign

Internationally

Man |s Health Campaign - Tanzania

Masagana 99 - Philippines

Have a Heart Campaign - Jamaica

Model Family Planning Program - Iran

Jamu Project - Indonesia

Preethi Marketing Program - Sri Lanka

Aprofam Family Planning - Guatemala

Mass Media vs Direct Education Program - Mexico

Dr. Hakim Program - Tunisia

Mass Media Nutrition Education Campaign - Phillippines
Nutrition Mass Communication Project - India
Breastfeeding Campaign - Trinidad and Tobago

Soybean Utilization Program - Bolivia

Mass Media and Health Practices Project - Honduras and The Gambia

00000000 OO0CGOOO

B. OVERALL CAMPAIGN STRUCTURE

The success of a public education approach depends upon its ability to provide a
sufficiently large number of people with practical and important new information. It
must make an impact upon the consciousness of the intended audience by rising above the
everyday clutter of advice and suggestions and become an important new priority in their
lives. |t must change what people do as well as what they think and believe. This cannot
be achieved by the repetition of simple slogans, the mass exhortation to do the right
thing, or the indiscriminate use of mass media alone. It requires a sensitive
understanding of how people are affected by specific health problems, articulate crafting
of educational messages which are both useful and practical, and a coordinated
distribution network which reaches each individual through various channels
simultaneously. In essence, the planners of such an approach will need answers to the
following questions:

. Which of the many behaviors that we could advocate changing are important enough
to make a difference and are also susceptible to change? Susceptible to change means
people must:

o Have ready access to any new resources required to adopt the
behavior.
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o See positive benefits from adopting the behavior.
o See no serious negative effects from adopting the behavior.
2.  What must we do to ensure that people:

o Believe that the behavior we are advocating is the best alternative to
solving a problem which they perceive as important?

o Understand how to perform accurately the behaviors so that the
positive rewards we are predicting come about?

3. How will enough people become exposed to the advocated behaviors to make
a difference in the problem?

4. How will we provide long-term reinforcement of the behaviors to ensure
continued adoption?

5. How do wo know what level of success we have achieved?
6. How can all this be done at a cost we can afford?

The program structure being proposed here (See Graph 5.) reflects the importance
of these elements as applied to a health problem. It includes a preprogram planning and
development phase, an instructional intervention, and an ongoing monitoring and
evaluation system with clear results in knowledge, attitude, and behavior.

The planning and development stage emphasizes the collection of critical
information needed to prepare an effective program design. This information answers
important questions such as: (a) Who in the total population should be selected as the
principal audience? (b) What communication channels are most critical for these
people? (c) What behaviors should be advocated? (d) What resources are needed to
conduct the program? The final program planning, including budget and resource
requirements, is based upon the results of this investigation.

While it is impossible to predict the results of the preprogram research, it is
possible to suggest certain basic features that might be included in any effective public
education program. In order to reach large numbers of people, mass mediaq, particularly
broadcast media like television and radio, will play a central role. Three components—
broadcast media, print materials, and face to face community outreach activities—are
structured in a coordinated whole so that one reinforces the information provided by
another. Woman hearing health messages on the radio should also hear the same advice
from a health worker, receive printed information from her child's school, participate in
a community health fair, and see related posters.

The intervention is divided into discrete cycles. Each cycle covers the same basic
information but with slightly different approaches. These cyclical changes reduce
audience fatigue and permit a continued renewal of audience involvement. From an
administrative perspective, the cycle approach is important because it permits program
planners to design segments of the program sequentially. They do not need to design the
entire program at once. This means they can work with fewer production facilities over
a longer period of time; more importantly, they can incorporate results of the earlier
phases into the planning of later phases. In essence, it permits the planner to make
important iterative changes in educational strategy.
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These changes must be made in response to information on the acceptance and
efficacy of project activities. It is the purpose of the monitoring and evaluation
component to ensure that this information be available at relevant and timely infervals.
A monitoring system which permits the random sampling of selected segments of the
audience will be developed. Planners will know: (a) how a microcosm of their intended
audience feels about the advice they are receiving; (b) whether they are taking that
advice; and (c) what obstacles they are encountering. These monitoring devices can also
point up important logistics problems such as a breakdown in delivery of printed matter
or use of inappropriate broadcast times to meet audience needs. This type of ongoing
evaluation is essential in making corrective changes in future cycles, as well as providing
program administrators with a clear idea of their overall potential success.

C. DEVELOPMENTAL INVESTIGATION

The success of the proposed intervention will depend significantly on the project
implementors' adequate knowledge and assessment of:

o The target population's correct health and nutrition knowledge, attitudes,
and practices, especially as they relate to the specific health problem.

o The constraints—whether social, economic, physical, or political—which
limit the opportunity for the populations- to change their knowledge,
attitudes, and practices in response to project intervention.

This approach requires a significant investment in pre-program research,
Development communications experts, drawing heavily on a variety of social science
survey techniques, and more recently, from social advertising and marketing strategies,
have made significant advances in such developmental investigations.

l. Investigation Topics

For a health problem, project designers conduct investigations and surveys that
provide both broad and specific information in the following areas. For example:

a. Problem Definition

o What are the measurable effects of the present health
conditions on people's lives?

o What are the perceived effects of the present state of these
conditions?

o What are the principal causes for the problem?

o What are the major solutions being proposed?

o Who in the total community is best equipped to soive the
problem?

o What are the major constraints limiting the solution of the
problem?

o Which of the alternative solutions being discussed is most

susceptible to educational influence?

o] What has been the history of efforts in this area?
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b. Audience Characteristics

(o]

o

Who is affected by the present conditions?

How can these individuals be grouped into audiences which
share significant common characteristics such as language,
socioeconomic level, family structure, decision-making
patterns, family mobility, etc.

What is the expectation of each group in relation to the
solution of the chosen health problem?

What are the detailed characteristics of each group's present
health topic behaviors?

What characteristics of the cultural reward system can be
associated with the selected behaviors?

What examples exist of each audience group's ability to make
significant adaptation with simple behaviors?

c. Distribution Channels

(o]

Opinion leadership

Who represents convincing sources of information on the topic
for each target audience?

Mediated Communications

What forms of mediated communication are particularly
acceptable to the target audience?

What institutions would be accepted by the target audiences as
viable sources of information on the health topic?

How can these organizations be coordinated most effectively?

d. QOutcome Expectations

o]

o

What type and magnitude of change would be considered
successful and would be practical, given defined resource
levels?

How could these changes best be measured?

2. Instruments To Be Used

In order to collect this information, a range of instruments is proposed.

instrument is tailored to the type of information being sought, and is designed to combine
The first source of information should be existing
anthropological and ethnographic studies. A thorough review of existing literature should
be undertaken.

both reliability and efficiency.
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Focused group interviews bring together selected members of the target
population in groups of five to eight. Each group will be led by a trained interviewer who
will use a prepared list of probing questions. The principal objective of this activity is to
collect broad information on vocabulary, attitudes, and concepts related to the intended
health problem.

Individual interview questions build upon the information collected during the
group sessions. A new set of respondents are selected who have characteristics similar
to those of the previous group. The objective of the individual interviews is to probe
deeper into individual attitudes of selected individuals.

A series of home observation visits are planned to identify the existence of
commodities, conditions, or behaviors which might inhibit or reinforce the behaviors
being advocated. Trained observers visit some [,000 homes in conjunction with the
individua! interviews.

Finally, a short survey questionnaire is developed, based upon the results of the
previous four activities. These will help quantify critical areas of concern identified in
the previous stages.

An effective public education program must include the important step of testing
the recommended action or instruction by actually observing the behavior of the
audience to determine what occurs as the product is acted upon. This systematic
observation procedure results in a behavioral profile. The behavior or "product" testing
stage provides the program implementor with the opportunity to test the appropriateness
and acceptability of the behaviors before additional and significant investment is made in
the media design.

Each instructional package is be prepared by establishing discrete and sequenced
behavioral objectives for which the implementor anticipates particular actions in that
sequence by the target population. |t is important to observe behaviors that precede and
follow the target behavior, identifying critical reinforcers that surround and support the
specific behavior. As the sample group or individuals are observed, intermediate
behaviors and unanticipated behaviors can be identified and, as appropriate, included in
the instructional package.

D. PROGRAM IMPLEMENTATION

Information collected and analyzed during the feasibility study is then
transformed into a specific workplan. This plan defines who is to be identified as the
target audience, what instructional advice will be advocated, how the audience will be
reached, who will be involved in and responsible for specific activities, how the program
will be monitored, and how much the enterprise will cost.

It is essential to segment, or divide, the audience into clusters sharing similar
characteristics. On an a priority basis, seven variables appear particularly important as
segmentation devices in most developing countries. They are: (I) language, (2)
socioeconomic level, (3) family structure, (4) decision-making structure, (5) specific
health attitudes and behaviors, (6) access to health facilities, and (7) family mobility.
Others may be added as more is learned about specific conditions in each country.

Once the audience has been segmented and critical characteristics have been

identified, it is possible to define the specific instructional content of the program. The
most important consideration here is that the advocated behavior be actionable—that is,
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that it be something the audience can indeed perform. |f new resources are needed, if
some major change in traditional behavior is proposed, if investment is required, then
each of these factors must be dealt with in the program.

From a behavioralist point of view, there are five circumstances which singly or in
combination, account for absent behavior. If one takes the example of a large-scale
program promoting the use of oral rehydration therapy, the necessary materials or
implements, such as ORT packets, may be unavailable. Second, prerequisite skills,
discriminations, or knowledge may be lacking. For example, rural mothers may know
that boiling water is good but not understand that it actually kills the parasites they
fear. Third, there may be no incentives, such as immediate improvement in their child's
health, to engage them in the behavior. Fourth, there may be incentives to engage in
incompatible behavior, such as giving kaolin or purges. And fifth, there may be punishing
consequences which discourage the desired pattern. A child may vomit, for example, or
his diarrhea may actually appear to increase. An understanding of these factors is
absolutely critical in the development of an effective instructional intervention.

Behavioral analysis also makes an important contribution to our understanding of
how to change behavior patterns, whether it be altering an existing pattern, or creating a
new one. Many health messages, for example, carry an implicit or explicit threat. This
approach has been shown to be less effective than providing rewards to approximations of
the desired behavior. Use of approximations require that we identify a relevant existing
behavior to reinforce and may mean including a few behaviors in the instructional
program which we know rural mothers are now performing correctly. Rather than telling
mothers to stop bottle-feeding, for example, we may want to reward mothers when they
do breastfeed.

These concepts are critical to selecting messages which are salient, appropriate,
and actionable. Once the content has been selected, general messages are transformed
into specific materials, radio and TV scripts, draft print materials, etc. This is
essentially a creative function, but not an isolated creative function. The artist must
assimilate the insight gained in the previous stages into simple messages which
communicate powerfully.

Most experts continue to believe that some form materials pretesting is useful,
particularly when a totally new approach is being tried. This belief is supported by
experience in many development settings. The recently created Health Message Testing
Service (HMTS), sponsored by the U.S. Department of Health Education and Welfare, is
an example of how systematic pretesting is becoming a regular part of public education
programs in the United States. The key to pretesting seems to be (I) get it done quickly
so that the producers have time to make needed changes, (2) do it well so that the results
are helpful, and (3) test draft rather than final materials that costs can be kept
reasonably low.

Once pilot materials have been tested and changes made, production facilities,
either commercial or government-operated, are contracted to produce the large number
of needed materials.

The ultimate success of the program depends on the complementarity of the three
major program elements: broadcast mediq, print materials, and community outreach.
The total information program should be greater than the sum of its parts. Each
component should energrog every other.



.  Community Outreach

Broadcast media and print materials will ensure that a large percentage of the
target population will be exposed to some aspect of the program's information. But
important groups of individuals may be excluded from effective contact with the project
if only these two systems are used. The community outreach aspect of the program is
designed to reach those individuals otherwise excluded, and to create community support
groups which contribute additional energy to the total program. Community outreach
includes the following activities:

a. Health Extension Workers: Special Considerations

The programming of effective interpersonal contact wunder any
circumstances is difficult in the rural areas of the Third World. The lack of a physical
infrastructure from which to operate, often impossible terrain and inaccessible villages,
difficult climate and resultant deterioration of physical communications infrastructure,
lack of adequate funds, small professional pool from which to select personnel, lack of
appropriate supervision, class, caste, and racial differences between agent and client...all
of these factors and more impede the functioning of an effective rural extension
system. When such a system is asked to function within yet another framework—that of
a highly-organized, complex communications scheme—the need for practical planning is
even more important.

As much as extension workers in theory are the key elements in the
behavioral change process, in practice they seldom are. As much as in theory they
provide the interpersonal, credible link between external information sources and
community receivers, they frequently cannot. And as much as many communication
programs have been criticized for not using rural extension workers, an equal number
have failed by expecting too much from those workers they have used.

There is no easy solution or recommendation for the effective programming
of health extension workers in a multi-intervention communications program. Amounts
of budgeted money vary, as does political commitment to health, existence of severe and
resistant disease, external, international pressures—all from country to country and
region to region. Yet, there seem to be certain actions the communications planner can
take to insure at least a modicum of effective health worker participation and impact:

o Establish a clear line of administrative authority for project-
related activities within the Health Ministry.

o Involve Ministry personnel at all levels of extension-worker
participation in the program. .

o Do not become financially committed to the payment of
extension personnel for services rendered during the program.

o Do not attempt to change existing health extension patterns.

o Allow inter-Ministerial extenstion worker contact to develop
gradually, and at the pace of the various Ministries involved.

o Focus on training as the key element in the use of health
extension workers in the program.

G-10



1
4

b. The Public Schools : A Powerful Vehicle

The public schools offer one of the few widespread organized and structured .
environments through which a large percentage of the total urban population can be
reached.  Students attending schools represent all economic levels and cultural
backgrounds. They are not only potential targets of a public education program, but they
are also a logical and powerful distribution vehicle for project information. Materials
distributed in school can be shared with their families and friends, multiplying the impact
of investment in school-based programs.

Schools represent a challenge for the public educator. Usually their
curriculum requirements are rigid and their teachers resistant to the introduction of new
ideas. Each teacher is already overburdened with tasks and often resents being asked to
carry an even greater instructional load. It must also be recognized that many students
perceive what they learn in schools as irrelevant to real life. It is important to convince
them that schools can teach them immediately practical and useful things.

Three principles, age-specific content, colorful materials which students can
use and take home, and simple, flexible teachers' guides can be adapted to many
settings. The precise adaptation should be a topic for the feasibility study, but it appears
clear that schools, and perhaps other institutions, can be asked to make an important
contribution to the public education approach.

c. Other Community Activities

o Opinion leaders, including health workers, are identified in
selected villages. @ These individuals are given specially
prepared materials which will help them to inform other
community members.

o Promotional activities are selected, based upon their local
feasibility. Examples include a traveling health fair with
puppet shows, music acts, printed materials to be distributed,
and involvement of local celebrities. These fairs travel from
village to village, making presentations and stimulating
interest in the programs. In urban settings, a telephone hotline
might be established to provide specialized information and
answer specific questions. Random telephone calling might be
used to reinforce some behaviors so that every week a certain
percentage of a given area would receive phone calls,
reminding them of some selected behavior. In villages without
telephone service, this information might be handled by wall
posters or handbills, printed frequently on inexpensive paper
and distributed regularly through some local commercial
channels. Resource centers could be set up temperarily in
stores and become distribution points for information and
advice, as well as places where people could go to get
questions answered.

o Buttons, bumper stickers, and even cash awards can be
distributed to early adopters. These would function as
motivation for more reluctant members of the communtiy.
Each research will help determine which of these and other
ideas are most appropriate in a given setting.
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While all of these "gimmicks" can add color and impact to a program, it must be
remembered that they are no substitute for sound selection of practical behaviors and a
clear understanding of what constraints are faced by people being asked to adopt new
health behaviors. The best promotional ideas will not compensate for unrealistic advice
or poorly constructed messages.

2. Broadcast Media: Radio and Televison

Broadcast media can be conceived as a central element in the pubic education
approach. Because of its reach and acceptability, it is the point from which less-
universal and less-familiar communications interventions begin. It is the matrix of the
program, for its messages will continue throughout, received regularly in every village
while contact with schools and community facilities will be less frequent and less
intense. It is the unifying element in the program which will relate community, school,
and print material to the information it broadcasts. There are a number of possible
media formats which can be used to reach various audiences and to strengthen the
understanding and acceptance of new information.

Radio is generally preferred to television in most developing countries simply
because radio reaches a much larger percent of the total population, particularly when
the specific target population is primarily the nation's needest and poorest segments.
Television, however, should not be overlooked. In many countries, particularly in the
Middie East for example, television coverage is extensive. Even in couniries where the
vast majority of people do not have access to television, TV programming can be an
important element to ensure urban decision-makers understand and support a large-scale
national program. Given these exceptions, however, radio remains the primary vehicle to
reliably reach large numbers of isolated people with reqular audio messages.

Radio programming varies greatly from one country to another. Latin America
and many parts of Asia have broadcast systems dominated by multiple commercial
channels. Most African broadcasting, however, is controlled by government operated
stations on which programming is considered primarily a instrument of national
development and education. In Latin America and Asiq, radio remains largely an
entertainment media, heavily influencing popular opinions through news and commercial
broadcasting. However, radio is used-whether short spots, news formats, interviews,
radio novels or didactic "talks," its effectiveness depends upon basic credibility and
acceptabilty to a given audience. Public education is not dependent on a single broadcast
format, indeed it is best when a variety of formats are tailored to local needs.

Irrespective of format, radio can play several unique roles in any program of
public education.

Open broadcast radio can:

o Reach everyone who has a receiver. Radio does not discriminate by
race, ethnicity or sex. Radio receivers are widely available in even
the poorest regions of the world, and while individual radio ownership
may vary significantly from one area to another, the cumulative
impact of radio on the ftraditional rural information system s
extraordinary high.

o Teach specific cognitive skills such as basic numeracy, as
demonstrated in programs lke Nicaragud's Radio Math Project,
postulating radio's potential to teach other cognitive skills such as
improved farm management and new health behaviors.
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o Reinforce and remind people of key information which they learned
from extension agents and thus provide realtively low-cost follow-up.

o) Inform large numbers of people of seasonal and even daily variations

in critical aspects of project success, such as prices, materials
availability, and weather conditions.

o Stimulate popular support by creating an environment of enthusiasm
and excitement, allowing people to feel part of large and important
new programs.

o Link rural people from distant areas and permit direct exchange of
experience building upon their basic trust of others like themselves.

o Transmit people's concerns directly and persuasively to decision-
makers increasing the relevance of national and regional policy
making.

o Increase the acceptance of extension workers within rural

communities by serving as a message center and voice of
encouragement and praise.

o Motivate, and provide on-going support to isolated extension workers.

Public education goes beyond simple mass media programs by integrating these
roles with print and face-to-face channels. Public education relies on media to reach out
and remind, but these are insufficient in themselves to promote significant and stable
changes over time. There are at least two ways in which existing village and group
structures can be added to open broadcast radio programming and compound the
effectiveness of both.

o In-school programming. If it is found that health is discussed in a
particular primary or secondary school curriculum, and that teachers
are familiar with the use of radio in a classroom situation; specially
designed programs for students and teachers can be included at low
costs.

o Ad hoc listening groups using cassettes. Selected extension workers
can be provided with inexpensive tape recorders and a series of taped
radio programs to help motivate village learning groups.

3.  Graphic/Print Media

Classically, graphic/print media are supportive communications tools, adding
depth, range, and texture to an ideqg, informative message, or concept. They allow the
viewer/reader to assimilate slowly, to reflect, to consider the information at greater
length, to place that information more clearly within his/her own personal psycho-social
environment, and act as a reminder of detail instructions.

Particularly interesting materials include posters, handbills, flyers, instructional

labels, and displays at local pharmacies and rural stores. Different kinds of print
material, if well designed, can perform different roles.
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Health worker study guides can:

o Repeat the message of the program in prose form.

o Provide a short body of written material (400-500 words a unit) to be
read aloud, normally by the leader.

o Provide a copy of the discussion questions for each member.

o Provide something for each member to take away and read (or have

read to them) between meetings and after the program--a reference
book and symbol of membership of a massive study programe.

Village flipcharts or simple flyers and handbills can:

o Reinforce aspects of the message contained in the radio program and
study guide unit.

o Serve as regular reminder of specific detailed information.

o lllustrate the theme of the program through three or four large

photos, maps, or drawings for each unit.
o Help provide a focus for discussion.

o Show aspects of the program subject that people may have heard
about but have never actually seen.

4, Inteqration of Radio, Graphic/Print Media, and Extension Agents

In practice, graphic/print material should supplement radio, providing well-timed
range, depth, and texture to audio messages. Extension agents should take the sum of
those two external interventions and personalize them, make them locally relevant; add a
credible cast to otherwise disinterestedly produced information. The most essential
element in the success of a public education program is the coherent promotion of a
limited set of clean, relevant, and actionable message through all reasonable channels, in
such a way that one channel supports and supplements another.

E. EVALUATION

The evaluation component of the public education program is designed to fulfill
two basic functions. First, it should monitor project success at each of the stages
described above, and provide project planners with ongoing information needed to make
corrections in program effectiveness. This function is called monitoring. Second, the
evaluation should assume that the program's central task is behavior modification and
should focus on behavior change in the target audience as the ultimate measure of
project success. This is suggested for two basic reasons. First, collecting reliable
health-status information is very expensive and intrusive on the population being tested.
Second, the measurable health benefits from the intervention may be long-term and
highly influenced by other environmental and social conditions. A negative health status
result might suggest to planners that the public education program failed, when, in fact,
people did learn new behaviors, and applied these behaviors properly, but few measurable
immediate benefits resulted.
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It is proposed that program evaluation use two basic approaches. First, a broad
survey of attitude and knowledge related to advocated behaviors with the target
population should be prepared and applied at yearly intervals during the life of the
project. Second, it is proposed that a panel design be developed for frequent sampling of
selected behaviors over time during the life of the project. The panel provides detailed
information from a limited but representative sample of the target audience. Combined,
the broad survey and panel designs will provide a mix of detail and breadth sufficient to
demonstrate impact and identify critical deficiencies. These two evaluation approaches
will be reinforced by regular interviews and materials-testing procedures.

F. MULTIPLE THEMES AND CONTINUNITY

Public education has traditionally been operated as a program - a single intensive
effort, focused on a critical problem and limited in time. This is less a fundamental
characteristic than a coincidence of historical precedent. Indeed the cyclical nature of
many public education themes - the seasonal nature of disease, agricultural topics, and
nutritional cycles, argues for comprehensive annual programming of mutiple themes;
carefully integrating, and varying the intensity of different messages. Secondly, the fact
that public education addresses different audience segments permit multiple programs to
be managed simultaneously. Finally, the changing characterisics of audiences over time,
the increasing sophistication and constantly changing constraints argue for a consistent
programming strategy like public education which incorporate regular audience reviews
and feedback as part of the fundamental instructional structure. In these ways, public
education can rise above the tradtion of national mobilization programs of the 60's and
70's and become a regular operational tool which maximizes the use of mass media by
systematically focusing on selected themes integrated with equally powerful print and
face-to-face delivery systems. Public education represents an important new tool in a
growing array of effective education alternatives.

Source: Mass Media and Health Practices (A Health Education Strategy for
Honduras, Academy for Educational Development, Washington, DC, 1980.)

G-15






Attachment H
Sanitary Survey Form

(Used for training community
health workers in Senegal)
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Sanitary Survey Form Name of interviewer:

Date of interview:

Name of village:

District:

Location of house:

Part B, HOUSEHOLD INTERVIEW FORM

A.

Introduction and Explanation

Greet householders appropriately.
Ask proper social questions, i.e., "How are you, your family, crops...?"
Explain the purposes of your visit:

Community leaders wan to make the community a better healthier place to
live.

Government or agency sent me here to help.

I am going to ask some questions about community 1life and health
problems.

The discussion should take less than an hour.

You will find it interesting. Others can remain in room (area) if they
wish.

Is itallright to begin?

Questions about the Respondent and Household

What is your name?

How old are you? (Approximate age if unknown)

Are you now married? Yes No

How many infants and children live in your house or
compound?

How many adults Tive in this household or compound?
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What kinds of work are done by the people who tlive in this house or
compound?

Questions about Health

Have any of the children in this house or compound been sick in the Tlast
week? (Optional)

Yes No (If "No", skip to Question 9)
Please tell me what these illnesses are or were: (Optional)

Local Term Medical Term Other Terms
Child a)
Child b)
Child c)

(Add other information on back of this page.

Probe questions for other terms: "What other terms are used to describe
the kind of illness the first child has or had?" "Does this term have any
other meaning?)

Are people in this community troubled with:

Local Term
a) Malaria: Yes No
b) Infant diarrhea: Yes No
¢) Intestinal worms: Yes No
d) Cholera: Yes No
e) Schistosomiasis: Yes No
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10.

11.

12.

f) Guinea worm: Yes No

g) Tuberculosis: Yes No

h) Trachoma: Yes No

(Fi1l in before interview)

i) Yes No
i) Yes No
k) Yes No
Other Local Term
1) Yes No
m) Yes No
n) Yes No

(Ask about local terms before proceeding)

let's talk a little about diarrhea.

What do you think might cause this disease?

How could someone prevent this disease?

What about worms?

What might cause this disease?

How could someone prevent it?

And what about ? (Other common diseases
sanitation.)

What might cause it?

related to
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13.

14.

15,

E'

16.

How could it be prevented?

Questions about Sources of Health Care

If someone in your household got diarrhea, who in the community would you
turn to for advice or help? (Optional)

Name Title or Relationship

Who else might you turn to who knows about these things?

Name Title or Relationship

Anyone else?

Name Title or Relationship

If someone got worms (second disease), is there anyone else who you might
turn to for help? (Optional)

Name Title or Relationship

If none of these people could help, what would you do? (Optional)

Questions about Community Organizations

What men 1in this community are respected for their wisdom and concern
about this community?

Name Title if Any
a)
b)
c)
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17.

18.

19.

What women in this community are respected for their wisdom and concern?

Are there any organizations of men, of women or even young people which

are working to make this community a better place to live? If so, please
describe them.

(Probe question: Ask about religious groups, committees, informal
traditions of sharing work.)

a) (If respondent described any existing community organizations, ask:)

Please tell me about the things which these organizations have tried to
do. Have they been successful? Why?

b) (If no organizations described in Question 18, ask:)

Do you think the people of this community would organize themselves to
deal with health problems?

(Probe: How so? Why? Please tell me more about your feelings.)
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F. Questions about Water

20. Where do you get drinking water for your household?

21, Where else do you sometimes get drinking water?

(Probe: Any other sources?)

22. Are these good sources of drinking water? Why? (Optional)

23. How could the drinking water sources be improved? (Optional)

G. Questions about Solid Waste Disposal

24. What do people in this community do with trash such as broken glass, dead
animals, and other worthless things?

25. Are there any problems caused by such trash in the community?

(Probe: Accidents, unsightliness, other...)



26. Do you think that something should be done about this? What?

27. If this community decides upon a special place to throw away useless
things, do you think that people in the community would use that place?
Why?

H. Questions about Human Wastes

Now I want to ask you a few questions about human waste disposal. You may be
surprised that a person would ask about this but I will explain why soon.

28. What is the polite or proper term for defecation?

29, Where do men traditionally go to defecate?

30. Where do women traditionally go?

31. Where do children (age 5-14) go to defecate?

32, MWhat is done with the feces of small children?
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33. Do you think that disposing of wastes in such ways poses a problem? Why?

34, How could such wastes be disposed of in a better way?

35. Does anyone in this community have a Tlatrine, i.e., a special small
building with a pit under it where defecation takes place?
(If "No", ask: Have you ever seen or heard of such a devise?)

A few minutes ago I said that I would tell you why I am asking questions about
such things as defecation. Doctors believe that many diseases can be caused by
very small amounts of feces, which can be carried to our food by flies or from
soiled hands, or which get into our drinking water when it rains.

36. Have you ever heard such things said? (Probe: "Tell me what you heard,
from whom?) (If “No", ask: Do you think that this might be possible?)

37. Do you think that the people of this community might agree to do some-

thing to try to prevent these diseases? Why or why not?
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38. Do you feel that people in this community would be willing to pay a
modest amount of money to install a latrine in or near their compound?

That is, a very small hut where human wastes can be safely and con-
veniently disposed. Why or why not?

39. How do you get information about health? (Rrobe: Do pgople in community
have a radio, read newspapers or get information from outside?)

40. Do you have any quest ans that you want to ask me?

Thank you very much for your cooperation (kindness, hospitality...)
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Assessing Community Energy Needs:
Data Gathering and Dialogue

by Mary Elmendorf

In any given society there are unknown or
poorly understood sociocultural factors that
have a direct bearing on the ways in which
planning and policy determinations can be
designed and implemented. Horror stories
abound with respect to large and small devel-
opment projects that have failed because
some apparently insignificant cultural factor
was either unrecognized or ignored. It is, in
fact, rarely possible to design projects or to
arrive at useful policy guidelines affecting the
daily lives of people in traditional societies
without having detailed information regard-
ing the perceptions such people have of them-
selves: their value systems and priorities,
their fears and aspirations, and their cus-
toms, traditions, and taboos. The purpose of
this discussion is to highlight some techniques
that might be useful to planners in gathering
baseline data for the assessment of commu-
nity energy needs, taking into consideration
the importance of sociocultural concerns.

Background

Existing inventories of community energy
needs and resources are woefully inadequate
for the requirements of planners and pro-
gram designers in the developing countries,
particularly in rural areas. In his excellent re-
view of traditional and nonconventional
energy sources in the developing world,
David Hughart notes that there is evidence of

widespread shortages of the traditional and

nonconventional fuels on which an esti-
mated one-half of the world's population
rehes for cooking and other energy needs

Collection of these fuels, which include

firewood, charcoal, dung, and the nedible

portion of agncultural crops, has become in
some areas an important demand on the
labor and cash resources on which agricul-
tural development depends Estimates of
traditional fuel supply and demand are pre-
sented, but the data base in this field is too
weak to allow much confidence to be placed

n them.’

Lack of adequate information may well re-
sult, in part, from the lack of recognition by
villagers of what constitutes an “‘energy’’ fac-
tor in their daily lives. While most of them
are aware of the need for fuel, for example,
few would recognize the ““energy’’ factor 1n-
volved in the time and human effort required
to gather or cut wood. Nor would similar ef-
forts required for drawing and hauling water
be singled out as energy until, perhaps, the
advent of electricity, pumped water, and
home distnbution suddenly dramatizes the
amount of time and energy freed for use by
the women and children who had previeusly
provided the water.

Similarly, the connection between elec-

tricity and increased productivity of craft
items for cash income may not be noted im-
mediately, but the extended time available
for such work ultimately will result in observ-
able change, and in so doing will bring up the
question of the tradeoff between electricity
costs and increased income.

The changing relative costs and degrees of
availability of energy sources and usage sys-
tems in less developed communities are diffi-
cult to quantify, but their effects are readily
apparent. There is, for example, a tendency
for traditional sources of energy for agricul-
tural work—draft animals and beasts -of
burden—to be replaced by more modern
technologies when forage becomes limited or
when the change is made to seem attractive.
Often, however, the apparent benefits of the
modern technologies prove to have more hid-
den costs and fewer corollary benefits than
the traditional source—benefits such as fertil-
izer, hides, and milk. As the costs of obtain-
ing energy from the new systems escalate, the
benefits of the more traditional systems may
be reconsidered.

Community energy needs, resources, and
uses thus constitute a special form of interac-
tive dynamic, difficult to quantify, and al-
most always responsive to community value
systems that are themselves not always easy
to determine. Our aim here is to explore some
of the techniques for determining what these
factors are and how they can be interpreted
and used for planning purposes.

Social Science and Energy

The social science methodologies needed to
obtain data on behaviors, attitudes, and so-
cial organization related to energy are in
some ways less difficult to implement than
the “‘software’’ components for projects in-
volving, for example, water supply and ex-
creta disposal or contraceptive usage, as the
latter often involve taboos or matters of a
highly personal nature. Energy needs and re-
sources, on the other hand, are more com-
plex and interrelated, and therefore must be
viewed in a holistic way within the environ-
mental setting, the sociocultural context, and
the changing economic systems.

Energy production in a village ecosystem is
highly dependent on agriculture. The vil-
lage energy system tends to be a tight sub-
sistence economy, in which litile material
output is wasted and most energy 1s prod-
uced and used locally. A change in the num-
ber of hvestock or the ratio of gramn to
straw (as in the introducuon of high-yeld-
ing varneties) could upset the balanced sub-
sistence village energy economy, which uses
dung and straw. Labor availabilny for peak
agriculwural seasons will be affected by time
needed to collect fuelwood. Draft amimals
provide pull'ng energy and dung, and con-
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sume straw Dung used as fuel rather than
fertihizer affects soil ferulity; and housing
and cattle fodder compete for crop residues
used as fuel Conventional surveying does
not take nto account the complexity of
these relationships.?

The social science techniques that have
been found most useful in determining exist-
ing attitudes and practices, as well as in de-
signing more acceptable and effective proj-
ects, are those in which the local people have
been most involved in the identification of
the community’s felt needs and prionties.
When problem-solving approaches involving
extensive community participation are substi-
tuted for or used in addition to standard so-
cial science techniques such as structured
questionnaires, the result 1s dialogue between
the community users and the agency facili-
tators or social scientists involved in project
promotion and research. Much more data is
generated than simply answers to precon-
ceived questions.

Face-to-face communication raises aware-
ness of present practices and alternative op-
portunuties and defines problems and priori-
ties. Ultimately, joint analysis by the com-
munity and the social scientists or develop-
ment agency leads to a greater understanding
of needs, resources, and alternatives.

The field methods used to achieve this dia-
logue must be flexible enough to relate to lo-
cal populations, agencies, and research per-
sonnel and to the overall situation and re-
search data needed. A holistic approach that
takes into account the perceptions of the en-
vironment by the people (as individuals and
as a part of a cultural group), along with
those of experts and officials, is suggested as
suitable.

In her excellent study, Guidelines for Field
Studies in Environmenial Perception,® Anne
Whyte has listed 24 field methods, most of
which are potentially useful in analyzing
energy needs, uses, and resources in develop-
ing countries. Along with full discussion of
the techniques, she has indicated time and
training requirements, including indications
of methods that can be carried out by assis-
tants trained 1n the field. System variables are
indicated, along with notations as to whether
these techniques are applicable to hiterate or
nonliterate populations and tolerant to local
variations in format and procedure. Ref-
erences to survey literature on the different
methods make it possible to evaluate more
thoroughly the most appropriate technique
for a given situation.

Basic Approaches to Field Research

As we evaluate various field techniques de-
signed to promote an understanding of
energy use and supply in the daily lives of
people, it is important to be mindful of the
fact that there is no ideal or best method. The
various techmques have disciplinary over-

continued



continued

tones and complexities that tend to confuse
the picture in transdisciplinary, international
research. Nearly all data-gathering techni-
ques, however, are based on a combination
of three main approaches—observing, asking
questions, and listening—that are or should
be mutually enriching and complementary.
Observing

The first approach to gathering data is ob-
servation. Observation can be direct or in-
direct, structured or unstructured, and there
are various specialized observation tech-
niques. Observing actual behavior is a basic
tool for understanding energy needs and
uses, especially within the context of
household economies. Public behavior is, of
course, much-easier to observe and analyze
than are practices within the private sphere.

Along with community knowledge, prac-
tices, and beliefs, which questionnaires may
reveal, there is a need for detailed informa-
tion on individual behaviors, attitudes, and
hopes. Ethnographic data highlighting some
of the more intimate household routines and
energy uses can be obtained through indirect
observation, indirect questioning, and parti-
cipant observation. The key informants here
would be the women, who make the decisions
regarding the household economy.

Parucipant observation, which encom-
passes observing, listening, and asking ques-
tions, used to be considered primarily an an-
thropological method for understanding for-
eign cultures, but it 1s being used more and
more as a tool for obtaining valid data and
can serve as an adaptable method for field in-
vestigation of energy uses. In participant ob-
servation, the researcher lives with and par-
ticipates in the daily life and activities of the
people being studied. As a specialized tech-
nique, participant observation is less con-
cerned with tools for handling data after they
are collected than with obtaining valid data.

Understandably, the researcher’s own per-
ceptions and experiences condition the collec-
tion and interpretation of data. Nonetheless,
foreign expatriate researchers have some ad-
vantages over social scientists working in
their own cultures, because, as Whyte sug-
gests, ‘‘they can reasonably maintain an atti-
tude of ignorance and naivete which enables
them to ask simple questions and to repeat
them in the manner of a child seeking infor-
mation.'’ Expatriates working alone without
local counterparts can get false or partial
information. Sharing information with col-
leagues and participants 1s thus essential from
the point of view of improving individual re-
search results, as well as from a code of pro-
fessional ethics.

Behavioral mapping is a simple and reli-
able technique of observing and recording
specific behaviors in relation to specific loca-
tions. This technique was used 1n one project
to determine relationships between water use

and defecation patterns in order to identify
possible reuses of grey water and culturally
acceptable locations for bathing, laundry,
and latrine facilities to maximize health and
sanitation. Similar observation could be a
useful device for analyzing daily energy
needs, resources, and available options.
Map-making, the actual preperation of a
wall map, noting households, streets, and
community resources, is an extremely useful
tool. In Chan Kom, a remote Maya village of
650 people, the students in the sixth grade so-
cial science class, together with their teacher
and the researcher, conducted a househoid
survey and prepared a village map showing
existing electricity and water services and
house types. The map is still used by the
mayor and the teacher, as well as by outside
agencies, as a basis for planning. In fact,
villagers used the research data and map to
develop a proposal for improved housing, for
which they received a government grant.
The techniques of pictorial analysis and
sorting were used by the director of a success-
ful integrated rural development project in
Colombia to resolve difficulties between the
villagers and an interdisciplinary research
team. Selected villagers were requested to
sort photographs of the community into cate-
gories of needs or priorities, and then to ar-
range them 1n order of priority. Although the
villagers categorized the needs and problems
somewhat differently from one another, par-
allels could be drawn with respect to their
prionty hstings. When this same task was
assigned to the professionals, they sorted
things in very different categones, according
to their disciplines. Most significant, how-
ever, was the fact that their understanding of
the priority needs of the village were very dif-
ferent from those of the villagers. The com-
parison of the two interpretations provided
an excellent tool for self-analysis on the part
of the staff and a new understanding of the
need to give a high status to village prioritie-.

Asking Questions

Another important data-gathering ap-
proach is asking questions—conducting in-
terviews and surveys. In a series of World
Bank case studies on appropriate technology
for water supply and waste disposal, struc-
tured interviews with local leaders, adapted
to the local situation, were used successfully
in one village in Guatemala.* In another vil-
lage, a more open-ended, unstructured
schedule was administered to obtain informa-
tion from leaders and mnnovators. The dia-
logue of the interviews in both villages gave
the leaders an opportunity to explain local
needs and resources as they viewed them and
to discuss possible alternatives, including
past projects that had been unsuccessful.

The interview becomes an exchange of in-
formation and not just an extractive process.
In interviews with knowledgeable people
such as midwives, healers, and storekeepers,
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new clues to problems, needs, and resources
often surface, sometimes more basic to re-
ality than the information of the formal com-
munity leaders. Interviews of selected fami-
lies or categories of people, such as mothers,
can be extremely useful if conducted over a
period of time, so that specific subjects of in-
terest can be explored in depth.

The important thing to remember in all in-
terviewing is to record the interview 1n full,
using the language of the respondent when
possible. Taping is a useful tool, but 15 not al-
ways appropriate during the interview ses-
sion. If sociological surveys are needed, they
should be based on the results of the prelimi-
nary interviews and on prior observation,
and should be designed in local terminology
and categories meaningful to the people.

Listening

An important listening technique is ora/
history, a method of recording answers to
open-ended questions concerning a single
topic or specific topics. With good rapport
and sufficient time, material collected in this
manner has high vahdity and is less re-
searcher-dominated than most. Historical
material on past programs can be secured in
this way, including poltical implications and
agency fiascos as remembered by the vil-
lagers. This technique 1s partuicularly useful
with the elderly.

In fact, talking with the elderly often taps
the wisdom that formal science has been un-
able to unlock.

In Kenya, foresters and other authorities

have stated that it 1s 1mpossible to
propagate the valuable indigenous tree,
mugaa . .. which is a prized local hard-
wood tree ... We asked an old man, who
looked at us pityingly and said, ‘‘“Why,
every uncircumcised herd-boy knows how
to grow a mugaa. The seed must be chewed
by a goat and after 1t has passed through
the goat’s intestines, you pick up the seed

from the goat droppings, and plant 1t And
then 1t will grow *’*

He was correct.

Informal listening, particularly listening to
schoolchildren, can add new insights to re-
search efforts. A more structured approach
to recording children’s perceptions can also
be useful. According to Whyte, the periodic
reports of over 15,000 selected schoolchildren
on their observations regarding the presence
of certain lichens added depth to an environ-
mental study in Bntain at very little cost. Lis-
tening to statements that are not answers to
structured questions can be vital to the data-
gathering process; often we do not know the
questions to ask.

Conclusion
As noted previously, there is no single best
method for gathering data, nor are the more
sophisticated research instruments designed
primarily in the language and categories of
Continued
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the industrialized world necessarily more
valid than more simple techniques.
As a rule, simplicity, honesty, and diversity
should be stressed. . . . Diversity in method
has been a little-used means of increasing
the amount and quality of information.
Wherever and whenever possible, a combi-
nation of the three approaches (asking
questions, observing, and hstening) should
be used.¢
The purpose of sociocultural data gather-
ing, particularly at the local village level, is to
get people to talk—not simply to answer ar-
bitrary questions about predefined specific
categories of information. The gathering of
data about sociocultural factors and ma-
terials required by engineers and pianners is
an important part of the educational process
for everyone involved. Not only do commu-

nity members learn data-gathering tech-
niques, but they also learn a great deal about
their own community, its problems, and pos-
sible solutions. Through this process, engi-
neers and other outsiders can get data on per-
ceived and actual situations and on possible
reactions to alternatives. This data gathering
is probably the single most important phase
for establishing a dialogue between commu-
nity residents and development agency per-
sonnel and for stimulating community in-
volvement, as researchers and researched
seek to understand the human dimensions of
their problems.
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Readability
Testing Summary

PUI'pOSG To determine reading grade level of draft manuscripts
Matel'ials tO be Leaflets, booklets, articles, or other draft manuscripts
Pretested
Ideal Number Of No respondents required
Respondents
Time Required 15 minutes
e Readability formula
ReSOUI'CQS Needed e Staff trained in readability testing
e Inexpensive
Advantages . Quih
Disadvantages e Does not provide target audience reactions

Source: See reference for previous Attachment

K-3



Focus Group
Interviews

Summary

Purpose

To obtain insights into target audience perceptions,
beliefs, and language in the early stages of health com-
munication development

Materials to be
Pretested

TV, radio, or print message concepts, theme lines
Logos and rough artwork

Ideal Number of
Respondents

8 to 12 per group
Minimum of 4 groups

Time Required

About 2 weeks for arranging groups and recruiting
respondents

90 minutes per group

2 days to conduct groups

5 days to analyze interviews and write report

Total time, from planning to completion of report,
up to 3-4 weeks

Resources Needed

Discussion outline

Trained moderator

Respondents typical of the target audience
Comfortable meeting room for conducting inter-
views

Tape recorder and blank audiotape

One-way mirror for observing sessions (optional)

Advantages

Group atmosphere provides greater stimulation
than individual interviews

Excellent technique for obtaining qualitative in-
formation from several respondents at once
Direction for message development stage can be
gathered relatively quickly

Disadvantages

K-4

Should not be used when quantitative data are
needed for decision making, as in message execution
stage

Qualitative nature of the research and small sample
sizes do not allow for developing norms against
which to compare results



Individual
In-Depth
Interviews

Summary

Purpose

In depth probing of target audience attitudes, be-
liefs, and emotions

Materials to be
Pretested

Message concepts
Draft manuscripts, including those on sensitive or
emotional subjects

Ideal Number of
Respondents

Minimum of 10 to 25

Time Required

3 weeks to design questionnaire and arrange inter-
views

30 to 90 minutes per interview

Number of days required to conduct interviews
varies depending upon availability of respondents
5 to 10 days to analyze interviews and write report
Total time, from planning to completion of report,
up to 4-6 weeks

Resources Needed

Discussion outline or questionnaire
Trained interviewer

Quiet room

Tape recorder and blank audiotape

Advantages

Provides opportunity to probe individual respon-
dents in depth

Can obtain pretest information on sensitive or
emotional subjects

Good for interviewing hard-to-reach audiences

Disadvantages

Time-consuming to arrange, conduct, and analyze
results

The qualitative information obtained should not be
used to make broad generalizations
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Central Location
Intercept Interviews

Summary

Purpose

To obtain target audience reactions to concepts and
messages from fairly large numbers of respondents in a
short period of time

Materials to be
Pretested

e Message concepts
e Print materials such as booklets, leaflets, posters, ads

e Broadcast messages such as radio and television
PSAs

Ideal Number of
Respondents

100 to 200

Time Required

e 3 weeks to design questionnaire and arrange inter-
views

e Length of interview depends on pretest design;
average is about 20 to 30 minutes per interview

e Number of days required for field work varies
depending upon length of interview, number of
interviewers, and traffic in central location; average
is about 4 days

e 10 days to tabulate results and write report

Total time, from planning to completion of re-

port, is up to 4-6 weeks

Resources Needed

Structured questionnaire

Trained interviewers

Access to central location frequented by indi-
viduals typical of target audience

e Interviewing station

Advantages

¢ Quick method for obtaining large numbers of
interviews

e Flexible for pretesting many types of materials

e Technique can be adapted for pretesting in a variety
of locations

e Use of many closed ended questions allows for
quick analysis of results

Disadvantages
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° Inappropriaté for probing on sensitive or emotional
subjects
e Interviews cannot be long



Self-Administered
Questionnaires

Summary

Purpose

To obtain target audience reactions to draft materials

Materials to be
Pretested

o

Print materials such as booklets or leaflets

Ideal Number of
Respondents

Minimum of 20

Time Required

2 to 3 weeks for designing questionnaire and re-
cruiting respondents

3 to 4 weeks for obtaining responses

5 to 10 days for analyzing results and writing report
Total time required from planning to completion

of final report is up to 6 to 8 weeks

Resources Neededi

List of potential respondents
Structured questionnaire

Advantages

Inexpensive

Does not require time for interviewing
Respondents maintain anonymity

Can reach target audiences inaccessible through
central location intercepts or those unlikely to
cooperate with personal interviews

Disadvantages
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Response rate may be low and cause delays
Respondents are self-selected, introducing a certain
degree of bias

Respondents’ exposure to pretest materials cannot
be controlled
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Making Print Materials
Easier to Read

Tips for Clear Writing

Health writing will generally test at a higher read-
ing level than some other subjects because health-
related words characteristically have more syllables,
Often the writer cannot avoid using technical language
but the effects which these words have on readability
can be minimized by writing short, concise sentences
and by defining difficult words or terms for the
reader.

1. Organizing the material

e Usetitles and subtitles to clearly define the
organization and flow of ideas.

e Use bold face, italics, or underlining to emphasize
important words and ideas.

® Begin the material with an introduction to state
the purpose and to orient the reader.

® Usea summary paragraph to end a section and to
recap major points.

® Locate appropriate visuals (charts, photos,
graphics) next to the related ideas in the text.
2. Within a paragraph

® Useoneidea per paragraph to emphasize each
important concept.

® Start each paragraph with a strong topie
sentence.

® Vary the length of sentences.

® Use examples to clarify ideas with which the
reader may not have had experience.

3. Within a sentence

® Keep sentences short (approximately 9 to 10
sentences per 100 words).

® Vary thelength of sentences.

® Avoid complex sentence structure and long, fact-
laden sentences.

® TUsethe active rather than the passive voice.

4. Choice of words
® Avoid polysyllabic words when possible.

® Avoid specialized vocabulary and complicated
expressions. When specialized vocabulary is
essential, a parenthetical definition or a glossary
should be included as part of the text.

® Avoid abbreviations except when commonly
understood.

® Useshorter words.

Source: See reference for previous Attachment.
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Guides for Good Graphics*

Good graphics can help readers to overcome resis-
tance to a text or even help them to understand the
material more easily.

1. Use highlighting techniques, but don’t overuse them

o Highlighting techniques are a way of emphasizing
important aspects of your document by calling
attention to them visually.

e Some highlighting techniques include boldface,
italics, and white space.**

o Usehighlighting techniques to provide visual
relief, emphasize important points, set off ex-
amples, or set off sections of text.

e Do not overuse highlighting techniques, and try to
be consistent throughout the text.

2. Use 8-to 10-point type for text

e For most documents, 8- to 10-point type is the
most readable size. If type is too small—readers
may skip over material or develop eyestrain. If
typeistoolarge—it may take up too much space.

8 point type:
abedefghijklmnopgrstuvwxyz B
ABCDEFGHIJKLMNOPQRSTUVWXYZ1234567890
ABCDEFGHIJKLMNOPQRSTUVWXYZ1234567890

10 point type:

abedefghijklmnopqgrstuvwxyz
ABCDEFGHIJKLMNOPQRSTUVWXYZ1234567890
ABCDEFGHIJKLMNOPQRSTUVWXYZ1234567890

3. Avoid making lines of type too long or too short

® The best line length is thought to be 50-70 charac-
ters. This length is less tiring to the eye. Short
lines tend to make the eye jump back and forth;
long lines may strain the eye as it tries to stay on
course.

4. Use white space in margins and between sections

e If you use white space well you can make the doc-
ument look better and easier to read.

e A text with to. little white space can look
cramped.

® White space surrounding a title or example can
isolate and emphasize its importance. -

L-4

5. Use “ragged” right margins***

® “Ragged” right margins are less formal than
“justified” text and create a more relaxed con-
temporary look.

Ragged:

Excellence in typography is the resuvlt of
nothing more than an attitude. Its appeal comes
from the understanding used in its planning.

Justified:

Excellence in typography 1s the result of nothing
more than an attitude Itsappealcomesfrom the
understanding used 1n its planning; the designer

® ‘“Ragged” right margins reduce production costs
(easier to make corrections on unjustified type).

® Some readers find “ragged” right margins make
a text easier to read because:

—itis easier for readers to keep their place in
the text because the right profile distinguishes
oneline from another; and

—the eye does not have to adjust to different
spacing between letters, as it does with justified
type.

6. Avoid using all capital lefters

® All capitals interfere with the legibility of the
text.

® All capitals make a text harder to read because
the shapes of the letters do not vary very much.

® All capitals take up more space and take longer
to read.

* Reprinted with permission from Simply Stated 30, October
1982. The monthly newsletter for the Document Design
Center, American Institutes for Research, 1055 Thomas
Jefferson Street, NW, Washington, DC 20007. 202/342-5000.

*x white space’”’—Any of the blank space on a document such
as the margins and the spaces between sections, or the
space that sets off an example.

**x (paoped’” (unjustified) right margin—When lines of a text
end at different points on the right hand margin (whereas
“justified” text will have an even right margin).
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Attachment M

Lessons Learned in Developing and Pretesting Health Messages

OVERVIEW Packet 1

Excerpts from:
PRINT MATERIALS FOR NONREADERS: EXPERIENCES IN FAMILY
PLANNING AND HEALTH

(PIACT Paper Eight)
and -

COMMUNICATING WITH PICTURES

HEXICO1  OC Booklet (I8=day}
- Spaa
s, Mprintad 1982

This overview is excerpted and synthesized primarily from two sources:
National Development Service and UNICEF. Communicating with pictures.
Kathmandu: UNICEF, 1975,

2. Zimmerman, M.L., Perkin, G.W. Print materials for nonreaders:
experiences in family planning and health. Seattle, Washington,
Program for Introduction and Adaptation of Contraceptive Technology,

1982, (PIACT Paper Eight) 38 p.
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DLKEEP PICTURES SIMPLE
[ ]

WHAT SHOULD YOU DO?

Some guidelines for developing instructional material for nonreaders can be drawn
from the various studies and projects which have been discussed:

DEVELOPMENT OF VISUAL MESSAGES REQUIRES SKILL
. The design and testing of nonverbal materials are more complicated and require much

more time than the development of comparable verbal materials. Simple does not mean
easy.

Keep pictures as simple as possible. It is better to show a family planning clinic
set against a plain background than against a city street. A crowded street will
only detract from the message being conveyed.

[] Though excessive, unnecessary detail 1nterferes with understanding the message, the
comprehension may also be reduced by deletion of all detail.

. Each picture and each page should have a single, sharp meaning. Putting multiple
messages on one page will be confusing.

[} A single page of a booklet should not include too many objects. It is better to have
many drawings with one or two objects 1n them than to try to put many things 1n one
drawing.

] Comprehension of the picture 1s higher when a person’'s whole body, rather than just
some part of 1t, 1s portrayed.

THE MORE REALISTIC, THE BETTER
For maximum comprehension, pictorial symbols should be as realistic as possible.

. Pictures of objects, people, and actions should look like the objects, people and
actions 1n the specific area where the pictures wi1ll be used. Such things as dif-
ferent styles of dress easily lead villagers to assume that a picture does not refer
to their own village or their own life.

] Material produced for national distribution may not be equally appropriate for all
regions of the country, since there are usually variations 1n styles and customs from
one part of the country to another.

PICTURES WILL BE "READ" LITERALLY i
Remember that villagers w be likely to interpret your drawings very literally.
For example, if you draw something larger than it is 1n real life (such as drawing a
fly six inches high) people may assume you really mean it to be an impossibly enor-
mous fly, or they may think 1t is a strange kind of bird.

COLOR }
[ If the material being prepared will use more than one color ink, the color choices
should be pretested in the same way the 11lustrations are tested. Keep in mind that
certain colors have different meanings 1n different societies. Choose colors whose
meaning in the culture corresponds to the ideas you wish to convey. Using color will
also add to the production cost. Tests have shown that color does not, by itself,
improve comprehension.

PEOPLE MAY NOT FOLLOW INTENDED SEQUENCE

[ People who have not learned to read or write do not necessarily look at pictures in
the order intended. It often proves helpful, as messages are being tested, to ask
several groups of people to arrange the individual messages into a sequence that
seems most logical to them.

[ If a poster, wallchart, packet instruction or booklet consists of a series of pic-
tures, numbering the p1ctures may indicate to the villagers the order in which the
pictures should be "read." However, the Honduran tests of the visual instructions
for mixing oral rehydration salts showed that this technique does not always work.
The placing of the numbers inside the box with the drawings led some mothers to
assume that the numbers referred to the number of packets to mix, rather than the
sequence of instructions to follow
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KEEP BOOKLETS SHORT

The ideal pamphlet length is usually 16 pages. This corresponds to a manageable
number of points and the attention span of most readers. It 1s also usually the most
economical format for high-speed presses.

Content must be limited to the most important points. Only 8 to 12 major steps or
points on a single topic can be effectively covered in one pamphlet. For example,
the booklets on oral contraceptives 1ncluded in this packet focus on the single
message “how to use the pill." Each booklet then makes 8 to 12 points about that
topic, such as when to take the pi11 and what to do 1f one or two pills are missed.
No unrelated information 1s included.

PICTURES ALONE ARE NOT ENQUGH

Do not expect villagers to learn a lot from the drawings alone. Use drawings to cap-
ture the villagers' attention, to reinforce what you say, and to give them an image
to remember, but always give a clear and full oral explanation of your subject in
addition to showing the drawings.

Rural people need to be told explicitly that "pictures will show you how to mix the
salts", or to "look at the pictures and follow the directions."

People helping villagers to understand the message of pictures and posters should
explain the meaning of conventional signs and symbols used by the artist. It is
likely that if this is consistently done over a period 1n any given village, the
villagers will learn to "read" the messages the pictures are trying to convey.
Longitudinal tests in Honduras showed that rural women did not easily forget a symbol
once learned.

Not all kinds of technical information can be transferred primarily through illustra-
tions. Pictures can probably be used to teach someone how to change a tractor tire,
but it is doubtful they can be used to teach a person to drive that tractor.

PRODUCTION

Once a team has acquired experience 1n developing instructional materials for
nonreaders, the production process can be accelerated considerably. Several pamph-
Tets, in different stages, can be under development at the same time.

Initial runs of each booklet should be small, even if the cost per copy 1s higher, so
that changes can be made before mass distribution.

THE AUDIENCE DECIDES WHAT PICTURES WORK BEST — - -

The intended audiences should have the final say about the content, illustrations and
sequences that are used. Administrators and others indirectly connected with the
project usually will have an abundance of suggestions for revisions, or state that
they do not understand the message. But, the materials were not designed for this

group!

WHAT RESOURCES ARE USUALLY NEEDED?

It has been PIACT's experienée that within the implementing organization the

following staff need to be involved in materials development:

The only fulltime person generally needed is a

e Materials developer/trainer.
This person handles the many details of the project, coordinates the technicians'
work, analyzes test data, and trains and directs the fieldworkers in interviewing
and fieldtesting. The materials developer/trainer reports to the

e Program coordinator.
Others needed at particular points and for shorter periods include:

® Secretary

e Photographer

e Artist

e Fieldworkers/interviewers for conducting focus groups and fieldtests.
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No
No
N°

NO
NO

No
ND

hanuels pour infirmiers et enseignants

Nourriture saine, Santé meilleure (Cours de diététique)

Cours de statistique saniiaire

Cours de formation en santé scolaire (Tome I I IT)

Santé personnelle et communautaire (Cours de recyclage pour enseignants)
Nolions de pharmacologie

Santé meilleure, Source de progrés (Cours d’éducation sanitaire)
Maiernité et Santé (Notions d’obstétrique)

L’enfant et la Santé (Notions de pédiatrie)

Infirmier, comment baiir la santé (Manuel de santé commmunautaire)
Aide-Mémoire pour le dispensaire (Les médicaments courants)
Lexique médical (Le vocabulaire médical & la portée de tous)
Dictionnaire médicat

Probléme de pharmacologle et d'éducation sanitaire
Laboratoire et Santé (Techmques usuelles de laboratoire)

Les vers intestinaux (Brochure)

La malaria — Le paludisme (Brochure)

La nutrition (Brochure)

La tuberculose (Brochure)

L’alcoolisme (Brochure)

Les handicapés (Brochure)

Santé et Maladie — Tome I — notre corps

Santé et Maladie — Tome II — Le milieu oll nous vivons

Santé et Maladie — Tome III — Les maladies tropicales

Matériel pour la promotion de la santé, destiné aux infirmiers,
et aux enSeignants-

Série d'images " Vers mtestmmanx ”’ (format 21 x 30 cm)

Série d'images ' Paludisme-Malaria ” (format 21 x 30 cm)

Série d'images '’ Nutrition ”’ (format 21 x 30 cm)

Série d'images '’ Tuberculose ”’ (format 21 x 30 cm)

Série d'images ** Alcoolisme "’ (format 21 x 30 cm)

Série d'images ”’ Les handicapés ”’ (format 21 x 30 cm)

Boite 4 images '’ Vers m(estingax "’ (format 43 x 71 cm)

Boite 4 1images '’ Paluodisme-Malaria ’’ (format 43 x 71 cm)

Boite 4 images ™ Nutrition ”’ (format 43 x 71 cm)

Boite 4 images "’ Tuberculose *’ (édition compléte, format 43 x 71 cm)
Boite 4 images "' Tuberculose " (édition abrégée, format 43 x 71 cm)

Boite & images *’ Alcoolisme "’ (format 43 x 71 cm)

Boite & 1mages "’ Les handicapés ’? (format 43 x 71 em)

Affiches éducatlves, la série de vingt cinq (format 43 x 71 cm)

Affichetles éducatives, la série de trente (format 21 x 30 cm)

Examen microscopique des selles (planche 1llustrée)

Fiche de consultation PMI (la courbe de poids du Dr Morley) avec pochette

en plastique. Le cent.

Série de brochures illustrées sur les thémes suivants :

A. Orientation nouvelle de ’action médicale
1 L’hopital rural (Pour une orientation nouvelle des hépitaux vers le progrés
de la santé)
24 Le dispensaire et sa nouvelle erleniation (Les responsabilités du technicien
de la santé)
3 Vers an éclairage nonveau de quelques problémes de santé (L’attitude des
techniciens de la santé en face de leurs nouvelles responsabilités)
17 Santé et Traditlon (Proverbes et coutumes relatifs & la santé)
2 Le Centre pour la promotion de la santé (Expérience pratique de Kangu-
Mayombe)
12 L’éducation samtaire (Quelques principes de base)
27 L'’éducateur sanitaire ! (L'enseignant ou l'infirmier un éducateur sani-
taire ?)

16,00
16,00
36,00
16,00
18,00
18,00
36,00
36,00
en prép.
5,00
en prép
en prép.
4,00
7.00
12.00
12,00
16,00
12,00
10,00
en prép.
4,00
5.00
6,00

NN

N NNNNNS

NRNN

NNN NNNRN

35,00
317,00
43,00
36.00
28,00

en prép
100,00
105,00
130,00
100,00
60,00
80,00

en prép
100,00
30,00
3,00
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0 GABINETE DE ESTUDOS E DE INVESTIGAGOES
PARA A PROMOCAO DA SAUDE PREPAROU
PARA VOCE ESTE MATERIAL DE EDUCACAQ SANITARIA

[J “Saidde e Doencas — Tomo I — A Limpeza — 0 nosso corpo USg 0.60
] Sadde e Doenca — Tomo II — Nosso corpo — o meio em que vivemos us s 0,70
[0 Saude e Doencas — Tomo III — Licao pratica sobre a saude e as doencas Uuss 07
0 O Sangue e a Anemia Algumas informagcoes sobre a importancia do sangue e

as doencas que podem determina - lo Usg 060
[J Série de quadros ilustrados ”’ Os Vermes Intestinais ’ (formato 21 x 30 cm) USs 12
O Séne de quadros ilustrados >’ A Maldria ”’ (formato 21 x 30 cm) Uss 13
[J Série de quadros ilustrados *’ Nutrigdo ’ (formato 21 x 30 cm) US s 15
[0 Série de quadros ilustrados '’ Tuberculose ”’ (formato 21 x 30 cm) US g 12
[J Série de quadros iustrados ”* Alcoolismo ** (format 21 x 30 cm) Us s 10
[J Séne de quadros ilustrados *’ Paraliticos *’ (formato 21 x 30 em) em preparagao
[0 Flipchart ”” Os Vermes Intestinais >’ (formato 43 x 71 cm) Us s 35
J Flipchart’’ A Malaria " (formato 43 x 71 cm) Ussg 36
O Flip-chart ”’ Nutri¢ao ' (formato 43 x 71 cm) UsSg 45
(J Flip-chart " Tuberculose *’ (formato 43 x 71 cm) Uss 31
{J Flip-chart * Aleolismo "’ (formato 43 x 71 cm) USs 28
O Fhp-chart *” Os paralitices ” (formato 43 x 71 cm) em preparagao
] Série de 12 lembretes educatrvos (formato 43 x 30 cm) S 3 17
[J Série de 12 lembretes educativos em tamancho pequeno (formato 21 x 30 cm) US s S
O Shdes *” Os Vermes Intestinais ** (65 slides) Us 84
[J Shdes ” A Maliria ”’ (61 shdes) us 80
[ “Shdes *’ Nutricdo ”’ (56 shdes) Usg W
[0 Shdes ” Tuberculose ** (69 shdes) US g 86
O Shdes ** Alcoolismo *’ (40 slides) Us s 56
[J Shdes * Os paraliticos em preparacao

Outro material educativo somente em francés

Bureau d’Etudes et de Recherches
pour la Promotion de la Santé

B.P.1977 Kangu - Mayombe

République du Zdire
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O Développement et santé — Revue de perfectionnement infirmier, Z. 14,00
Abonnement annuel : 6 numéros (pour le Zaire uniquement)
* NOTE : Un Zaire = US ¢ 0,35 = Francs CFA 70 = Francs francais 1,40 —
Francs belges 10

THE BUREAU OF STUDY AND RESEARCH FOR THE PROMOTION OF
HEALTH HAS PREPARED FOR YOU MATERIALS ON SANITARY EDUCATION

* Serie of pictures on ” Intestinal worms ” (size 21 x 30 cm) Usg
* Serie of pictures on ' Malaria ”’ (size 21 x 30 cm) Us 13
* Serie of pictures on ** Nutrition *’ (size 21 x 30 cm) Us 15
* Serie of pictures on '’ Tuberculosis ”’ (size 21 x 30 cm) Uss 12
* Serie of pxctures on ” Alcoholism " (size 21 x 30 cm) uss 10
* Serie of pictures on ** The handicapeds " (size 21 x 30 cm) in prep.
* Flip-chart *’ Intestinal worms ™ (size 43 x 71 em) Usg 3
* Flp-chant " Malaria ”* (size 43 x 71 cm) Usg 36
* Flip-chart ”’ Nutrition " (size 43 x 71 cm) Usg 45
® Flip-chart *’ Tuberculosis ”’ (complete edition) (size 43 x 71 cm) USs$s 3l
® Flip-chart " Tuberculosis ** (short edition) (size 43 x 71 cm) us 21
* Flhip-chart ** Alcoholism » (size 43 x 71 cm) us 28
* Fhp-chart ** The handicapeds ”’ (size 43 x 71 cm) in prep.
* Slides " Intestinal worms *’ (65 shdes) Uss &
* Slides *” Malaria ” (61 shdes) Usg 8
® Shdes ” Nutrition ”* (56 slides) Usg W3
* Slides ** Tuberculosis ” (69 slides) US § 86
* Slides ** Alcoholism ” (40 slides) Usg 96
# Slides *’ The handicapeds * in prep.
* Serie of 20 posters on education (size 43 x 71 cm) Usg 2
* Serie of 20 small posters on education (size 21 x 30 cm) uss 87

* Additional educational materials : available in French only

Bon de commande 8 découper et 8 renvoyer au Bureau d’Etudes et de

Recherches pour la Promotion de la Santé de Kangu Mayombe — Rép. du Zaire

Le Citoyen

B.P. Ville

désire recevoir le matériel suivant. Il réglera la facture par mandat postal, par la voie bancaire, par
le débit de son compte 3 la Procure de Kinshasa (biffer les mentions inutiles).

- Pays

NOMBRE DESIGNATION NOMBRE DESIGNATION

Date Signature
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Ne 28
Ne 30

Neo 18
Ne 11

Ne 31
Ne 14

‘N° 26

Ne 7
N° 32

Ne 8
Ne 15

No 4

Ne 5
Ne 6

Ne° 18

Neo 13
Ne 25

Ne 10
N° 16

Ne 21
Ne 22

N° 20
N° 29

Ne 9

Ne 23
* La

L’infirmier et la santé publique (Prophylaxie et lutte contre les maladies
sociales)

L’infirmier face au malade (Comment favorisér la guérison par un contact
authentique !)

Protection maternelle et infantile

Pour que mon bébé naisse en bonne santé (Les consultations prénatales)
La jeunesse et le probléme des naissances désirables (Les attitudes de la
jeunesse en face de la sexualité)

La maternité et la promotion de la santé

La santé de vos enfanis ! (Comment protéger la santé des enfants depuis
la naissance jusqu'a leur entrée i I'école ?)

Pourquoi vacciner vos enfants ? (Le rdle des vaccins dans la défense con-
tre les maladies)

L’éducation nutritionnelle (Quelques principes de base)

L'éducateur nutritionnel (Comment amélorer l'alimentation des enfants
par 1'éducation ?7)

La malnutrition de V’enfant et ses conséquences

Les médicaments a la maison ! (La pharmacie familiale et son usage)

Protection et éducation de la jeunesse } _

La médecine & I'école (Comment améliorer les contacts entre les écoles et
les dispensaires)

L’éducation de la santé a I'école (Expérience pratique de Kangu-Mayombe)
Les vers intestinaux a I’école (PrlsF‘ de conscience du probléme par la jeu-
nesse)

Le sang et 'anémie — Qu'est-ce que I'anémie SS ? (Le sang et les mala-
dies qui peuvent l'abimer)

Le don du sang (Le don du sang et la transfusion sanguine)

Pour une authentique éducation sexuelle (Les problémes que la sexualité
pose aux. jeunes) .

La jeunesse et les maladies vénériennes (La blennoragie et la syphilis)
On npe trouve ren au dispensaire ... et pourtant, je suis malade ! (Quelle
est l'origine des palpitations, des maux de téte,, de certaines difficuités
sexuelles, de certains échecs scolaires Quelques informations sur les
maladies psychosomatiques)

Protection de la santé

Comment bien se nourrir ? (Quels sont les meilleurs aliments ?)

Les médicaments et le tabac sont-lls dangereux ? (L'usage des médica-
ments et leurs abus : la drogue, le tabac, 1'alcool .)

Peut-on éviter les accidents ? (Les accldents et leur prévention)

Ma maison et ma santé (Une bonne maison peut-elle favoriser la santé de
ma famille ?)

La tuberculose aujourd’hui ! (Conceptions récentes de la lutte contre la
tuberculose)

La lépre aujourd’hu1 ! (Conception récentes de la lutte contre la lépre)

série compléte des 32 brochures illustrées sous pocheite en plastique

Z.1120uUS § 39

Autres éditions
Infirmier, comment faire votre diagnostic ? (Dr Foutain et Johnson)

4. Séries de diapositives en couleurs sous cache plastique

[0 Vers intestinaux — 65 dias ( + brochure) B

1 Paludisme-Malaria — 61 dias ( + brochure)

0 Nutrititon __ — 56 dias_( + brochure) _
O Tuberculose — 69 dias ( + brochure)

3 Alcoolisme _ —_ 40 dias ( + brochure)

0 Les handicapés — ( + brochure)

S.

d

[0 Msnuel pour la lutte contre la malnutrition (R.J Brown)
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Z. 2,40
Z 3,60
Z. 3,60
Z. 4,80
VA 4,40
Z. 4,00
Z. 3,20
Z 2,80
Z 3,60
Z 4,80
Z. 2,00
-Z 2,00
Z 2,40
Z. 4,00
Z. 4,00
Z 2,80
Z 480
Z 2.40
Z 3,20
Z. 4,80
YA 400
Z 3,20
Z. 4,00
Z. 2,80
Z. 4,80
*Z 240,00
Z 230,00
Z. 210,00
Z. 246,00
_Z. 160,00
en prép
Z 14,00
Z 1400



CE MATERIEL EST DISPONIBLE :

AU ZAIRE

-- Bureau d'Eudes et de
Recherches pour la Pro-
motion de la Santé.

B P, 1977 Kangu-Mayo-
mbe Zaire

-- Librairie de la Faculté de
Médecine Campus de
Kinshasa XI

— Libraime St Paul
B.P. 8505 Kinshasa
ou B.P. 2447 Lubumbashi
ou B.P. 264 Kisangani

— CEDI
209, Av. Kalemie,
B.P. 11398 Kinshasa 1
ou 11, Avenue Mulumba
B.P. 304 Kisanganj

— CEP lle rue
B.P. 724 Limete-Kinshasa

— Libraine Salutiste
246 Av. du Plateau
B.P. 8905 Kinshasa

— Libramrie Scolaire

. 1, Avenue Oshwe
Zone de Kasa-Vubu
B.P. 10823 Kinshasa 1

— Libreza
B.P. 190 Bukava

— Librairie Sociale
B.P. 800 Kananga

— Economat Archidiocése
B.P. 70 Kananga

— Librairie de la Procure
Kinduo

— Librairie Evangélique
B.P. 39 Matadi

-- Libramme de la Procure
Matadi

— Labrairie Lelu
a Boma

— Librairie Les Volcans
22/5 Av. Président Mobutu
B.P. 400 Goma

— Libramme Evangélique
B.P. 30 Basankusu

Il est également en vente|

— Librairie PAX
B.P. 12 Inongo

— Service du Livre
(P.F Depoorter)
B.P. 27 Mbuji-Mayi

— LIMEKA (Pasteur N'kulu
Kabila)
B.P. 95 Kamina

A L’ETRANGER

— Librairie Bon Pasteur
B.P. 1164 Lomé, Togo
Tél. 32.79 et 36.28

— Librairie Evangélique
B P. 378 Lomé, Togo
Tél. 29.67

— BUFMAR B.P. 442 Kigali
Rwanda

-~ Librairie de I'Institut Pé-
dagogique National
Butare Rwanda

— Centre d’Entraide et de
Développement
B.P. 1118 Bujumbura
Burundi

— Service Sanitaire Ruygi
D.S. 119 Bujumbura
Burundi

— Ateliler scolaire de Busiga
D/S Buyumbura - Burundi

— Ateher de Matériel pour
I'Animation — BP. 267
Yaoundé — Cameroun
Tél. 22.32.08

-~ LECO — B.P. 77 &
Brazzaville - Congo

— Librairie Salutiste
B.P. 20 Brazzaville
Rép Pop. du Congo

— Centre St Ch. Lwanga
B.P. 659 Pointe-Noire
R.P. du Congo

N-7

— Ammation Rurale (J. Por-
rier) B.P. 855 Bangui
Rép. Centrafricaine

— Labrairie Protestante
B.P. 13 Berberati
Rép. Centrafricaine

— Libraire Evangélique
Foyer Fraternel
N’'Djamena — Tchad

— Librairie Notre Dame
B.P. 7 N'Djamena - Tchad

— Libraine St. Joseph
Libreviile — Gabon

— Libraine Carrefour
B.P. 8326 Abidjan
Cote d'Ivoire

— Librairie Tam Tam
Cote-d'Ivoire
BP 404 Man
Cote d'Ivoire

— Librairie de la Cathédrale
B.P. 951 Bouaké,
Cote d'Ivoire

— Labrairie Africa
58 Av. G. Pompidou
B.P. 1240 Dakar
Sénégal - Tél 21 42.23

— Clairafrique
B P. 2005 Dakar
Sénégal - Tél. 22.21. 69

— Librairie Populaire
13, rue du cours Nolivas
B.P. 41-97101 Basse Terre
Guadeloupe

— Librairie Sacré-Ceeur
(OMI) CP. 77

Cap Haitien - Hait1

— ESNAC-11, rue Brialmont™
Bruxelles — Belgique 3
Tél. 217.04.97

— L'Harmattan™ —
5-7 rue de I'Ecole Poly-
technique
75005 Paris Tél. 354.79.10
France

- C.ILM (Centre d'Informa-
tion Missionnaire)
30. rue Lhomond
75 Paris 5e Tel. 707.49.09
France
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Comic Books Carry Health Messages
to Rural Children in Honduras

by Oscar Vigané

Innovation is using something old n a different way.

message-carriers to teach vil-
lagers important health lessons
about clean water and sanitation. Working
with a specially created comic book, the chil-

Q
—

Dewey

A new project 1 rural westemﬂ(fdeas and exercises to conduct in a classroom
Honduras is using children as_’>-gituation, and information for children de-

signed to encourage classroom participation.

Analyzing the different possible combina-
tions of matenals, the team came up with the
idea of using a teaching module consisting of

dren learn the health concepts mn school and7 {a class manual for the teacher with informa-
then share them with their families. This—~” tion about the learning objectives, water-
Honduran Water and Sanitation Project rep-T\ /related health problems, industrial and in-

resents a cooperative effort on the part o
two 1nstitutions which usually work inde-
pendently the Water and Sanitation Depart-
ment of the Mimistry of Health, and the Na-

tional Autonomous Water and Sewer Sys-,-p

tem The Project is the first in Honduras to

_{ have a specific health education component

written into the project design from the
beginning.

Organizationally, the Mistry of Educa-
tion is directly responsible for the health
education component, and for the construc-
tion of wells, latrines, and windmuill systems,

home techmiques to purify drinking water,
exercises for each particular class, evalua-
tion, suggestions, and an accompanying
comic book for each child.
Comic books were selected because their
ormat has many advantages. Comic books
e obviously entertaining, are fairly easy to

(produce, can relay information visually and

step-by-step, combining action and a written
technical vocabulary, and can be' consulted

ain and again. In addition, children can
take comc books home and pass them on to
! members of their family or to other children,

while the National Autonomous Water and | multiplying the educational message.

Sewer System 1s responsible for the construc-
tion of aqueducts and sewer systems. The
Project will benefit 100,000 people living 1n
small rural communities of up to 50 families
each. Most of the commumties in the Project
area have nearby schools and health umts
where children can easily be reached.

The objective of the health education com-
ponent of the Project is to change attitudes
and behavior of community members with
regard to water consumption and use, and
maintenance of latrines, wells, and aque-
ducts. Investigators found, during the survey
conducted to help design the Health Educa-
tion Implementation Plan, that in Honduras,
as in' most rural areas, chuldren play an
important role 1n providing and handling
dnnking water, as well as in caring for

=5 younger members of the famuly. The children

are, 1n turn, most affected by health prob-

T Wems related to water and samtation.

When Project designers considered how

, best to reach the children with the health

education messages in coordination with
Project activities and objectives, rural
primary schools surfaced as one of the most
important channels of communication. How-
ever, to tap the children’s potential, it was

_ Decessary to design a system sumple enough to

/\)fl

\

be used in the schools without much traning,
economical to produce, effective and attrac-
tive to children, and above all, 1 line with
the Project’s philosophy that dialogue and
participation are an essential part of health
education. Any materials used should con-
tain basic mnformation about the subject,

"It is interesting to note that despite all their

advantages, comic books are seldom, if ever,
applied in education for development as an
integrated aid to classes. Efforts to use them
have been mostly informational, such as
pamphlets given away for people to read
without any follow-up content discussion.

ook centered on the style of illustration to
¢ used. The designers chose a humorous

7’& “The main concern in developing the comic
b

'style, something children relate to very well.

Suggestions for characters were narrowed )

down to two children, a girl and a boy who |

would discuss health and samitation matters. | -
Then the problem became how these children!

knew or learned about the subject, and which )Oql'(:b@
one would be the expert. Finally an *‘expert’”] 70
was born; nobody knows more about water;
than water 1itself, therefore a talking Drop of'
Water became the second character, and the) 7
comic books were called ‘“Juanita y la/~—
Gotita’’ (Little Jane and the Drop of Water).

Content Description

The subjects of the comic books follow the
Project objectives and are related to health l (
education in water and samtation. Each com- - ~———*
1c book contains single-concept messages;
such topics, for example, as one cause of
water contamination, or one way to purify
water. Special care was taken to ensure that
the illustrated sequences were not confusing
and would be easily understood by children.

In the scripts the story develops sequential-
ly, the events follow one another in the pres-
ent time, without showing past or future ac-
tions. The script writers drew technical infor-
mation for the different subjects from books
'and validated the data through area experts
working with the Project or the Ministry of
Health.

In order to correct any content or language
errors, once technical changes are made, a
rough copy is llustrated, photocopied, and
distributed among area experts and personnel
familiar with the subject and with rural au-
diences. It should be noted that the comic * ™~ -
book has been designed for the formal
schools, so although very simplified, the
language used does not contain any slang.

Subyect and Learning Objectives NS Y]

\Y
The first comic book (see illustration) ¥/
(continued on next page)

¢COMO ES

PUEDPAS
ENFERMAR
A ALGUIEND

BUENO...CME HARIAS
UN FAVOR PARA
ATUDARATODOS LOS
OUE ME BEBAN?

«7 CUANDO LAS
PERSONAS ME
BEBAN ESTAS |

CONMIGO ' LAS [0
ENFERMARAN

In this sequsnce, greatly reduced here, the Water Drop 1s explaining to Juanita that, before he is
boiled, he can make people sick when they drink him But if she will boil him for 15 minutes
The comic books have an average of 8 pages, and contamn a glossary to define new words and a

questionnalrs for the children to complete
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(continued from previous page)

| dramatized the causes of water contamina-

tion and how to decontaminate water by boil-

i ] /, ing it. Learning objectives were: 1. identify in

o

writing one cause of water contamination, 2.
identify in writing one way to decontaminate
drinking water within the reach of the rural
family, 3. describe in writing what bacteria is
and describe its effect on drinking water, and
4. describe in writing the dangers of drinking
contaminated water.
_Pretest Results

Once the design of the first module was
completed, drafts of the teaching guide and
photocopies of the comic book were pre-
tested in three rural schools with three
teachers and 54 third to sixth grade children.
During the pretest of the comic book, each
child was given a questionnaire with five
questions related to the content of the health
education class to be answered before they
saw the comic book. Afterwards, children
took the comic book home to read; the fol-
lowing day the teacher conducted a health ed-
ucation class using the teaching guide content
and asking questions related to the comic
book story, expanding each answer with 1n-
formation taken from the guide. Once the
class was over, questionnaires with eleven
questions (five from the earlier question-
naire, plus six about comic book content)
were given to children.

Correct answers for the first five questions
went up from 59 percent to 80 percent. Dur-
ing the test, the correct answers about boiling
water to purify it rose as much as 90 percent.
Ninety-five percent of the children indicated
that they liked the characters, and teachers
expressed their satisfaction with the materials
d welcomed the opportuaity to use them.
Production plans include 12 modules con-
taining educational materials about such top-
ics as the prevention of water-related sick-
ness, and personal hygiene. Five thousand
copies of the first comic book have been
printed, and the Project expects to reach 100
rural community schools, distributing an
average of 40 copies per school. To date,
1,200 copies have been distributed among
school children in 30 rural schools, and
teachers are sending back information which
_will be used in the design of future modules.

The relatively low production cost, US
$0.30 per copy, the comic books’ acceptance
by teachers and school children, their poten-
tial for carrying sequential visual and written
communication, and their effectiveness in
relaying the educational message all make the
comic book a perfect medium to introduce
health education 1n the rural schools. u
Oscar Vigand, the comic book’s artist, is the Field

roject Director of the Joint Ministry of Health
and SANA Water and Sanitation Project being
funded by USAID/Honduras under a contract to
the Academy for Educational Development.
For further information, contact Oscar

Vigand, Field Director, AED/PRASAR,
A.P. 140, Tegucigalpa, D.C., Honduras.
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IHOLA JUANITAI

2

[HOLA BETOI Tl
3 A
) —r . wc P
GO
\/
SO S
CONESTE Pozo vE) B iOUE SALVADAL. AHORA
BOMBA YA NO B £S5 MAS FACIL HALAR
TENEMOS OOE IR AGUA .., ¢ TE AYUDO CON J
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{ CONLESTA BOMBANOS & o

SALVAMOS TAMBIEN DE g 1 UIEN SABE]
MUCHAS ENFERMEDAPES W MIHERMANI TA
POF?OUE =L A(_EUA NOESTA SIGUE TENIENDD )
CONTAMINADA ¢VERDAD? PDARREAS ¢ LE
DANOS SIEMPRE
AGUA E LA BOMBA

(I TANTO HABRLAR DE
AGUA OUE YA ME DIO

IQUE RARO!
EL AGLA DE LA
BOMBA ES
PURA.,.,
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¢ POROUE CONTAMINAS /
EL. AGOA DE JTUOANITAD /l
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ISITOI, METISTE |
(LA MANO DENTRO
PEL AGUA..

SOLO ESTABA
SACANDO AGUA
3 FARA BEBER

CY COMO SE SACA
PUES?

DERES USAR
ON COCHARON
PARA NO
ENSOCIARLACN
LAS MAN O5S... |

IPERO ASI NO SE
SACA EL. AGUA|.,

IPERO MIS MANOS
ESTAN LIMPIASL.

LIMPIADS PERO

ESTAN UENASDE
\CROBIOS...
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CCOMO SACAS EL IYAVES | ALOMEJOR
AGUA ENl TU CASAP POR ESO TU HERMANITA
TIENE DIARREA..,

PUES METIENDO
EL VASO EN

TENEMOS CUOCHARON AGOUA EN EL VADO
PARA SACARLA.,,, INCLINANDO LA OLLAL
COUE POPEMOS HACER?

PERO EN M| CASA NO ‘ [PUEDEN VACIAR EL

e
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IMUY BIEN JOANITALLO ENLAS MANOS SE LLEVAN

IMPORTANTE ES QUE MUCHOS MICROBIOS QUE

LAS MANOS NO TOQUEN)| [PRODUCEN ENFERMEAVES
¥ QUEDAN EN EL AGUA |

EL AGUA...

CUANDO [LAS METES
CON El_ \/ASOH-

PEJA ESA AGUA ., LAUSAREMOS
PARA REGAR LAS PLANTAS
BEBE VE ESTE VASO,..
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EL. AGUA DEL. POZ0O ES
MUY BUENA Y NOESTA
CONTAMINATA PORQUE
VIENE DE ONA CORRIENTE
SUBRTERRANEA MUY
PROFUNIA,,. -~
QU’ERES VEC!Q
Ty QUENO TIENE
i MICROBIOS NI
I SUCIEDAVES.,..

IAHL.IQUE AGUA
" TAN BUENALL..

ICORRECTO! "PERO,..
¢ SABEN USTEDES QUE EL
L UGAR. PONDE.MAS SE

CONTAMINA EL AGUA ES
EN LA CASAZ,,,

 SARBRIAMO S ‘
CCOMO ED ESO?
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( 'AHL.ESQUE PEBREN APRENDER
ALGUNAS COSAS IMPORTANTES FPARA
USAR VY CONSERVAR EL AGOA EN

ENSENANOS PUES..
COUE DERBEMOS

IBUENQ, ESCUCHEN! HAY OUE
COLOCAR EL AGLA AL ONMETRO

DE ALTURA PEL SOELO PARA
PUE NO LA ENSUCIEN LOSANIMALES NI

e

) LE CAI GA POLVO
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TAMBIEN HAY QUE TAFAR
SIEMPRE CL RECIPIENTE
CON UNA MANTA LIMPIA
O CON UNA TABL A ..

( ~
—__— =

IAHI ¥ NO OLVIPEN OUE LO
MAS RE COMENDPABLE ES (JSAR
ON COCHARON PARA
SACAR EL AGUA VE
BEBER ..
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CONRAZOM.,. ENEL RAPIO
SALEN UNAS CANCIONED
OUE PICEN OUE HAY QUE.
SA CAR EL AGUA DE RERER
CON CUCHARON...
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TAVEN PUES...51 NO
SE CUMPLEN ESTAS

COBAS ELAGULA SE
CONTAMINA
FACILMENTE ..

X .
Y
\
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IMIRA T M| MAMA
TIENE TAFAPA EL
AGUA COMODITJO LA
GOTITA)‘T’ MI PAFPA
COMPRQO UN

%

~\‘ Y 1o0E RIEN BETO! R
+ |\ Lo FELICITO... A
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WATER AND SANITATION PROJECT / HONDURAS

SUMMARY OF THE PRODUCTION PROCESS AND APPLICATION METHODOLOGY

FOR HEALTH EDUCATION MATERTALS

OSCAR VIGANO
Tegucigalpa, D. C. Field Project Director

April, 1984 AED/PRASAR
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CONTENTS

Contents have been selected for the whole educational campaign and later
given the necessary treatment for each material addressing the four
behavioral objectives set for the Project's efforts. Therefore, although
we do investigate audience acceptance and listermership, our material

have not been designed to be evaluated individually except when such
materials represent an educational model by themselves as in the case of the

Rural School Teaching Module.

It should be noted that although the Project's Educational Campaign is
directed fo fulfill four behavioral objectives it also refers to a
wider range of peripherical objectives in materials such as radio soap

operas or the person to person approach.

BEHAVIORAL OBJECTIVES

As indicated before, our project has four main behavioral objectives
to be reached. These were selected because they could be easily

assessed without having to relay only on the beneficiaries answers.

These objectives are:
By the end of the Project the audience will:

1) Cover drinking water vessels

2) Use a laddle or pour drinking water from containers into glasses or
cooking utensils,

3) Keep the latrine and surroundings clean and free of vegetation and
animals.

4) Pay the necessary contribution to mantain the aqueducts

0-20



MATERIALS

Materials were developed to work synchronized, repeating, complementing
and reinforcing each others message and supporting the person to person

approach.

As an example for Objective #2 related to the use of a laddle or

pouring water into the cooking utensils, materials were used as follows:
Radio

. Soap opera: The main character through a message dramatization talk
about the problems and consequences of introducing the hands with a

glass or other containers into potable water.

. Radio Spots: Gingles and dramatizations stress the .dangers of not

using a laddle or not ﬁouring water from the container.

. Adult and Rural School Wallcharts: Walcharts explain through a se-

quence of three or four frames the problems of introducing the hands

’

in water containers.

. Calendar: A visual and written message tells readers to use a laddle

or pour drinking water from the container.

. Teaching Module: Teacher: Rural School children about the danger

of introducing the hands into the drinking water container.

Promoters

. Person to person: By using the calendar and wallcharts as message
decodification aids, promoters create a dialogue were groups explore

the dangers of introducing the hands into drinking water containers.

0-21



Basically, six variables dominated the materials selection process and

these briefly were:

1) Audience

. Understanding of the written graphic or audio messages.

. Acceptance of styles ( colors, realistic illustrations for adults,
humorous children illustrations for elementary shool, tragicomic
situations for soap operas, etc.)

. Visual perception problems in the interpretation of graphics concepts
and codifications.

. Age and interests.

2) Purpose
. What message it should relay?
. Permits an effective treatment of the message?
. Reaches the programmatic objective?

. Will be easy to distribute?

3) Cost

. Is it cost effective?
. Could the message be -relayed using a less expensive altermative?

. Is the production cost within budgetary means?

4) Field Applicability

. Could it be used in any field situation?

. Are spare parts available for any equipment used?

. Need especial rooms darkened or with electricity?

. Is easy to transport in the field?

. Could be distributed fast?

. Needs especialized and time consumming training for personnel

to use it?

0-22



5) Effectiveness

. Is it the best channel to relay the educational message?
. Will it be useful to support the rest of the Educational
Campaign effort?

6) Production Possibilities without Project funding

This perhaps was one of the most important factors considered in

the materials selection, to find materials that could be produced
within institutional means. Many very effective materials or models
can not be replicated due to exhorbitant production costs or necessary

technical knowledge.

Methodology

Educational materials used in our Project and in general the whole
educational system might be considered traditional and perhaps
unsophisticated. The main difference is the methodology used in

message proparation and teaching dynamics.

All materials weredesigned to create awareness among learmers, about
problems within the community and their influence on the family's
health promoting and analitic rationalization of the real situation

through dialogue and active participation.

Psychosocial dynamics for community education were adapted and sucessfully
applied to health education for the person to person approach. Flip
charts with illustration codifying the water and sanitation realities of
rural communities are used by health education promoters to stimulate

a dialogue with group members through which participants themselves
recreate their community's living conditions analysing their problems

and proposing solutions. Health promoters are moderators of the resulting
interaction reassuring and supporting the ideas being generated by the

method's dynamics.

Other organizations in the field demonstrated great interest in this

0-23



particular educational model. World Relief, CEDEN and Plan de Honduras
have sent their promoters to be trained in our Project and are using
the same approach and materials. The Water and Sanitation Project of
the Ministry of Health/AID in Dominican Republic has adapted the flip
Chart and Education Approach and it is used by the Project's Promoters

on Health Education meetings.

RESULTS OF THE PROJECTIS CAMPAIGN

At the end of the second year of the Project and first year of the
campaign's implementation, an investigation was conducted to gather

information about the effect of the Educational effort in the field.

A random sample of 520 people from communities in the five Honduran
Departments where the Water and Sanitation Project is being implemented
indicated that an average of 75% of the people intervieéwed were observing

the four practices recommended by the educational campaign.

Evaluation plansschedule a similar investigation at the end of 1984

and another for July 1985 to assess the final results of the Project.
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Flexiflans and Community Mapping
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BRIDGING THE GAP

Save the Children

SETTING:
TIME:
PURPOSE:

PREPARATION:

Flexi-flans

A community meeting to explore problems.
1 hour

To provide villagers with a visual means of expressing their ideas and to facil-
itate discussion of their needs, problems and aspirations.

Flexi-flans are cut-out figures (12 cm.-16 cm.). They have moveable joints, and
are able to take on a variety of attitudes and postures. They are used on a large
board that is covered with flannel or burlap, and to which the flexi-flans can be
affixed easily.

1. Sketch the figures’ individual parts on sheets of thick paper or cardboard,
then cut them out. Color the parts with marking pens or paint before as-
sembling them. Details of features can be drawn with a fine point marking
pen after assembly.

2. Fasten joints with eyelets or sew them so that they are flexible but stiff
enough to hold position.

3. Glue one or two squares of sandpaper or other coarse material on the back
of each figure.

PROCEDURE:

Types of flexi-flans needed: The greater the variety of figures and objects rep-
resented, the easier it is for participants to convey their ideas fully and clearly.
Many types of people are needed: young and old, boys and girls, healthy and
sick. Cut-outs of figures such as livestock, tools, vehicles, trees and crops, gar-
dens, rivers and pools, houses, schools, health centers.and other buildings, and
other objects common to the community should also be made for composing
realistic stories and scenes.

1. Introduce flexi-flans as a way to depict community life. Explain that the fig-
ures can be flexed to take on different positions and to represent action.

2. Invite a few volunteers from the meeting to come forward and choose flexi-
flans and place them on the flannel board to depict a situation in their com-
munity. They can also focus on certain problems or needs in the community.
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3. The participants placing the flexi-flans can explain the situation they have
depicted. Others can be asked for their observations on the situation or prob-
lems, and what they would do to resolve problems that arose during the
discussion.

OTHER USES: Flexi-flans can also be used to help resolve a conflict between two participants
with opposing views. If each composes a scene to illustrate his or her views of
the situation, the differences can be discussed more easily.

When a community problem has been depicted with the flexi-flans, the partic-
ipants can rearrange the figures to represent their aspirations for the commu-
nity.

Cut-outs: If it is too difficult to make the figures flexible, you can make cut-
outs of people in varying postures and with different attitudes. These are easier
to make but you may need to make a greater number to have the various posi-
tions that a flexible figure can take on.
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Flexi-flans encourage active participation in expressing ideas and
perceptions. They provide a visual means for representing com-
munity situations end are a good method of starting a discussion.
This activity allows people to share their views instead of focus-
sing upon the views of the community worker. The worker’s role
is to create a relaxed atmosphere, to encourage people to speak,
to be receptive to their views, and to start a discussion incorporat-
ing the ideas expressed.

Designed by Lyra Srinivesan and used in the workshops and villages in the
Dominican Republic and in Indonesia.
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BRIDGING THE GAP

Save the Children

Community Map

SETTING A community meeting.
TIME: 1-2 hours
PURPOSE: To portray with community members the physical characteristics, the resources,

and the health and nutrition problems in their community.

PREPARATION: For making the map you will need a large piece of thick paper, a pencil, ruler
and marking pens.

PROCEDURE: Prepare a basic map with the roads and some houses in the community, enough
so that the people can orient themselves.

1. Ask the community members to think about what resources they have in their
community that could be drawn on the map. These might include schools,
clinic, gardens, rivers, etc. Draw these with different colored markers. If there
are people who like to draw, ask them to help draw the map.

2. Ask the community members to think about the problems that exist and draw
them on the map. Problems might include contaminated water, disease, dry
land, etc.

3. Discuss what has been depicted in the map and what are the causes of the
problems mentioned by the community members—causes such as people def-
ecating near the water source, no water for irrigating the dry land, etc.

Note: Instead of drawing the resources, one could have cut-outs to represent re-
sources found in the communities and tape them onto the map. As the community
members get involved in projects, one could continue adding new resources to
show improvements.

——
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Community map, Dominican Republic.
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Section II: Helping Communities Uncover Health and Nutrition Problems

B. Community Awareness

Commaunity map, Dominican Republic.

OTHER USES: This activity can be adapted and used with health workers to portray the condi-
tions in the community where they work and the type of work they do. Or it
could be used to depict a more detailed exploration of specific problems, such
as children’s health and nutrition problems.

1. Ask the health workers to prepare a map of the community in which they
work including services, houses, resources, and health and nutrition condi-
tions. Ask them also to depict community problems that they perceive are
important.

2. When the maps are completed, have the participants compare and discuss their
maps, working in groups according to regions. In the large group, a repre-
sentative of each small group can present the conclusions of the discussion.

Drawing a map involves people in the creation of a visual picture of their com-
munity. This map could be put up in a community center for people to look at
and learn about the community.

Source: Bridging the Gap: A Participatory Approach to Health and Nutrition,
Save the Children, 1982

Adapted by Solange Muller ond used in workshops in the Dominican Republic
and in Mexico.

P-6



WATER AND SANITATION
FOR HEALTH PROJECT
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Operated by
CDM and Associates

Sponsored by the U.S. Agency
for International Development

1611 N. Kent Street, Room 1002
Arlington, Virginia 22209 USA

Telephone: (703) 243-8200
Telex No. WUI 64552
Cable Address WASHAID

March 8, 1985

Library-International Research Center

Community Water Supply & Sanitation
(IRC)

P.0. Box 5500

2280 HM Rijswijk

The Netherlands

Dear Colleague:
I am pleased to send you the enclosed report entitled

Developing and Using Audiovisual Materials in Water Supply
and Sanitation Programs (WASH Technical Report No. 30),

prepared by Barry Karlin and Raymond B. Isely. The pur-
pose of the report is to promote the production of locally
made audiovisual materials specific to the content and
needs of water supply and sanitation programs. The con-
tributions of 35 organizations in 26 countries provide a
basis for believing that it is possible for an organiza-
tion in a developing country with 1imited resources to
produce materials that are attractive, useful, and
culturally appropriate.

We are sending you only one copy at first, but if you wish
to order more copies, you may do so by writing to:

WASH Information Center

1611 N. Kent Street, Room 1002
Arlington, Virginia 22209

USA

It is our hope that this report will be useful and

stimulating to those engaged in educational efforts in
water supply and sanitation programs the world over.

S1ncere1y,
}a77 ,‘/ﬂ

Cra1g R. Hafner

Acting Director
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