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FROJECT PROFOSAL
A FILM ON MON-FORMAL EDUCATION

A film on non formal educaticn is being produced by Centre for
Social Development (CSD) based on the experiences that the
organisation has gained in working in this field.

Our non formal education programme addresses a particular class -
children and adults of rural and urban areas who because of
their socio-economic and politically underprivileged situation
remain outside the ambit of the expanding formal education

system.

The problem of growing illiteracy in this country, and specially
female illiteracy, has confounded government policy makers and
development activists. Despite enormous expansgronof the formal
educaticn system since independence, the rural and urban poor, by
and large, are left ovtside the boundaries of this system.
Statistics relating tc che problem of illiteracy on a nation-wide
basis indicz =s quite clearly that our present education system
remains class nd gender discriminatory. Education is a commodity
which can b= bought by those with the purchasing power to do so
to augment the power relations of the already privileged. In

such a situation women, and specially poor rural and urban woman,
who enjoy the least privileged status in their families and in
society, find no place in a system of education based on
privilege. Children in poor rural and urban households are
workers from a very young age, and therefore, do not enjoy the

privilege of a childhood necessary to avail of the advantagea of
the formal education system.

The governmental response to the growing.problem of illiteracy
has been to promote and finance schemes for adult education and
non formal education for children. By and large these programmes
have been ineffective and have made no dent in the situation.

The blams for the failure of schemes is being laid on the people
- their lack of motivation and interest, on the workers employed
to run such centres with little or no infrastructure or training
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commensurate  lack of  faith in people’s ability to learn, to
acquire skills of awareness . In a sense we all subscribe in
somz  way or the other to the larger educational culture which
does not relate to the lives of the majority of our people and
least of all to the overburdened, politically powerless female
members of a poor household.

CSD bepgan its programme in the context of all these problems. We
soon identified the two main problems that we think need to be
contended with in building a pregramre of education which serves
this particular class and exercises positive discrimination
towards women. Firstly, the educational needs of the learner.
Secondly, the kind and quality of the human investment necessary
to respond to the educational need of the learners.

Film being the most expressive form of commnication in which it
is possible to capture the innuendoes of experience has been
selected as our medium - the learners and trainers - to
highlight and pose questions about the meani ng and significance
of non formal education. The film is for us a leaming
experience and we feel that it will serve the larger purpose of
helping all those interested and working in the realm of
education for underprivileged groups to understand the meaning
and content of the non formal apprmch, &n approach which in
its construction we have deliberately fashioned as a tool for
the underprivileged sections of our society.

Who are our leamers? Little children whose parents are menial
workers and, therefore, are left in the care of older sibling for
most  of the day. Older children specially girl children who
become part of the labour force from the age of 11 or 12; women
who perform menial jobs in middle class households for a
pittance and struggle at home to make ends meet. The main
problem of these leamers is tim= - to carve out some time in
their busy work day for self development. Our main
responsibility, therefore, is to devise strategies and .curriculum
which. makes the best use of the leamers” time and in return
gives them the power of achievement. The motivation to learn is
augmented by this growing power, by the collective native of the

learming prcdess.
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The film, therefore, tries to capture all these issues and also
highlights the: methodology to concretise literacy training which
is not mechanistic and qualifies awareness education.

The making of the film was a participatory venture. Both learner
groups and trainers articulated the content. However, since film
making is a professional activity the direction of  this
documentary Was entrusted to professional film makers. As 1is
evident from the bio-data of the director, Rahul Pose, he is a
comnitted £ilm maker on social themes and has been an assistant
to one of the foremost film makers in Bengal, Hrinal sén.



IDENTIFICATION OF LEADERS

IN HEALTH EDUCATION

Mere identification and involvement of leaders in heaith
programmes is not enaugh. More impurtant problem tis to suss
interests in the assigned responsibilities. Hereir lies the skills
of a health educator in creating a situation to sustain intercsts of
the leaders. ’

a1

Y thelr

L T s i . e S e

\

OR.. Ko8 e S INHA

From time immemorial leadership has played a vital role
in bringing about changes in the society. It is the humah nature tha
people want to work together for solving cemmunity problems vital for
the grouth of the individual in particular amd of the s2ciety in gene
Indeed, the entire process of socialization is based upon the human
interaction and acculturation. This process involves leaders in ini-
‘tiating desired change for human g®uwth. \

For bringing about a chanle from undesirable to desirabl
health practices through educational process, change-agents are requi
These change-agents are primarily concerned with the identificat ion e
understanding of health needs of a specific community. They rank thsa
in order or priority, find out available resources and develop a plar
action to meet the health nesds. In this process, the entire communi
is involved and helped to help itself.

In the present day changing pattern of living, it is-of
significance to understand the multi-dimensional aspects of health ar
disease, i.e. preventivye, promotive, curative and rehabilitative. It
has been found that most of the diseases can be prevented. And throl
the process of health education, change in the knowyledge, attitude ar
health behaviour of the neople can be brought about.

Changing pattern of leadership

However, behavioural change requires understanding of tr
changing pattern of leadership and the role of leaders as change-—ager
It is well-known that there are various types of leaders in our commt



Pre-requisites -

It iy essential to identify leaders in the community befor
they are involved as change-agents. Here, it is worth mencioning that
sarly as in 1949, L.0. Kelsey and C.C. Herme in their book, “Co-nporati
Extcnsion Work" have juihted out that the pre-reguicite for identificat
of leaders is to know the 7ollowing ¢

-

"4, Uhat job is to bs donef
2. UWhat characteristics and skills this job reguires?
3. UWhere the person possessing the needed qualitifation can be found?
be Jhﬂu group wlll support or follow the person?

i %
5.. Of the qualities hs has -

(a) Which of them may be improved by training

(b) WUhich may not be changed materially
6. Of the gualities he lacks -
i ) Which may be developed
(b) Which may not be developed.
7. The basis on which he can he incduced to work'.
In 1970, Dr. S.R. Mehta in his book, “Emerging Patterm of
Rural lLeadership", has written that in the villages "there 2re phssibly

six distinctive areas of social life"and it is necessary'to idertify
leadership in each of these areas separately'.
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It is not enough to know the above mentioned criteria.
It is also important to know the nature and magnitucdc of the health
problem, and targets for education as uwell as servigs -

In some cascs, targets for sorvice as woll as goLfidion
may be the same; but in others, they nay petdifferrnt L ek T entes

the service targets may

mither-the mother or ch

in ‘ah immunization programmé against smalipc
be children uwhereas cducational targets may
father or bothi.

Socio—cultural factors alse.play predomirant role in
decision-making process o1 selection of leaderss -k cerbain, sibuat ron
health rituals based on misconcentions and deep-rooted valug . system
and the role of priests. cannot be ignored. But at the same time the

Ffact that has to be kept in view is that "uhersever traditionalism has

miven way for experimentation, social change has come’’e - Thus there ar
certain situatidns which require mo re than one type of leaders. The
function of a health educator therefore is to understan: such a gituat
and decide the specific type of leaders required to bra g UG change
in health practices. For example, in a family planning ot i1vation
programme for orthodox section of a comnunity, it is werthwhilse invalv
religious leaders, satisfied acceptors of family planﬂing'and symbolic
leaders. . ‘

U]

There is no denying the fact that symbolic and institutio
leaders like "Sarpanchs' zts very important. - But, they can be more
effective as change-agents provided they are also funstionaly, 1l.C.s PO

ing know-how in modern methods of agriculture. Such "caders are accep
as change-agents for diffusion of innovation. Therefore, s.tuations n
be carefully examined, taking into consideration eXperiences of work i

particular situation, finding out negative and positive forcoes at work
etc., before actually identifying leaders for their nctive involvement

_in health programnese

Met hods
‘ Based on the field .experiences of organizing healih
education programmes in urban, semi-yrban atid rural -a . through the
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3. Group observer - This is anthropological way of locat
leaders. In this method, the health educator works in a community f
quite sometime and makes his observation regularly. Upn the basis of
observations on varicus situations he prepares the list of notential
leaders. Here, it is important for the health educatar to create a
siutat ion - where the commynity members do not get the impression tha
they are being observed. This approach is action-oriented and the
selection of leaders is based upon the actions taken by the potential
leaders of the community.

4 Socio-miebric method - This methoc is a little more
technical than the other methods. This method is generally used by
professional health cducators, extsnsion' educators anc trained social
workers. The pre-reguisite for this method is well thought out set o
guestions to be asked to the members of the different sections of a
community., The gusstions for example may be "Whom do you consult
when you fall i11%", "Whom do you consult for the marriage of your
daughter", "WUhom do you consult for nurchasing particular variety of
seeds?" etc. In this way, names of influential persons are listed fr
different strata of a community and it is generally found that there
are only five to seven common persons whose help is sought to find th
solutions of various problems of different members of the community.
These potential leaders are known as "initiators™ or “spark plugs' fo
other members of the community. - ‘

5. The election method - Many times leaders are
identified through forinal or informal election method. In this methi
the health educator involves the entice community or saction of a
community in giving their opinion regarding their reprosentatives to
work as change ageBt.

6. Seniority and past experiences — Saometimes, leaders a:
identified on the basis of their involvement in health znd welfare pro
mmes for the community. Experiences of working with cerbain ‘persons
have proved useful in preventive and promotive aspects ©© health. Suc
leaders are generally enthusiastic and energétic anc in most of the c:
are innovators.

, The above mentioned methods of seleckic |
of leaders are merely suggestive. However, sslectiu
considerably upon the situatidn and purpose for which
as change-agents.,

Mere identification ard invclvement of leaders in health
educatiocn programmes is nhot enough. More important irob

tain their interests in the assigned responsibilitics. Herein lies tF
skl s of a2 health edibatan Hn Croak aan a e et o o 4o o ettt o el gL
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The adult cducetion -programue will coutrivute substantialil
malking them socially aware, and critically congcious of the
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humaniging onc,

Ther »fore b i AP .
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LEARNING OBJZCTIVES

HEALTH EDUCATION CURBICULY:

CLASS I

COXTENT

(4)

(B) -

To list out the good
personal habtits that
helps +to develop
good health,

Clean habhits are necessary
for good health. ~

Fersonal hysiene habits
should include:;
a. bathing every day

be cutting finger
nails short,
keeping them clean

C. washing handg
before eating

d. burying feces with
dirt

€. cleaning teeth at
least once a day
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(4)

(B)

2. To recall clean places
at home-school-pigyground
etc. )

3. To recall and recognize
food items eaten by
school children

1. What is cleanliness?

2. ¥hy one must keep clean
surroundings?

How places become dirty?
How to clean them?

N

1« Different types of food
items- -~ . . '
a.eaten a2t home -
b.availatle locally
c.vhat do they eat
daily.
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cLass II

(&)

(B)

2.

To inclilecate in
children good hatiis
relzted to their sense
organs.

To list different parts
of a housefly

3.
4.

5.

The sense organs

How person=l hezlth h=bite
relate to the parts of
the tody.

Flies sit on all dirty
matters like fecal matter,
rotten foods etc.

Flies can spread diseases
like diarrhoen.

Flies have eyes, head, leg

Through legs they can carr
dirt from one place to
O‘ther-

Food gets dirty when flies
sit on them.



(B)

3

To make them aware of the

importance of e
clean foods.

ating

2,

3.

4.

5e

To eat in dirty places o
cresate health problemg

Throwing banans veels al.
¢ver will breed Llies anc
Tlies can cauge diseases
like sore €yes, ciarrhoec
dysentry etc.

Food should be ciean and
from dirt and flies,

Food must be clean ang
rprotected from flies,

Hazards of eating food fr
street vendors,

Flies cause digeage throuy,
= dirty food,(eg.loose
stools, diarrhoea et

Dirt and flies make food
unsafc for eating

Hands should be washed be
eating and touching food
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(4)

(B)

To develop the attitude
that only clean water
should be used for human

life,

To recall the diseases
that spread ithrough
dirty water and to list
hov to prevent them.

To reinforce the good
personal health habits
taught in dess I & II

2.

Sources of water in nature

Eow water can become unsafe
for use

Methods of purification
of water

wWhat digeases are spread
through it.

How to prevent theno

Heed of water in our body

Relationship of dirt/flies
to diarrhoea.

Review the importance of

a) bathing every day

b) washing khanmis after
toilet use

¢) washing hanis before
eating

d) cleaning teecth atleast
once a day.

An additional health habit:

should be learned

a) taking proper care of
eyks.
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a) (B)
4. To develop good food habits 1. Cleaning teeth azng rinsi;
and hygenic practices. afier eating helps preve:
/especially dental caries and tooth-

after aches,
' a) What are cariesg?
b)_How is it caused?

c) Food items related to
caries and dqcay

d) Better oral hygiene c
prevent caries.
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CLASS I

(4)

(B)

1. To recall the diseases
that can be spread
throush air and water.

2. To list the measures to
prevent them

3« To develop an assgociation
of diseases with poor
personzl habits,

Common preventable diseases
of child hood

Immunization schedule

All about loose motions,
diarrhoea, jaundice and

other disease spread through
water,

What is done in diarrhoea?
How to make ORT?

How is malaria caused?

How mosquitos breed?

The child should begine to
learn why these health
habits are important
through an association of
poor health habits with
poor health.

a) a basic discussion on
diseases

b) during the review of the
rersonal health habits
the children will be
taught the health conge-
quences of gelf care.

c) poor self care will be
shown as a contrituting
factor in such illness asg
worms,cough,cold,sore eyes
skin infections etec.
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(1)

(a)

(®)

4. To be able to relzte food
to the need of the body.

2e
3

5.

6.

Functions of the food item
ileeds of the body
Digestion 2nd assimilation
of food.

ting the right kind of
foods and eating often is

important - why food is
essential to life,

Certain locally availreble
foods keep us healthy. Soc
foods, not so useful.

Food is needed for growih
energy and repair. .
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CLASS V

(2)

(B)

1. To list out disease one
can suffer due to dirty
surroundings.

2. To develop healthy
attitudes towards self
preservations.

-
S
4.

2.

All about various diseases
like malaria, tuverculosis,
diarrhoea, jaundice etc.

Life history of mosquitos
How malaria is caused?
Functions and structure of

lungs. -

Discuss body parts and
functions of internal organs
and skin.

Discuss basic functions of -

a) respiratory system

b) digestive systenm

c) muscular skeletal system
and protective function
of skin.

Relate the importance of
good hygiene to the proper
functioning of these 4
systems.



(4) (B)
3. To be able to select 1, Various food items needed fo
appropriate food items and take the body.

belanced diet. 2. Dbalanced diet. Why it is

needed?

3. Preservation and proper
storage of food.

4., Some foods can be eaten raw
while others need cooking
- before eating. Raw food shou
. be washed well,

5. Sprouting of grains and puls
increases their food value,
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CLASS VI

(4)

(8)

a)
b)

c)

develop habits of
sleeping in good
ventilated rooms

to breathe in fresh
air

to use latrine instend
of fi EldB-

1. Structure of lunzs - thei:
functions, how we breathe,

2. Composition of sunlicht
how it can kill gernms ang
bacteria,

3. How we get enough Vit.D
from sunlight.

4. VWhy oxygen is needed by
© your body?
Why we breathe fasgter
after running and exercise
ot WO, ma .. i EDYSival)
5+. Different types of latrine
.available in schools, urba
~ and Tural area, -

6. Dipeases spreaded through
fecal matter - worms,
hepatits and jaundice
How can they be prevented,

7. ILife history of eminent
scientists?

8. Life cycle of round worm,

9. Vhy shoes, slippers must
be used while walkirg on
ground.



(4)

(B)

2. Same as in previous

classes

3. To develop habits of
eating nuiritious food.

2.

3.

4.

2e

S

Continuned association of
health problems that are
caused by pocr health habiti,

Increased understanding of
how the body functions and
its various eystens

Explain in greater detail
the various problems caused
by poor hygiene

Further discussion of body
anatomy and physiology and
discussion of -

i) circulatory system

ii) nervous system

Cheap locally available
range of foods that promote
growth, eanergy and repuir.
Fats, sweet foods - their
function

Cheap food can be as good as
expensive foods for healith
ard growvth.
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CLASS VII P4
() (B) |
1. To develop an attitude 1. Different types of =zccidents
to safeguard against at home/on the road/ in the
accidents at home and school.
cn the road. a; injuries
~b foreign body in the eye
c) burns
d; swallowing of coins
e bites bty stray animals
f) how to trevent them znd
how to deel with them.,
2. To develop attractive 1. How a clean body and mind
and self confident can create healthy atti-
posture in students . tude to life. .

2. Relationships and associa-
tions of behaviour with
personal habits

3. Development of perscnality
and growth
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(A)

(B)

3

To list out various food
items and their functions
in the body.

1. TFood classification bas
on function a2nd nutrien
content. The four grou;
with the various Tood

are:

(a)
(b)
(e)
(a)

2. What

Energy foods- eg.
Lice, Vheat,banzn:
nagli, Jowar.

Body building fooc

€8. Dals,groundnu;
fisgh,meat, milik,

Protective foods -
Greens, carrois,
tomato, oranges,

Fats and sweet foo
eg. Jaggery,sugar,
0il, butter milk.

bhappens if the righ

.. fooda are not esten in
" proper {Dsintitield,



CLASS VIII

(a)

(B)

e

1. To develop correct attitude

and knowledge about the
common diseazses and their
prevéntion.

2. To develop in students
a sense of responsibility
about themselves. g~ -

2.
3
4.

2.

General weakness(molrutritic

Malaria, éisrrhoea,Jaundice:
Visionzry
Hezrins defect

Continue ciscussion on natu
of germs, pathogens in the
environmenve.

Continue discussion on anat
and physiology of different
organs of body.
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To recosnise sigs of
nutritional deficiencies

1.
2.

Early sisns of mglnutrit:
Veight for height
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(4)

(E)

ti
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CLasS IX

(4)

(B)

1. To act as health guides
and monitor Ior the
class and family.

2. To develop the confidence

in students to exert
influence on younger

siblings for better health

habits.

1.

1.

Management of mina healin
problems seen in ihe famil)
and school.

It ie necessary to spel
cut the minor problems
again.

Good personal habits in relc
to health,



(4)

(B)

3.

To recognise signms of |
nutritional deficien@e” s

3e

4.

——

Other nutritional deficienci
early signs:
(a; anaemia
(b Vitamin A,B,C,D defi
encies (—3 goitre.

¥ays in which diet can be m
more nutritious

For good health and normal
development, the daily meal
should contain a combination
food items from all food
groups. . . - s &

Green yellow vegetables, are
very essential. — A
Carrot, papaya,mangoes corLta
Vit., A and are good for cyes

Palak, methi, sag are good
for WowoB
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CLASS X

(&)

To develop the right
attitudes towards
health and illness.

To teach chiléren to
function as '“ealth
Fonitors' for younger
children for peer
groups.

To develop the right food
habits and to inculcate rit
the right attitudes towards
foods.,

To be able to motivate the
beer group for better
food habits.

**r. p »

3e

1.

2.
3
4,
5e

Health care system in In

How and what is being do
t0 reach the poorest sec
of society in India.

National health probviems

First aiqd, bandaging,
Ireatment of burns

Prevention of accidentis
Helping the Health worke;
Treatment of minor compls

Increased knowledge of
diseases and their prever

Possible rezcsons. for 51 ek
and lack of growth and e
foods.

Foods should be distribut
according to the need of
bodyo

Economic problems znd feoo
habits.

Population and food,
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CTIVITIES OF THE NUTRITION AND HEALTH EDUCATION

UNIT AT THE VIKRAM A, S\RABHKI COLHUNITY SCIENCE
CENlRE«
G HGE LT - NaA

(Centre for Health, Education, Training & Nutrit

~This unit was started during March 1979 when CARK
Gujarat requested the VASCSC to develop scme Nut:
and Health Education Activities for children whic
be conducted in their supplementary feeding progz
all over Gujarat. In order to do so, a similar
tion (a feeding centre) was created at the VASCSC
in the activities developed during the weeck were
out on 100-150 urban slum children every Saturday
Sunday. These children on completion of the acti
were fed a ration of milk and bread as actually d
the feeding programmes. A set of 50 activities w
field tested with the chlldren who came for feedi
twenty five activities were finalised ard épprove
by CARE for replication to the rural feedlng cent:
supported by CARE,

Encouraged by the odéifive results of the above p:
gramme CARE decided to fund another pilot program
througn the VASCSC "Integrated Nutrition and Healf
Action Programme"(Tj INHAP). in ten talukas all over C
in hundred selectad villages with the primary obje
of ensuring qualitative improvement in feedlng ishale

Fa ks ool sl Vo e B S T
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" Since thé material was field tested it was found t
technically sound, easy to understand and presente
a2 simple manner. These posters and pamphlets deve.
in the INHAP were replicated by the Government of ¢
‘in large numbers, (20,000) for use in all their mt
tion centres all over the State.

The overwhelming success of the INHAP approach in t
talukas of Gujarat further initiated CARE Gujarat t
fund a low cost apnhroach to larger areas to cover 2
villages in a whole district (Sabarkantha) for a pe
of 2 more years during which many more materials in
form of health care posters, balsevika kit (A kit £
the cresche worker) in the rural area and manuals f.
ensuring smooth implementation of programme were de
loped by the INHAP nutrition and health team at the

‘Two research monographs were written by the NHE tean
A comparative study of awareness among nutrition prc

gramme functionaries ang in para medical $unctionari
of old and new INHAP talukas,

The Nutrition and Health team during the period of
three years continued to conduct various trainings
. both orientation/inservice and also held various sem
and training workshops. The Vikram A. Sarabhai Comm
Science Centre was recognised by the Government of
Gujarat as a rescurce centre for the orientation tra-
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The nutrition and health team have also designed,

developed and produced the fecllowing nutrition and

health education materials in collaboration with the

following agencies.

1.

A complete set of nutrition and health ecducation
materials for use in upgraded SNP centres all ovel
Gujarat (1200 centres, funded by UNICEF & CARE) .

1. A set of 10 laminated multicoloured

posters nrinted on board.

A manual for SNP workers.

Immunization card.

°

Growth monitoring card.

. ICDS manual in Gujarati.

o O b W N

Rehydration spoon to be used to make CRS

solution.

A set of 12 illustrated training flip charts

on diseases commonly leading to malnutrition

in children for use in community health programme
by health workers (2000 centres) (field testing
done in intericr areas of Gujarat. In collabo-
ration with Gujarat Voluntary Health Association
funded by Xaviers Kelavani Mandal. (In Gujarati/
Hindi/Eng¢lish)

A complete sot of material to be used for
CHUTID CARE bv + th workers. This is a trial



A training manual to be used by the trainer is enclosa

in

+he kit which enables him to.utilizé the kit approp

PROJECT AT PRESENT WITH CHETNA

1.

iy

The

ICDS (Integrated child Develonment Scheme) Orion-
tation/Inservice training for all tho functio

+ies involved in the ICDS scheme in the area of
health and nutrition for which a communication

and training nesd assessment survey is in progress
Funded by USAID through the Government of Gujarat.

Training for paramedics involved in delivering
health care services to children in the upgrad@d
fecding centres in Gujarat. In addition to the
ahove the tenam is racuired to develop relevant
nutrition and health education material for the
training ournoses. In collaboration with CARE

Gujarat and funded by C/ARE

Design/Develonment of material for the topic
“anaemia and omen's Health® funded by UNICEF,
Delhi via the Directorate of Adult Education,

Government cof India.

Training for child survival - Ford Founcation

Nutrition and Health team at VKﬁCHC h*ve be n reg
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Bureau of Health Bducation and Training

The Bureau of Health Bducation and Training was reorganised in the

as per guidelines issucd by the Central Health Bducation Bureau Governme

with the following functions.

1e

24

3.

4e
5.
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To Plan, Organise and guide Hezlth Education activities as an integ

part of State Public Health Programme.

To provide Technical Assistance and guidance in Health Education me

to Voluntary Health Orgenisations,

To procure, produce and Store Health Education, Aids and Equipments
their distribution to pheripheral institutions and to organise meet

Conference, Seminars, Exhibitions, etc.
Assist Programme Directors in implenenting their programmes,
Drafting of guides for IHealth Education activities,

To assist in conducting foundation and orientation Training Courses
the Mediecal and Para-Medical Personnel and through the different tr
centres seatiered all over the State and Country like, Selecting Ce
tes for Basic Training of Multipurpose Workers at 5 Hsalth & Family
Welfare Troining Centres located at Bangalore, Hubli, Mandya, Ramar
and Gulbarga ccnducting Health Inspectors Training Course of 1 yeax
duration for in Service Candidates at the Health Inspector Training
Centres located at Mandya, Mysors, Mangalore, Bellary, Belgaum, Dhe
Gulbarga. Conducting 4 months training in Leprosy for Para-Medical
Workers 5 days orientation Training in Leprosy for Junior Non-lMedic
Supervisors and 7 days Orientation training in Leprosy for Para~lMec
Workers and 7 days Orientation training in Leprosy for Medical Offi
at the Leprosy Training Centre located at Bangalore, Hubli, Kolleg:

and QulbSroz.

Conducting integrated Training of 3 wecks duration and Administrati

Ly Ll MARY A1l OFLI Anra 20 Aave For



228
Selecting and deputing Health Supervisors for Diploma-in Sani tam
Service Comrse at Gendhigram Institute of Rural Health and Family Wel;
Tamilnadu,

Collecting and forward application of Medical and Parg-Medical Pe

to the Government for deputation to Haz.

Sending the Service Particulars of Medical and Para-Medical Staff

(Speéialiiy wise) for considering them for award of W.H.O. Fellowship.

Providing Supervisory field training to the Diploma Students in H
Education deputed from All India Institute of Hygiene and Public Healt
Calcutta and the institute of Rural Heslth and Family Welfare, Gandhig

Te To conduct field study-cum=Demonstration of Health Education meth

and Mzdia, ‘

8e To Organise implement and Suvervise School Health Programme, To !
ordinate with the Education Depariment and Department of Adult Educatic
developing Health Education Syllabus, Text book, Mannual etc, and to PI

conduct Teacher, Training Proghamme.

9« To Organise Health and Medical Library.

Sa/-
Joint Director
Health, Education and Trair
Health & Family Welfare
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Bureau of Health Education and TPraining

The Bureau of Health BEducation ond Training was reorganised in the ;

as per guidelines issued by the Central Health Education Bureau Governme:

with the following functions.

1e

24

Se

4e
5

(@)%
.

To Plan, Organise and guide Heclth Education activities as an integ

part of State Public Health Programme.

To provide Technical Assistance and guidance in Health Education me

to Voluntary Health ®rgani$ations.

To procure, produce and Store Health Education, Aids and Bquipments
their distribution to pheripheral institutions and to organise meet

Conference, Seminars, Exhibitions, ctc.
fssist Programme Directors in implementing their programmes,
Drafting of guides for Health BEducation activities.

To assist in conducting foundetion and orientation Training Courses
the Medical and Para-Medical Persomnel and through the different tr
centres scattered all over the State and Country like, Selecting Ca
tes for Basic Training of Multipurpose Workers at 5hHsa1th\& Tamily
Welfare Treining Centres located at Bangalore, Hubli, Mandya, Raman
and Gulbarga conducting Health Inspectors Training Course of 1 year
duration for in Service Candidates at the Hezlth Inspector Training
Centres located at Mandya, Mysorc, Mangalore, Bellary, Belgaum, Dha
Gulbarga. Conducting 4 months troining in Leprogy for Para-Medical
Workers 5 days orientation Training in Leprosy for Junior Non-Medic
Supervisors and 7 days Orientaticn training in Leprosy for Para-Med
Workers and 7 days Orientation training in Leprosy for Medical Offi
at the Leprosy Training Centre located at Bangalorc, Hubli, Kollegs

and Gulbarga,

Conducting integrated Training of 3 wecks duration and Administrat]

P e e g e S eib e s i o Maddlegdl O fiicers 30 days! fon
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st
Selecting and deputing Health Supervisors for Diploma’in Sanitary
Service Comrse at Gandhigram Institute of Rural Health and Family Welf
Tamilnadu,

Collecting and forward application of Medical and Para-Medical Pe

to the Government for deputation to Haz,

Sending the Service Particulars of Medical and Para-Medical Staff

(Speéiality wise) for considering them for award of W.H.O. Fellowship.

Providing Supervisory field training to the Diploma Students in H
Fducation deputed from All India Institute of Hygiene and Public Healt
Calcutta and the institute of Rural Health and Pamily Welfare, Gandhig

Te To conduct field study-cum=Demonstration of Health Education meth
and Media,

e To Organise implement and Supervise School Health Programme, To
ordinate with the Education Depariment and Department of Adult Educati
developing Health Education Syllabus, Text book, Mammual etc, and to P

conduct Teacher, Training Programme,

9. To Organise Health and Medical Library,
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sd/~
Joint Director
Health, Education and Trai

s 5 i g Health & Family Welfare
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VOLUNTARY HEALTH ASSOCIATION KARNATAKA
REPORT OF THE FOLLOVMP WORKSHOP'HEALTH FOR NON-HEALTH
GROUPS'HELD ON 10th &11th NOVEMBER 1989 AT MONTFORT COLLEGE
OLD MADRAS RO&4D, BANGALORE -38.

Voluntary Health Association of Karnataka has organised the
followup workshop on 'Health for Non-Health Groups' of 3rd
and 4th Sept. 1989. This workshop was organised in Monfor-
college, 01d Madras Road,  Bangalore -38.

The session started at 11.00 A.M. with the analysis and
consolidation of the answers to the questions given for
homework to the participants, during the previous workshop.
The questions given were-
I a) Common ailments found in your area whigh can be tackle
by you. :
b) Other ailments which can be tackled by others help.
II a) Common dietary pattern in your area, which are the foc
stuffs that are easily available?
b) What Knowledge in required to enrich the diet in your
area?
EdT Collaboration with Government
a) What aré the Health needs of your area as per your
Knowledge?
b) What are the Health facilities you are aware of2? and !
are they made use Qf?
c) What are the ways to pressurise the Govt. to fulfil tt
Health needs of your area?

d) How can you make uyse of the Traditional Health resourc
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12.
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10.
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Skin diseases=-13
Diaphoea—lO

Fever-10

Coia & Cough -8

Headache & Body ache-6
Stomach ache-=5

Diseases of the eyes-4
Anemia-4

Worm infestation-3
Defiencies-3

Common E.N./T. Problems=2
Measles=2

Malaria—2

Other ailments which can be tackled by others help:
Asthama-8 i
BE@-6

‘Leprdsy—4

Eye diseases=3

Typhoid-3

Malaria-3

Fever-2

Handigod syndrome-2
Delivery problems-2
Problems of stomach-2
Cancer=2

Common Dietary- Pattern:- Ty



e e . B 1)

available in pienty. Many of themiare dignorant of the mutrit
value of the foods for eg., Nowadays in rural areas sugar is
used for beverages but jaggery whiich is rich in Iron in gradu
given up.
b) Common food stuff/available:

a) Ragi~9

b) Cereals-6

c) Vegetables-10

d) Greens=5

e) Jower-4

f) Rice-3

g) Wheat-1

h) Fruits-=2

i) Jaggery-1

g Milk e Curde=1

k) Meat-1
III., Health needs.

1. Health education

2. Immunization

3. Primary health care

4. Trained Health Workers

5. Bssential drugs

6. Sanitation

7+ Mother and child health

8. Mobile health unit

9. Weaning(enriched) fonds

ME 0 DBt A M BT oy T s iy ey b o s o
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The

and

Safe drinking water ‘

Anganwadis

Mobile health unit’

Smoke less chulas..

Pressure on Governmenfs.

Demanding for primary healith centres by women

Pressure higher authorities in govt.

Involving govt. health workers in village activities.
pressuring govt. through mandal panchayats & voluntary Oxr

Use of Traditional Health Resources:

Bringing awarcness among people

Encouraging Traditional methods of treatments

Encouring cultivation of Medicinal plants in the back yar
Promot ing home remedies.

Educating ahd training the masses

Training to cultivate medicinal plants

Training health workers

Encouraging naturopathy

Collection & dissamination of knowledge of local practice

groups aiso discussed about the govt. programmes, require

training needs considering the above gquestions in the 2Znc

session. The 1st group comprised of the participants from

Chickmagalur, Coory, Mysore and Shimoga. This group falt th:

is was necessary to be aware of-

&)

Govt. programmes, Health budget, Grants-in zid and what

L PSR, - (Rehs Ta T UReete ., LB s et o8 |
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~eiuesiers manual in Kannada, training fresh groups and
aglssi [edaaM

to make the existing group to-under go intensive training an

impart health education to family.

o C
The Rural Group IT had listed the following:

a)
b)
c)
d)
e)
£)
g)
h)
a)

3)
k)

Govt. Schemes and resources

Duties and Responsibilities of the Govt Health Personnel
Knowledge of about govt. free services

Aims and structure of P.W.C. and P.H,U

Sharing of knowledge among other voluntary organisatione
Legal laws related to health

Method of health education

Communication means

Means and modification of health eduéation method to e€lde
and children

Developing low cost health education materials

Nutrition Demonstration.

With respect to the training needs the group Giscussed under

the following heads:

Training needs- : 4 e

Identification of training programmes their Timitatiohs
Training of local health workers in nutrition and first a
Health cducation regarding .the affects of smok ing, con sump:

of Alcohol, Tobacco, Chewing of Betal leaves etc.,



- Diseases due to malnutrition

=l st an e toeas

- How to educate people regarding nutrition

The participants from Chitradurga, Dharwar, Bijapur

and Belg:

came out with the following points in group discussion besid

these mentioned in the above groupse.

- Identifying the reasons for the failure of govt. progr

- Role of Voluntary organisations and people to pressuri

the govt. to be more effectivé.

Training in health education:

- How to make health education more effective to reach

people.

- Major diseases prevalent in 2 particular area.

-. Environmental sanitation
- Occupational Hazards
- Involving schools and local bodies

- Evaluatione.

Training Needs: the areas identified by this
- Causes of common illness
- Identifying symptom of common illness
- Home remedies and first aid for common
Training needs to impart knowledge to people
arcas the group p opined that need may be to

a) Preventive measures

group were-

illness.

in the 3 above

know the:

b) Causes, sdmptoms and preventive measures Hos contised.

€
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C. Change the believes

d. Simple book on health in local luanguage with pictures
make it more cffective.,

This group emphasised on:

= Mother and child health

-~ Herbal medicines

W

= Intentification of medicines and knowludge about prepar
and use of traditional medicines. With respect to nutrition
was. of the same opinion expressed in other.grOUp, neverthe
this group highlited the importance of income gencrating
programmes. Regarding the government programmes there was
stress on the policies and health situation concerning slu
areas.

Health education method5°(dcmonstrution, group discussion,
play, puppetry, street tnuatra, slides, films etc). Avail:
health Lducatlon maturlals and listing of existing health

resources was discussed in this group .

In brief the significant points regarding govt. and trainir
needs are-

Government

1. Knowledge about govt. policies and programmes
2. Responsibilities of health personnel.,

3+ Health rights and legal labkis related to hcalth
4, Make govt. work more effective

5. Role of voluntary organisations

6. Peoples role to make health as a movement

7. Health education and comnunication skills

8. Resource &entres

9. Health indicators
10. Evaluation.

L 1 e A R T T ]



9. Health education and communication skills.

Dx, gerry Pais chairing the group report session consolddat
and placed the following questions which would facilitate i
planning the training programme. The guestions were-
l. Who should undergo the training?

a) Health workers

b) Leaders of the people

2. Whether the training programme should be compriéing both
of only one group?

3. Is it feasible to create awareness among people?(people’
movement ) il

4. Should the training be imparted to those who are interes
or who are already working in' the field?

5., What be the duration of the training programme? and in w
areas
a. Problems tackled by ourselves l. People

" 2. Health #okers

bei ¥ L " Doctors
ce Traditional Medicine 1. People

2. Hedlth workers
d. Govt 5 il Feaple

2. Health workers
e, Health education 1 -Poople

2. Health workers

There was also a discussion of the role and funetions of
the voluntary organisations at regional level.



views regarding the sche.

Dr. Pais briefed about the consultative committee where i
Deve lopment Commissicner as the Chairman involving variou
heads of the departments and voluntary organisations. Th
consultative committes would discuss & ensure +the followi
l. Volgas are supported to play the role envisaged in the
plan documents. -
2. Volgas are effectively involved in the implementation
programmes of several departments of government.
3. Problems encountered by the volgas are’ represented to

concerned district level heads of the departments and

problems sored out,

4. The committee would serve as a bridge between governme
and varigus volgas of the district,

5. The committec would provide informaticn flow betweef v

and district level heads. of the department in :district:

6. The committec would ensure the speedy implementation o:
issues of immediate concern,

7+ The committee would provide feed back about certain po.
and programmes . '

8. The committee would provide linkage to the volgas to wc
in close asscciation with several departments of the gc
directly at the district level.

9. The committee would discuss and sort out problems whict
cannot be solved locally.



The names of the members of the each committee representing
volgas was also presented and Dr. G. Pais called upon the

volgas to keep in touch with the concerned person. Tf Ehere
are suggestions or problems related to specific sub-committe

to be discussed uring the meeting,

Dr. H. Sudharshan bricfed about the health sub-committee
meeting and programmes of the govt. regzrding health.

To evolve an Action plan based on the following areas

a. Common illnessUL“J& cannot be tackled locally

b. Iﬁtensifying resources to. overcome major diseases

'c. Health education

d. Traditional medicine

¢. Health as a movement.

The participants were posed with two guestions: :

1. What are the resources requiged to achieve these.

2., Identify the rescurces in your oOwn area.

Hence, the participants were divided into groups for discus
After an hour of discussion the participants came together

plenary session. 'Each group came out with the following.

Rural-l: This group had identified only the resources, thesy
1, Elderly ladies of the village

ZL‘Trained Dais

3. Experienced pefgons

4, Anganwadi wourkers

= S ol 4l [l o,
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4., Govt. drug resource centres,

Resourcds: Local persons aware of hcalth education
2. Local volunteers who would initiate health as a movement
3. Communication skills

4, Writers

5, Health workers skilled in vardcus aspects.

6. Govt. resources(D.H.D)

7. Medical, Nursing and Pharmacy colleges

8. Hubli hospital for the Handicapped

9. Maladahalli yoga skishana centre
10. Ghataprabha Health Institute
1d. Rotdry, Licns etce,
12. Snehakunja-Kasarkod.
13. INSA-Bangalore
14. St. John's Medical college Hospital-Bangalore
15, SIBS-Anand Giri ‘
16. ETCM Hospital-Kolar
17. Amoha &by $B8.

Urban Group:l.a. Gardens, ICDS, writers

Resources: Representatives of people(M.L.A., M.P., Corporat
etc., )pecople's associations and those who are interested ar

N =« ¢ 1 1 hﬂ(ﬂ_ﬂ -,



categorised under 5 heads

1. We and beyond iimits for nhezlih workers -3 days

2. Traditional medicin e Health workers & people -3 days

3. H ealth and tducatlon+nutrltlon+Govt. progranmes -Healtt
workers - 3 days '

e Drugs-Legal—PeOple's movement -Health worker public-3 ds

5. State level Health edueation’ for all.

It was suggested that each OIQU”l sation be represented by c
project holder and one worker in the field of health. o
more effective the concept of working at regional level was
‘accepted by the participants as a result the state was. divi
’lHtO four region; they are

1, Raichur-Gulbarga, Bidar, Bijapur, Bellary, Raichur

2. Dharwar-Belgaum, Uttara Kannada, Chitradurga, Dharwar

3. Bangalore-Mysore, Kolar , Tumkur, Mandya, Bangalore

4. Mangalore- Shimoga, Chickmagalur, Hassan, Coorg, Mangalo.

The action plan evolved was that 4 workshop are organised i
four: regions of 3 days consisting of 30 to 40 participants
An the year 1990 ang 1991 during the months agreed by the
participants i.e., 1, March and August in Raichur region

2. May and November in Dharwar region

3. June and December’ in Bangalore region

4. April and October in Mangalore region

The participants expressed and proposed to have a one day
state level *orkbhop inviting the govt. health personel to

e | v MR o e e e



Brief evaluation was done and the workshop came to end by
of thanks proposed by Dr. Pais, Hon-Secrctary VHAK to one
all.
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NATIONAL EDUCATION POLICY IN HEALTH SCI. .CES

BACKGROUND

The draft of National Medical Education Policy formulated
by the Ministry in 1978, was considered by the Joint
Conference of the Central Council of Health and Central
Family Welfare Council in October, 1978 and April, 1979
and later by the National Medical and Health Education
Conference in August, 1979, A revised draft was again

-2onsidered by the Joint Conference of Central Council of

Health and Central Family Welfare Council in June, 1981,
and also by the Consultative Committee of Parliament in
September, 1981, It was later decided to postpone
consideration of the National Medical Education Policy
till the National Health Policy was finalised and also
the recommendations of the Medical Education Review
Committee beccmes available,

The National Health Policy adopted by the Govt. in 1983
envisaged formulation of a separate National Medical and
Health Education Policy taking into account the changes

to be brought about in the curricular contents, training

. orecgramme of medical and health personnel and to provide

guidelines for production of health personnel on the basis
of realistic assessment of manpower requirements etc., The
Medical Education Review Committee in their report submitted
in 1983 also recommended the formulation of a National

Medical and Health Education Policy. The recommendations

of Review Committee were examined by an Empowered Committee
which submitted its rerort ;n May, 1984, The then Minister
of Health and Family Welfare discussed the report with



DRAFT

NATIONAL EDUCATION POLICY IN HEALTH SCIENCES
Submitted by:
PROF. J.8. BAJAJ
Chairman, Consultative Group *

PREAMBLE

1.1 India has a rich heritage of
medical and health sciences as is
reflected in the antiquity of health
care and medical education, prac-
ticed since the prehistoric time.
The key to the philosophy of Ayur-
veda is Prasannatmadriyamana i.e.
a sense of harmony between the
spirit, senses and mind. The prin-
ciples and practice of medicine and
surgery are described in Sushrita
and Charak Samhita which consti-
tute the compendium of knowledge
as enshrined in Ayurveda. Greek
medicine was brought to India in
the 13th century and established
its roots as unani system. The blend-
ing of Ayurvedic and Unani sys-
tems resulted in the Tibbi medi-
cine. With the co-existence of Yoga
and Siddha, India has all these
indigenous systems constituting
our traditional heritage. The ho-
meopathic and modern systems of
medicine were introduced in the
last Century. The practitioners of
all systems of medicine provide
health care to the people of India.

*Members

1.2 Since the time India attained
independence, there has been a
rapid expansion in the education
and training of practitioners of all
systems of medicine. However, it is
being increasingly realised that
there has been a dichotomous
growth of health services and
manpower, each developing in iso-
lation and without proper linkages
in temporal and spatial dimensions.

1.3 Large investments in the con-
ventional, biomedical, and newly
emerging high technology research
areas, have considerably advanced
our fundamental knowledge about
the causes and mechanisms of
disease processes. Paradoxically,
this has also resulted in a further
widening of the gap between what
is known and what can be delivered
in terms of health care.

1.4 The National Heaith Policy of
1983 was enunciated to facilitate
the development of an integrated,
comprehensive approach towards
the futuristic development of medi-
cal education, research and health
services so as to serve the dctud

Drs. Harcharan Singh, O.P. Ghal, B.S. Chaubey.

Mchdt Hassan: Member Secretary : Dr. Ira Ray



are socially motivated towards the
rendering of community health
services.

1.9 The need for a National Edu-
cation Policy in Health Sciences is
also expressed in the reports of
Medical Education Review Com-
mittee, 1983 and Expert Commit-
tee on Health Manpower Planning,
Production and Management, 1986.

1.10 National Policy on Educa-
tion, 1986 brought into sharp fo-
cus essential interlinkages between
health and education policies. It
emphasized that health planning
and health services management
should optimally interlock with the
education and training of appro-
priate categories of health man-
power through health related voca-
tional courses.

2. SITUATIONAL ANALYSIS

2.1 There is an increasing aware-
ness that medical education in it-
self is only a means and not an end
towards the achievement of health
objectives. that advancements in
medical education both in quantity
and quality have not resulted in
parallel achievements in the field of
health care, and that the vast po-
tential of human resource for health

still remains to be harnessed
through the functional interlink-
age of health objectives and educa-
tional strategies.

2.2 There has been an exponen-
tial growth in the number of medi-
cal colleges in India since 1947
when the country achieved inde-
pendence. In health sector, the first
two Five Year Plans between 1950-
60 mostly attempted to translate
into action those recommendations
of the Bhore Committee which per-
tained to the development of pri-
mary health centres, expansion of
medical colleges and the establish-
ment of All India Institute of Medi-
cal Sciences. The annual outurn of
medical graduates from 17 medical
institutions in 1947 was less than
1400;it increased to 5387 from 87
medical institutions in 1965. In
contrast, the emphasis during the
last two decades has been to slow
down the pace of expansion of medi-
cal education, to consolidate and
further develop such educational
strategies and experiences that
would impart national relevance to
learning programmes, and to
strengthen educational content of
internship. In addition, ciforts have
been reinforced to make the coun-
try self-reliant in postgraduate



“ utilisation of health services, it is
imperative that job description of
each category of health care per-
sonnel is precisely delineated.
Specifications of the tasks and re-
sponsibilities of the job should form
the basis of both new appointments
and promotions, in addition to the
usefulness in facilitating perform-
ance evaluation. It is in this context
that continuing education which
aims at updating of existing skills
and facilitates the acquisition of
new skills and knowledge, consid-
ered essential for optimal perform-
ance becomes a key component of
not only the process of education,
but al€o ¥ the management sub-
system.Performancelinked evalu-
ation,rand assessment of health-
relatedprogrammes must provide

essentilalin'puts for the develop-
ment of meaningful programmes of
continuing education as the knowl-
edge and skill acquired during basic
training may rapidly become obso-
lete in view of the changing pat-
terns of disease and the new de-
mands posed by the national and
state health care delivery systems.
With rapid explosion of knowledge.

it is now beyond the reach of any
health care provider to keep abreast
of the advances. Although several

attempts are be : made to de-
velop a large number of continuing
medical education programmes for
medical practitioners and special-
ists, there is a need for cohesion
and coordination in this area.
Similarly, for the para-profession-
als,well considered programmes of
continuing education of all catego-

ries of health professionals, need to
be developed.

2.7 There is a general lack of aware-
ness and non-availability of appro-
priate technology of education in
institutions of health manpower

_training and education. Indeed, this

holds true for several courses of
instructions in other branches- of
higher and vocational education.

While the teachers and instructors

may be highly efficient profession-
als in their own branch of voca-
tional specialisation, they continue
to display extreme amateurism in
fulfilling their responsibilities as
educators. Although several fora in
recent years have emphasised that
education in health sciences must
provide greater opportunity for in-
dependent and self directed study.
no effort has heen made to facilitate
the acquisition by teachers and in-
structors of appropriate skills that
would encourage and facilitate this



tion and training of students. A
major lacuna has been the inade-
quate physical facilities available
in such settings, thus creating frus-
tration amongst students and teach-
ers due to the prevalent logistic
problems inherent in the residen-
tial postings of students in the
community settings.

2.10 The role and place of one or
more well equipped libraries in all
institutions of health sciences is
well recognised. There is a woeful
inadequacy of such libraries due to
lack of appropriate learning mate-
rials such as slides, audio tapes,
video- tapes and other learning
resource materials,both print and
non-print which are considered con-
ducive for imparting requisite learn-
ing experiences.

There is a need of strengthening
and updating of the National Medi-
cal Library in New Delhi. More
importantly, there is a need of
similar libraries at the regional levels
with networking arrangements both
with the centrallibraryas also with
the institutions of health sciences
within the region.

2.11 Appropriate technologies of
education, relevant to the needs
and demands, are generally lack-
ing in most institutions, and non

existent in ot ¢s. Well designed
and validated self instruction mat-
erials in any branch of health sci-
ences are non-existent. There is
hardly any well organised and co-
ordinated effort to design learning
materials which could be used in
distance learning. New technolo-
gies of education are not only rele-
vant to the design and production
of learning resource materials for
regular courses of instructions at
the institutional level, but are more
appropriate for strengthening con-
tinuing education in health sci-
ences with emphasis on the com-
ponent of the self directed learning.

3. OBJECTIVES

3.1 The National Education Policy
in Health Sciences seeks to achieve
the following:

1) quantitative and qualitative de-
velopment of appropriately trained
health manpower for all categories
of health care providers;

2) definition of educational strate-
gies and curricular reforms consid-
ered essential for the community-
oriented training of different cate-
gories of health personnel, with a
view to establishing esential inter-
relation between functionaries of



medical education so as to make it
more humanistic, nationally rele-
vant and socially committed. The
curricular contents and teaching-
learning activities must therefore,
be directed to achieve:

1) a proper balance between tech-
nological and humanistic medicine;

2) amore holistic approach cover-
ing promotive, preventive, curative
and rehabilitative aspects of medi-
cine;

3) a proper balance between the
tertiary care hospital-based and pri-
mary care community-based edu-
cation.

4) a shift of emphasis from the use
of teacher-oriented to learner-ori-
ented methods which would in-
clude self-initiated, self-directed
learning and self-evaluation;

5) a progressive change from a
narrow discipline-oriented teach-
ing to a problem-oriented approach;

6) a shift from theoretically-ori-
ented teaching to experimental
learning;

7) a major change from the prac-
tice of factual memorization and
recall to the acquisition and prac-
tice of professional skills; and

8) a major shift in the medical
teachers' role from imparting a
defined quantum of knowledge to

that of a facilitator 1d motivator of

community-based student learn-
ing.

3.4 FACULTY DEVELOPMENT

In order to be able to effectively
implement the defined educational
strategies, criteria for the selection
and subsequent promotion of teach-
ers should be so modified so as to
aim at improving their competence
in their role as facilitators and mo-
tivators for student learning. The
social attitudes of teachers must
receive consideration both during
recruitment and promotion and op-
portunities must be provided so
that the teachers, irrespective of
discipline or affiliation, obtain first-
hand experience in community
health.

Developments in medical educa-
tion are not only a response to sci-
entific and technological advances
but also reflect changes in commu-
nity patterns of disease, social dy-
namics underlying community
development and the demands
posed by the social functions of
medicine. It is , therefore, essen-
tial to develop and implement staff
retraining programmes which would
enhance the role of teachers in the
training and education of students



from barely 17 at the time of inde-
pendence to more than 120 at the
present moment. The annual out
turn of the doctors today is a formi-
dable number of about 14-15,000
doctors per year. It is unfortunate
that the training of doctors in India
is not related to the health needs of
the country. Serious efforts are being
made to correct this malady. A basic
doctor, to effectively deliver health
care to the country, must be an
astute clinician, a good communi-
cator and educator, and a sound
administrator, so as to effectively
lead an ever expanding health team
for a positive health action work
and action domain of the doctor
has crossed the boundaries of drugs
and dispensaries and presently
extends to a large extent to the
families and to the communities -
hence the need for the basic doctor
to be a community physician. The
National Education Policy in Health
Sciences aims at and strives to-
wards the production of basic doc-
tors equipped with adequate knowl-
edge, requisite skills and appropri-
ate behavioural attributes to meet
the health needs of the country.

4.1.2 First level specialists:
Specialisation is the order of the

day. The major sp. _ialities needed
to manage the Indian health prob-
lems are the ones which have been
identified at the first level of referral
in the National Health System, i.e.
the Community Health Centre/
Taluk Hospital/Sub-district hos-
pitals. Five specialities have been
identified at such level of interme-
diate care. All out efforts will have
to be made in the coming years to
produce these specialists in ade-
quate numbers and wholesome
quality. Specialities identified are :

1) General Medicine

2) General Surgery:

3) Paediatric (child health)

4) Obstetric and Gynaecology:
5) Public health/ Community health.

The National Education Policy in
Health Sciences will have to focus
on the development of these spe-
cialists both from the professional
point of view as also with regard to
the societal needs. Uptil now about
1500 community health centres
have been established which are
likely to grow to a formidable
number of about 1600 by the 8th
and 9th Plan. The whole area of
thelr training and education needs
a close and critical examination.
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edge and skills as envisaged in the
Health Manpower Planning, Pro-
duction and Management Report
(Bajaj Committee report) wherein it
is proposed to be taken up as a part
of vocationalization of general
education at the 10+2 level. The
National Policy will have to seri-
ously consider this issue.

4.1.6 Post-basic nurse

The number of post-graduate
nurses in the country is very small.
With the ever increasing speciali-
ties and super-specialities, special-
ised post-basic nursing education
programme will have to be in-
creased. Yet another area which
needs attention is the area of pub-
lic health nursing and the produc-
tion of well groomed public health
nurses.

4.1.7 Graduates in Dentistry:

Dental health in India is seriously
threatened by inadequacy of dental
services as also the ignorance about
the principals of dental health in
the community. India has barely
10,000 dental doctors in the coun-
try. This number is grossly inade-
quate to meet the dental health
care needs. Over the years much
more rational policy for develop-
ment of dental education both for

dentists as well a para-dental
persons will have to be pursued.

4.1.8 Postgraduates in Dentistry

The number of postgraduate
courses indentistry isvery small,
with only a few Dental Colleges in
the country imparting post-gradu-
ate dental education. With an era of
specialists and super specialisa
tion, dentistry cannot lag behind.
In the coming years proper atten-
tion will need to be given to the de-
velopment of postgraduate courses
in dentistry.

4.1.9 Other categories of health
care providers; first level and middle
level: It is being increasingly recog-
nised that professional people are
too far important and far too ex-
pensive to be used for routine ritu-
als of medical and dental health
care. The vast number of para-
medical and Auxilliary health pro-
fessionals are being trained in the
country who are going to play a very
dominant role in the provision of
health services to our people. The
number of categories of various
kinds of professionals and para-
professionals would be more than
100. Ten core para-professionals
have been identified by the Bajaj
Committee. These categories will
need to be developed on priority



sised under 2.10 However, it must
be reiterated that the mechanism
for dissemination of new informa-
tion expeditiously to health care
providers so as to translate such
information into action for deliver-
ing health services, is almost non-
existent. To build up a viable medi-
cal information network, it would
be essential to pool the existing re-
sources and services, with regional
postgraduate Institutes acting as
information clearing houses, and
National Medical Library assuming
a coordinator's role for monitoring
the network activities and program-
mes. A major effort needs to be
launched during the 8th Five Year
Plan for the establishment of the
proposed MEDINET network.

5.0 MECHANISMS OF IMPLEM-
ENTATION

5.1 Education Commission in
Health Sciences

There is a need for a central or-
ganisation in relation to profes-
sional education in health related
flelds. As recommended by the
Medical Education Review Com-
mittee, and accepted by the Gov-
ermment in principle, a Medical and
Health Education Commission, on

the pattern of University Grants
Commission, needs to be urgently
established,. It shall be general duty
of such an Education Commssion
in Health Sciences to take, in con-
sultation with the universities and
professional councils concerned, all
such steps as it may deem appro-
priate for the promotion and coor-
dination of education in health
sciences. The Commission would
deal with all branches of health sci-
ences, including medical sciences
at all levels, as also nursing, phar-
maceutical and dental sciences and
other categories of health care
providers.

The broad objectives for thé Com-
mision would include :

1 Continuing review of national
health: manpower requirements in
the context of evolving socio-epi-
demiological needs and demo-
graphic requirements.

2 Ensuring the creation of educa-
tional institutions and facilities, or
strengthening of such facilities in
already existing educational insti-
tutions, that would facilitate the
production of projected health
manpower, and to consider the
establishment of one or more Uni-
versities of Health Sciences.

5.2 Universities of Health Sciénces



fessionals, such a structure needs
to be considerably strengthened to
fulfil its role and objectives.

5.5 National Apex Body
"The National Policy in Education,
1986 envisages the establishment
of a National body covering higher
education in general, agriculture,
medical, technical, legal and other
professional education, for greater
coordination and consistency of
policy, sharing of facilities, and
developing inter-disciplinary re-
search. The need for the establish-
ment of such an apex body stems
from the fact that presently, the re-
sponsibility for development of
higher education is met through
seperate structures without any
coordination. Such a separation in
the decision making and funding
mechanisms is not conducive to
respond to the needs for the growth
and development of new emerging
disciplines such as biophysics,
biotechnology, molecular genetics
etc. where there is an acute need
for developing compatibleinterfaces
with other related disciplines. The
National Education Policy in Health
Sciences, taking cognisance of the
decisions already taken with re-
spect of development of a national

apex body, stron_.y endorses the

need for such a coordinating mecha-
nism.

6. LINKAGES BETWEEN HEALTH
CARE DELIVERY AND EDUCA-
TION IN HEALTH SCIENCES

A formidable health infrastruc-
ture for health care delivery is being
established in the country. This in-
frastructure suffers from subopti-
mal performance. One of the im-
portant reasons is the poor quality
and inappropriateness of the edu-
cation and training of health care
providers. As such, it should be
mandatory to establish innovative
linkages between the health care
delivery and the education in health
sciences to make the whole system
efficient and effective.

7. PRACTITIONERS OF INDIAN
SYSTEMS OF MEDICINE AND HO-
MEOPATHY

India has the maximum number
of manpower in Indian Systems of
Medicine and Homeopathy
(ISM&H), of whom a significant pro-
portion is institutionally qualified
and certified. This potential man-
power resource is yet to be effec-
tively drawn and optimally utilized
for delivery of health care in the



faculty development so as to make
education in health sciences rele-
vant and responsive to the techno-
logical advances in this area.

9. RESOURCES AND FINANCIAL
MANAGEMENT

For making the education Policy
in Health Sciences a reality, ade-
quate and appropriate resources
are a must. The deleterious conse-
quences of non-investment or in-
adequate investment in edcuation
in general, and health sciences
education in particular, are indeed
very serious. As such, it is impera-
tive that health in general, and
education in health sciences in par-
ticular, mustbe treated as a crucial
area of investment for national
growth and developement. Educa-
tion in health sciences will have to
be appropriately funded through
Central/State /N G.O/Private ef-
forts. Innovative approaches for ad-
ditional resource mobilisation will
have to be thought of for augment-
ing the resedr@s, Pparticularly
through community participation
at the Panchayati Raj Institutions
so as to inculcate a sense of public
participation and to ensure com-
munity acceptability of a variety of

health care provic s.

10 REVIEW MECHANISM OF
NEPHS

The mechanisms for continuing
review and monitoring of the im-
plementation of the proposed Na-
tional Education Policy in Health
Sciences and the programmes and
activities that shall be undertaken
to fulfll the objectives of such pol-
icy, must be intimately built into
the review process. It is further
suggested that although apprais-
als at shorter intervals through
agencies such as Education Com-
mission in Health Sciences and
any other independent org'anisa-
tion need to be undertaken so as
provide remedial mid-course cor-
rections, long term reviews both of
the policy and of the programmes
must be undertaken at regular5-
10 years intervals.

11 THE FUTURE

With arich centuries-old heritage
of medical and health sciences, the
ancient medical system of India
was of a holistic nature encom-
passing all aspects of human health
and diseases. With the dominant
influence of western medicine, there



APPENDIX

2.

LEARNING OBJECTIVES FOR UNDERGRADUATE MEDICAL EDUCATION

1. The undergraduate medical education aims at producing
medical graduates who would have the capability of
providing comprehensive health care to both rural and
urban comrunities, Such care should not only be
curative but also include promotive, preventive and
rehabilitative aspects of health services in an
integrated manner. 1In order to be able to perform the
tasks mentioned above the medical graduates should be
able to demonstrate the requisite competencies so as
to :-

1.1 diagnose common disorders with the help of such
diagnostic facilities as are likely to be avai-
lable in the average community settings,

1.2 perform simple laboratory tests and operative
procedures, including surgical methods of
fertility control.

1.3 perform methods of first level management of
acute emergencies, promptly and efficiently.

1.4 work effectively in a community setting by
acquiring proper attitudes and skills in order
to improve the quality of life of that community.

1.5 ccnduct scientific enquiry and critical analysis.

1,6 establish communication and good working relation-
ship with medical colleagues, members of allied
health professions, and the community. 3.

1.7 provide advice about promotion of health, preven-
tion of disease and rehabilitation of health.

1.8 plan implement and evaluate health education
activities,

1.9 continue self education and be a life long learner.

1.10 train other health professionals.

1.11 organise and effectively manage health services.
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If Doctors Learnt From Architects.....

by
F M Shattock

I would liken present health services to large buildings, the
doctor replacing the architect. In too many health services
the doctor believes he is pre-eminent and that if there is to

be such a thing as a health team then its members are only
accepted by his consent and toleration. He will decide on the
work they will do, he will select them for training, will dictate
the type of training, will oversee their examinations, assess
their field performance and be their final (if not only) judge.

Over the years he has contracted out a few of his previously
allembracing rights, such as optometry, dentistry and pharmacy,
but this took years to achieve. Now he is stirring to consider one
further contracting out (in which case he loses not only the
responsibility but also the judgement) but delegation. Delegation
of some of his responsibilities to paramedicals and auxiliaries

so that by a process of delegation he retains final absolute
control. This is the result of his training, the accepted

standard of conduct of his peer group and in line with the " - ¢
history of medicine, '

Do we know of an architect who acts in a similar manner?

A man who draws up the blue-prints, undertakes the carpentry,
brick building, plumbing and electrical installations? Do we
know of an architect who will draw up the blue-prints and

then delegate the actual construction work to men whom he has
selected for training, whose training he dictates and over
whom he retains final and absolute control of their actions?



-2~

Why should not the brick-layers, the carpenters, the plumbers
and the electricians be the paramedicals and auxiliaries of a
health team? Persons who have a definite job, status and securit
rather than being regarded as 'second - best' make-dos until
such time as enough doctors are trained. Are we aiming to
train more architects to replace the second-best carpenters,
brick-layers, etc.?

The paramedical and auxiliary should be a first class medical
worker with a definite job designed for them, a defined training,
controlled by peer judgement, vital members of our health team
and welcomed as such. They should also have a considerable
say in the work they can and should do and in their training.

In the same way that the architect may intervene when he believe
that something done is not quite safe, so the physician would
exercise a similar control in professional matters.

Their place in the overall medical structure is two-fold. Firstl
as assistants to personnel in a hospital and secondly, their

role of the provision of primary health care, In this second role
will provide primary medical care from the grass roots of the
villages through Aid Posts and Rural Health Centres up through
the hospital system to the University Teaching Hospital where
they serve in the out-patient dep&itn®nts.

The reSponSIblllthS and supervision of the prlmary care provid
and of the 'assistance’ providers will be vastly different, If they
are to play thelr full role in the rural areas they must be prepar
to operate quite independently of doctors in the more isolated
areas with little supervision, Thus their training will of
necessity be different.
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Continuing Education for the Health Team
in Developing Countries
CONMMUNITY HI

Dr David C Morley 41, (First Floor)s
BANGALORE.

~In the third world, continuing or lifetime education for the doct:
working in rural areas is not yet available. Perhaps this is not
surprising; if the Professor of Medicine moved out from the tea
hospital and attempted to take over the crowded daily outpatient
of the up-country doctor, he would hardly know how to be effect
Although, sixty percent of the patients attending would be childs
neither the Professor of Pediatrics, nor the Professor of Comm
Medicine would fare much better. The majority of the holders
these posts have had no experience working in effective prograi
sppropriate to the circumstances and resources of rural areas,
“The doctor who is trying to supply the enormous needs of the r
areas in develcping countries will receive little help by more i
- depth study of those subjects he studied in his undergraduate da
His requirements are more in the fields of communication,
management and self reliance, as well as an up-dating on the
management of common conditions, Unfortunately, the experti
required to manage community services and run a small distri
hospital with hospital teams that move out into the community i
- not considered important in university training.

To quote from a recent Indian Central Government Committee
report: "Today the process of systematic learning stops once a
doctor gets out of his medicai college. On the other hand ther:
is a great need that he should be continuously educated in orde
to keep in touch with the advances in medical science that are
taking place very rapidly."” The committee has therefore
emphasized the need to 'develop an crganizational pattern for t
continuing education of physicians..."” This education "must
concern itself with those issues that are of deep significance

to the health of the community and also with the 'e'ducational
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Such teaching is now more possible. We have some excellent
books, for example, David Werner's "Where There is no Doctor"
or Maurice King's "Primary Child Care, "appropriate for the who
health team. Equally important is the new expertise in distance
teaching, once known as correspondence courses. This method
of teaching now involves many other media, such as the television
radio, tape-recording, short cassette film, and slides. Experien
in this form of teaching has multiplied in many countries; in the
United Kingdom, we are particularly proud of the 60, 000 students
in our Open University, the largest university in the #o%ui3

The organization of such a training course, developed for those
working up-country, would depend on a team including an enthusia
doctor and nurse, as well as those specifically trained in educatic
who are so frequently missing in present undergraduate and post-
graduate training schools., Perhaps, the course would be structur
so that the doctor would start by playing the role of "teacher" as
he would expect, but he would soon find that he had to start . -
studying himself in order to keep up with his students. As the cot
progressed, more time would be spent on discussion, and the heal
team would be analyzing what work it undertook, how the unit mad
of its resources, and its impatt on the health of the whole comm
In time the team would come to see how the community resources
‘could also be mobilized to become inyolved in providing healkh car
for all. Those teams who were able to bring together the resourcs
available from central government with those generated within the
local community and create an cffective system of health care unit
would be the appropriate resource for the future field training of
~medical students and other health workers. A o

Organizing such a program will be a useful step towards raising th
morale and image of those undertaking work in rural areas. On th
will depend the success of the present drive toward appropriate pr
health care and, through this, an overall improvement in the healt
the largely rural communities of the developing world. Those
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HEALTH EDUCATION AN COMMUNITY HEALTH BEHAVIOUR :

f). Banerji
Chairman % Professor,
Centre of Social Medicine
' and Commiunity Health
Jawaharlal Nehru. University
" NewDehi-57

‘Theory and Practice of Health Education:

Health educators have taken great pains in asserting that health' éducat:

is fundamentally different from propaganda or high pressure salesman
ship; they alse do not consider it to be synonymous with mass commun

cation, Health education, according to them, seeks to bring about cha
within a person in relation to his individual and qommuﬁityjhe‘alth goals

Every community, respornding to the health problems faced by it, form
its.own health goals which determine the pattern of its health behaviol

Changes in the health goals of a community and of individuals are requ
when there is a gap between the pre-existing health godls and the goals

' ought to have in the context of the current knowledge concerning the he

problems and the accessibility and availability to the community of se1
that are baged on such knowledge. S RN L T :

Three considerations emerge from the above approach to health educa

. Firstly, as it involves persuading individuals and communitie
_to-shift from some of the pre-existing health goals to newer
health goals that the health educators consider to be more
. desirable for them, it involves value considerations. There
thus always a danger of health educators becoming, urwitting
vl e oY e TrPOSing certain preconceived
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of ensuring that the natural science essentials of health

_ practices are separated from what are called the gocial,

cultural and political overcoatings which these practices

- have acquired in the course of their development in the
western countries, It is the responsibility of the health
educators to ensure that the natural science essentials of
the health practices are inserted into.a new "envelop" or

"coating'" that will harmonise better with the social,

cultural and economic environment of India. -

Because of the above considerations, a sound understanding of the

__response of communities to their health problems and their response
to the various services that are made available to them is of crucial
-importance for formulating a strategy of health education. Unfortunat

this cardinal principle - the principle of basing a health education .
strategy on community diagnosis - has not received due attention in
the actual practtce of health éducation in Indla. o ;

-For instance, health educators in India very w111ingly and actively
_ participated on a massive scale in "selling” family planning to the

masses: -- to a hungry and poverty stricken population with very poor

- health status (particularly of mothers and children) and with extensive

unemployment social exploitation and 1111teracy1 Neither the health

- educators in India nor the numerous health education consultants from
.. abroad made any significant efforts to base the family planning health

education strategy on sound commumty diagnosis, Again, in the case
of practice of health education in the Indian tuberculosis programme,

Instead of making commumty diagnosis, health educators chose the

easier and much more "rewarding" path of imitating théir western
counterparts and kept on the refrain of "educating the ignorant; super:
stitious and illiterate" public of India about tuberculosis. Later on, a
oommunlty diagnosis, which was made for some other purpose, reveal
that because of weaknesses in the services, a very large number of

' tuberculosis cases, who were actively seeking help, were not even

being diagnosed as cases of t_uberaulosns and are being turned back wit
These fmdmgs indicated that mu



educators in Irdia have taken 2 very untenable value positior, Findigf
from a recent study of healch be huviour of rural populations ia India ¥
appear to be very relevent i the context ot the presert crisis in the
practice of health education in Indiz, This effzctive study has providec
data for developing & rore effective framework for the practice of
health education ir Lidia,

Health Behaviour of Rural Populations in India:

Considering the activities of a primary health centre as a purposive
intervention to change for the better. some aspects of the pre -existing
health culture of the community served by it, a research study was
designed to examine the current status and the nature of this interactic
between the health services that are introduced through the PHCs and
the pre-existing culture of rural popéllation in India. A report on this
study has been published elsewhere Only a broad outline of the
study design and the principal findings are being summarised here.

In order to get data on health behaviour of rural populations under
relatively more favourable conditions, a deliberate effort was made tc
select, in the first instance, primary health centres and villages whic
are much above the average. The study has been completed in 19
‘villages, 11 of which also serve as the headquarter village of a Prima:
Health Centre. These primary hoalth centres are from seven states
of the country which belong to the different regions. :

Considerable care was taken to develop a methodolical approach that .
was specially tailored for studying the health behaviour of villagers
(including their behaviour in relation to the primary health centre
services) against the background of the total village culture. Researcl
investigators lived in these villages for three to five months. Apart
from making special efforts to get themeelves accepted by all the
segments of the village community and collecting data through village
informants, the investigators identified informants and some "ordine:
members from each segment of the village community and made
~haervations and conducted depth interviews to understand the health




visited the village and when the villagers vigited the primary health
centre. Apart from these efforts to ensure that in-depth qualitative
data are obtained from ail the segments of the entire village communi
according to well defined work procedures and check lists and that
they were, as far as possible, checked and cross-checked, a quanti-
tative dimension was giver to the main qualitative data by framing

an unstructured iuterview schedule on the basis of these data and
administering it to a twenty per cent stratified randor: sample of the
village households.

As an additional safeguard, after completion of the field work in the
villages of a primary health centre, some of the data concerning the
health behaviour of the community were cross-chiecked with the

- personnel of the primary health centre and tle concerned personnel
" at the level of the corresponding seven state directorates of health

services. An additional four states were added to the original seven

. to examine how far the findings from these seven were applicable to

~.

the others. These eleven states covered over 89 per cent of the
population of the country. Recognising that the complex nature of the
proolemfor this study calls for a new and rather exacting methodo-
logical approach, an effective monitoring system was developed by
the research director to ensurc that the data collected by all the

__investigators were of a minimum accepted §4 86y 83

Taking into account the socizl and economic status of the people, the
epidemiology of health problems and the nature of the health services
available, it was not surprising that problems of medical care should
be by far the most urgent concern among the health problems in rural
populations. But the surprising finding was that the response to the
major medical care proilems was very much in favour of western

- {(allopathic) system of medicine, irrespective of social, economic,

occupational and regional considerations. Accessibility of such
services and capacity of patients to meet the expenses were the two
major constraining factors. These findings seriously call into
question the prevailing views of social scientists and health educators
on this subject. : :

-
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RMPs nse allopathic medicines rather than aurvedic or unani
medicines. When these RMPs prove ineffective, depending on the
cconomic status of the individuals and the gravity of his illness,
villagers actively sought help from government and private medical
agencies in the adjoining (or even distant) towns and cities .

There werc, however, numerous instances of adopticn of healing
practices from qualified or non -qualified practitioners of the different
Indian systems of medicine and homeopathy and from other non-

profesgional healers, This aspect of health hehaviour has received

much more than its due share of attention from health educators and

~ social scientists. In their preoccupation with writing in details about

some of the "exotic" aspects of health behaviour, they seem to have
overlooked the fact that among those who suffer from major illnesses,
only a very tiny fraction preferentially adopted these practices, hy
positively rejecting facilities of the westers system O medicine which
are more etficatious and which are easily accessiblic an
em. Jsually these practices and home remedies were a opted:
(i) side by side with western medicine; (ii) after western medicine.
failed to give relief; (iii) when western medical services were not

accessible or available to them due to various reasons; and, “(iv) most

frequently, when the illness was of minor nature.

Another very significant finding of this study is that the family planning
programme had ended up in projecting an image which was just the
opposite of what was actually intended by health educators and social
scientists. The image of the family plannin ¢ workers in rural areas
was that of persons who use coercion and other kinds of pressure
tactics and who offer bribes to entice people into accepting vasectomy
or tubectomy. Because of this approach to family planning and failure
of family planning workers to develop a rapport with the villagers,
gometimes the villagers were unable to meet their needs for family

planning services. - There were several instances of mothers who,
failing to get suitable farily plannisg services from the primary healt
centre, took recourse to induced abortions to get rid of unwanted
pregnancies. This not only pointed to the failure of the programme 0
o e 1 need of individuals for family planning services but it aiso
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who is dlstant from them -- meant only for special people or for those
who can pay for her services. She is not for the poor. She can be
called only when there are complications and then also she should be
paid. Because of the inability of the ANMs, the majority of the ,
deliveries even in the villages where the primary health centre is
located were conducted by dais and relatives and neighbours. In
villages with no primary health centre, their sway was almost complet

As in the case of the Registered Medical Practitioners, confinement by
. relatives and friends and by indigenous dats was popular among the
villagers not because of their intrinsic merits but in the absence of
suitable services from the ANM/Lady Doctors, they were compelled to
settle for something which they considered to be mferlor but which was
all that was accessible to them. .

The only two programmes ‘which can be stated to have reached the gras
roots level in the villages were those concerning malaria and smallpox
Despite several complaints regarding the sincerity of these workers,
there was almost a universal agreement among the villagers that these
workers did pay visits to them. A significant finding was that these
workers did not encounter any major obstacle in getting participation
of the community in these programmes. Except when there were unde:
staadable compulsioas, such as prospect of a poverty stricken’mother
losmg wages for 4-5 days at the peak agricultural season due to the
child's vaccination reactions,and some cases of orthodoxy, there was
general acceptance of smallpox vaccination in village communities.
The number of children who were left unvaccinated due to lapses of the
parents appear to be a very small fraction of those who remained
unvaccinated due to lapses of the vaecinators and their superwvisors.

Patients suffering from tuberculosis, leprosy and trachomagot very
little services from the corresponding national programme. It was
remarkable that despite this, these patients actively sought belp from
elsewhere -- from the nearby towns or even big cities, Such help
was not only much more expensive and bothersome but it was also
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problems. When, however, epidemics of cholera and diphviieria struc
separately three of the study villages when the ficld work w28 going on
the primary health centre and the district health authorities encounter
little difficulty in getting community participation in the anti-epidemic
_measures. There werc also instances of villagers, on their own,
seeking triple antigen immunization from the primary health centre,
. Very often even this need was not met by the primary health centre,

Extensive prevalence of abjectpoverty, as.a result of which more than
half of the population was unable to meet even the minimum dietetic
calorie needs,and appailing conditions of sanitation, water supply,
housing and education presented an ecological setting which was
conducive to a widespread prevalence to various types of health
problems in the community. These health problems formed only a
component of the overall gloomy picture of the way of life in Indian
villages. Ignorance, superstition, suspicion, apathy and fatalism
~ should thrive in such a miliew. It is, thercfore, a tribute to the .
strength of the culture of the’ rural populations in India, that despite
these overwhelming odds, their health:-behaviour has retained so muc
of rationality. It is doubly unfortunate that health educators over -
- looked these obvious realities and unégit’ically- set out to'educatethe
people of the country at the behest of equally - uninformed health
_administrators. T e e

-

As inthe country as a whol_é':-,;.as indeed in‘the international fields, -
in the villages also, the conditions of acute poverty and helplessness
_was associated with a paMttea) ®ystem which was dominated by a tiny
group of highly privileged-persons. “This political power, in turn,
vested this group withsadditiené] power to further exploit the weaker
sections. Over and abbve, fhey got support and sustenance from

 similar power elites higher-up in the hie ‘archy which extended right

into the international arena. Each one of the villages studied thus

‘presented a picture of a rather stable equilibrium in which a vast

., ,majority of the village population was kept effectively subdued by a
small privileged group which had acquired political power by contro-

lling land, trade, cooperatives, industry, money lending, education

and the 1aw and arder and the iudicial svstems. Experience had
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work for rural populations, they took advantage of the viliage power
structure and confined themselves, as far as possible, to satisfying
the privileged gentry of the village. In doing so they (&) won appro-
bations and rewards from the so-called community leaders who had
the ear of their superior officers and of the political leaders at the
higher scales; (b) dealt with the least disagreeable segment of the
village commumtV' and (c) got & frece hand to "tackle"” tho rest of the
community. 4
The findings of this study brought out a number of key issues which
are of far reaching significance for the future development of a sound
strategy for the practice of health education hthe country:

QR brings out clearly thatt‘rhese is no sigmficant
- cultural resistance to acceptance of modern medicine

as long as they are efficakious and they are accessible
and available tothem. Thls finding , therefore,
seriously calls into qu ‘the Lelief of a very signifi-

' ‘cant sector of health administrators, social scientists a

il g o .. health educators that there {s considerable cultural

resistance to the acceptanee of rnodern medical practlce
in rural popu]ations in Indla, ; it

2. That the existmg healrh-semces are workmg ata
grossly low: level of efficiency, which has led to conside
" able under -utilisation of these services. Priority shoul
therefore, 'be given to—enmmng that thlS problem is
overcome et ;l.- il L
3. There is also considera:bbscope“ for bringing about
‘qualitative improvements in the existing health service
'and bringing it more in tune-with the social and cultural
setting of the vﬂlage commmines, and - - |

4, Finally, after ensunng*a"reasonable level of urilisation
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belenging to all the segments of rural populations
from the different regiens of the countyy have, on
their ow:s, broughbt about significant changes in their
health behaviour in curative, preventive as well as
promotive fielis when tie health services that were
available o them had fallen far short of the
requiremenis,

These remai*kable shifts in health goals of the
community and of individuals had been brought

‘about without any intervention of health educators.

If anything, health educators have to take the blame

for being instrumental in divert!.g attention away from
the central issues of community diagnosis by raising
issues which are peripheral, if not blatantly counter-
productive and irrelevant.

The most urgent task before health educators in
India will, therefore, be to "catch up' with the
already accepted individual and community health
goals by emphasising that the needed services be
made available to them. '

As more effective hoalth services are made available
on a larger scale, health educators will be called.

upon to motivate people to make more effective use

of these services. Motivating patients of tuberculosis
and leprosy to take the medicines regularly, dispelling
rumours concerning alleged illeffects of contraceptives
and ensuring adequate coverage of the different immu-
nisation programmes, are instances of such fields of -
action3 :

As additional resources are made available to the
people, health educators will be required to promote

more effective participation in the more extensive -

programmes that are developed in such fields as

e T e ol e A T s e R L S s o) e |
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elaborate interdisciplinary effort for formulating
and implementing effective community health
gervices for the country and for evaluating them.
Acting as a "spokesman" for the community,
practitioners of health education will be called upon
to marshgl the relevant social science data and fit
them into the bigger process of programme formu-
lation so that it isgossible to promote participation
of the community in these programmes,
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VIHAI - 220

HOW TO SCIENTIFICALLY PREPARE OUR OWN FLASHCAR

Health Education begins with local beliefs.

Choose an important local health problem (for which no visua
aids already exist).

Collect local beliefs and practice about this problem, Write
out these questions in the local language:

What are all the local words and names used to
- describe this disease? List them all, Find out
what each word means.
What do they think causes it?
What do people usually do when this disease comes?
What do people think usually makes it get better?
What do people usually think makes it get worse?
”Isﬁényt?hing forbidden as part of the treatment?
Write the answers exactly as said in the local language,' or 1
a casette tape recorder to note all their answerss. In tervie
village women especially.
If there are tribals interview some of them also.

Try and get the ideas of at least 20 women.

Collect all the answers together. Do not in terpret or summ
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Present hélpful belief . Teaching objectives .

tuberculosis spreads from  that they will know that spitting

person to person. spreads tuberculosis.
(flashcard story begins with (flashcard story goes on to teac
this). g this. Some may know this alres
@) (2)
Pres'ent harmful practice Teaching objective
they spit on the ground that they will spit into a xlag 01

handkerchief but not on the gro

(flashcard story goes on to tea:
(3)

Note: We only mention germs or bacilli if necessary to achieve our
teaching objectives. If we have to mention germs, we do so a
first mentioning their present beliefs.

¢ Describe the illustrations needed and number these . Divide up
’* . into say 10 -15 pictures, and number one part of the story for ea

6. - Sketch and colour the picture, .22 x 26 cm will.be econoxty s¥:
7. Next day test the pictures on a group of women.

(a) What does the story teach them?
Are these things the same as in (3) above?
If so the story is clear.

(b) Do the pictures help to tell the same story?
If they say so, then the pictures are helpful. (But check
‘whether they recognise the different things in the picture

o LT b . 1 R o L B e R e . - P
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VHAIL - 45 o A R
USE OF FLASHCARDS

Flasficards are simple, portable visual aids that can be used to intr
new ideas. and lead into productive dis cuosions.

The VHAI's flashcards have been developad to include important hea
ideas and if properly communicated, can lead to the actual saving' O
many lives. The smaller card sets have been developed in the mar
proved to be most effective among illitcrate rural peoples - that is,
line drawings, one idea per card with no extraneous background mat
such as trees, flowers and grass. The smaller sets are purposely
coloured to eliminate visual confusion. This will allow the villager
personal identification with the peo‘ple on the drawing.

"“hese flashcards shoud be used in groups of 10-29 in v1llage home

schools, clinics, OPDs, wards, panchayat meetings, teacher's mex
tea stalls, etc. The content of the fiashcards chould be read before
presenting - it is certainly fair to embellish the script but not to ch
the basic content ideas,

If you have any questinns ahout the use of these flashcards, please v
to the agency which produced your flashcards. Below are some ste]
follow and common mistakes to avoid.

Before using the Flashcards. S B ' s

Put the flashcards in the correctf crder

?(ead the script

Practice holding the cards

Practice changis .;r the cards and telling the story

BSOS

Durine the Use of the flashcards.
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An effective way to teach a group of health workers how to use t
flashcards properly is to first demonstrate the proper use of th
flashcards, divide into small groups of 2-3 people and then have
them teach the flashcard messages to each other.-

After spending 1-2 hours {or time necessary to -do this) have tt
group come back together for discussion in regard to points 16 .
in using the flashcards. - -

Some of the points that came out of a staff meeting after sueha
‘training seminar included the following: :

First read the script yourself (each time).
Look at the pictures in the right order..
Know the subject.
Involve the audience (Question and Answer)
Show picture to the Audience.
Keep the pictures quiet. (Don't move the pictures
around, ) %
7.  Be ready to repeat.
8,  Show two times and review.

. 9. Tell one message per picture.

19. Don't drop the pictures.

11,  Know the language of the audience.

12.  Tell the story. (Don't read).

ON U1 s s DO
- - - ir . .

These suggestions come from CHP programme , Kathma
Their help is gratefully ecknowledged.

Scripts are provided in Englishy Mepali- Hindi or English - Tai

If your language is not provided for, you may like to write it ©
hanl ~f the ra1d ar- in the cage of flincharts, on back of the p:
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emallpex eradication tave reached a stage where more and mers ind
participation and decisiens are required for the achievement of t

Many gevernments are now beginning te realize that the services a
facilities they proevide to improve the sociv-econemic and health
#f the people will net be fully effective unless the people not
maks use of these services but alsa undertake various practical

measures to improve their ewn health status and that of the commu
in which they live, This is a main objective of health educatio

APPROACHES TO PUBLIC HEALTH:

There are three well known approaches to public healths

(1) REGULATORY APPROACHS The ragulatory or legal appreach seeks
protect the health of the public through the enforcemsnt of laws
regulat fons, e.n, Epidemic Diseases Act, Food Adulteratien Act, e
The best laws are but waste of paper if they are not appreciated
understoud by the peoples They may be useful in times of amerge
in limited situatiens, e.q, fairs, festivals and epidemiceg but t
not likely te change human behavieur,s In areas invaelving persona
(o.g.. giving up smoking, family planning) laws have ne place in
societys The legal appreach has alse the disacdvantage that it re
vast administrative machiery te enforce laws and alse invelves co
expendituree (2) SERVICE APPROACH: The service or administrati
appreach aime at previding all the health facilities needed by t
in the hepe that pesople weuld use them to improve their health,

service approach proved a failure when it was not based on the "f
of the people. For example, when water seal latrines were provid
of cest, in some villages in Tndia under the Cemmunity develapm
pregramme, people did not use theme This serves te illustrate th
may provide free service te the peeple, but there is ne guarantee
the service will be used by them, (3) EDUCATIONAL APPROACH: The
educational appreach is a majer means teday fer achieving change .
practices and the recegnition of health needs. It invelves motiv.



e Sa—

Educat ien Prepaganda or Publicit)

S

1s Kneuwledge and skills actively reguired Knowledge instilled i
minds of people

2, Makes people think far themselves Prevents or discourage:
by readymade slegans

3¢ Disciplines primitive desires Arouses and stimulates
primitive desires

o

4o Devslops ra’lective behavieour, Trains Develops reflexive beh:
pesple to use judgement before acting aimus at impulsive act:

5¢ Appeals te reason Appeals to emotion
6o Develops individuality persenaiity Develops a standard paf
and self-experession attitudes and bshavieu:

te the mould usad

e

7o ¥nowledge acquired through self- Knewledoe is spoon—fed
reliant activity passively received

Be The pracess is behaviour centred = The process is infermal
aims at developing favourable attitudes centred = na change of
and habits and skills, er bshaviour designede

e

CONTENT OF HEALTH EDUCATION:

Health education is as wide as community healths In practice
content of health education may be divided inte & main divisionss
(1) HUMAN BIOLDGY: Much of the teaching pertaining ta human biele
done in schoels. We teach children the structurs and functions e
bady, and how te keep physically fit. Each system of the bedy i
naturally and withaut emetien, Ths need for exezcise, rest and sl
taughte The effects of alcohel, smoking, resucitatien and fipst a
alse taught, (2) NUTRITION: The aim of health edusatien in nutrit
guide people to choese eptimum and balanced diets which centain nut
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and ventilation; hygienic sterage of faedsy hygienic dispssal of

need te avoid pests, rats, mice and insects., In community hysien
teach the desirability ef safe water, the benafit of drainage, cl
geed hsusing, teunsplanring = in short, everything about the sinvi
in which peeple lives (4) CARE OF MOTHERS AND CHILDREN: here ou
is with the physisleogical and psycholeasical care of exnectant an
methers and of childrenes A large numbsr‘nf young women ars relat
unprepared for child bearing. They start Bheir family with fear

birth of a childe Mm Their fear iz dispelled by health education
Fethers are taught abeut tho need for a balenced diet, rest and =
care} about certaln ailmente durine pregnancyg abeut the care of

young child and elder children, i.ee feeding, weaning, clbthing,

and baby care, immunizatiocn, preventien of asccidents, burns, fall
peisaniney about the psychelegical aspects of child cara, ilece, t
aof chilldren for lsve and securityg and the need of children for 1
sscuritys arnd the need for a small family and family planning met
shoxt, the care of mothers and children is an impertant area for

gdumation, If us adueate the mothers, we educate the whele famil
(5) PREVENTION OF COMMUNICABLE DISEASES: In this we confine to ¢
which are pravalent ameng the people among whom we worke Informa
disaeminat od about the mode of spread of disease from person te p
the need for immunizsticn and pretectisn of children., People are
to participate in pregrammes of disease contrel and hsalth pretec
prémotion, (6) MENTAL HEALTHS Mental health preblems sccur mver
They becaome mere preminent when major killing diseases are brough
controle There is a tendsncy te an incresasse in the prevalence of
diseases when there in a change in the sccisty from an agricultu:
industrial ecanomy, and when peaple move from the warm intimacy

village community to the iselation found in big cities. The aiw
education is mental health is toc help people to keep mentally hea
to prevent a mental breakdewn, Peeple should enjey their rslati



fackories, railways and minese Maragement must previde a safe »
and promote general order and cleanliress, There sheuld be a pla
everything, and everything sheuld be in its place in the factery,
heme and in the effice. The predeminant facter in accidents is ce
the preblem can be tackled through health educatien. (8) USE OF |
SERVICES One of the declaved aims of health educatien is te infa:
public abeut the health services that are available in the cemmuni
hew te use theme They should not be misused ar abused. Furthar.'
should be encouraged te participate in the varieus national healtt
designed te prevent disease ar promete healthe

PRINCIPLES OF HMEALTH EDUCAT IONs

Befere we come te the practice of health education, we must
principles invelved, Health education Hirings tegether the art anc
of medicine, and the principles and practice of general educatione

link is te be found in the secial and behavieural sciences - sacia
psycheleay and secial anthropelogy.

Health education cannet be "given" te mme person by anather
ameng sther things, the teaching,; learning and inculcaticn af habi
the objective of healthful living, Psychelegists have given a gre
of attention te the learning precess. Every individual learns and
learning develeps the medes of bshavieur by which he lives., Lear
teaching is e twe~way precess of transactiens in human relations, |
teacher and taucht, The teacher cannet teach unless the pupil wan
learn, learning takss place not enly in the class reem, but als
in the widerv worlde There is intsrnal learning by which a man of
an adult individuals Tt ie pessible te abstract certain nrinciple:
and use them in health education,

(3 INTEREST: It is a peychelagical principle that people
te listen te these things which are not te their interoste I& is
te remind ourselves that health teaching should relete to the inte:
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lead to personal acceptance. (3) KNOWN TO UNENOUNS In health edt

work, we preceed frem the knewn ths unknewn ie®ey start where the

are and with what they understand anc then proceed to new knowledg
use the existing knewledge of the pesple as pegs on which te hand

krowledge, In this way systematic knowledge is built upe New kno
bring absut a new, enlarged understanding which can give riss to a
inte the preblems The way in which medicine has developed from re
medern medicine serves us as an illustratien, the grewth of knowl
the unknewn te the knewn. It is a long process full of obstacles

resistance, and we must net expect quick resultse {(4) COMPREHENSI
health educatien we must knew the level of understandino, ecucatio
literacy of peonle te whem the teaching is directed, One barrier
coammunicat ien ie usine words which cannet be understeods A decter
the disbstic te cut down starchy fosdss the natient had ne idea of
starchy foede, A decter prescribed medicine in the familiar jargol
ful three times a day"; the patient, a village wemen, had naver se
teaspeen, and could not fellow the docter's directions. In healtl
we should aluays cemrunicate in the language peeple understand, an
use werds which are stranae and new te the peeple. Teaching shoul
the mental capacity of the audience., (5) REINFORCEMENTS Few peop.
21l that is new in a single periode Repetition at intervals is ex
usaful. It assists comprehensien and understanding. Every health
needs reinfercements we may call it a "besster dese™s (6) MOTIVAT:
svery pareon, there is a fundamental desire te lsarn. Auwakening f
desire is called metivation. Togere are twe types of metives = prir
sacandary, Primary metives (e.q., sex, hunger, surviwal) are drivy
initiating pemple inte action; these motives are inboin desirese
matives are based on desires crested by outside forces or incentive
of the secondary metives are praise and love, rivarly, rewards and
punishmert, and recognitien. In health education, metivatien is ar
factery that is, the nesd faor incentives is a first step in learnir
changes The incentives may be pesitive er negative. To tell a lac
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seil, the health facts the seed and the transmitting media the s
Prier knowlodge af the people = custems, habits, tsboess, beliefs
Needs — is essential for successful health ecucstion. The seed
health Pacts must be truthful and based on scientific knowledge.
transmiting madia must be attractive, palatable and acceptables
thess three olements are carefully and satisfactorily interrelat:
mesegge will net have the desired effect. (10) 500D HUMAN RELAT.
Studies have shaun that friendliness and geod personal qualities
health educator are more impertant than his technical qualifieat:
human reslatiens are of utmest impertance in learnings The healt}
must DBe kind and sympathetic. Peeple must acespt him as thair ;
(I1) LEADERS? Psychelagiste have shoun and established that we ]
from pesple whom we rsspect and regard. In the wark of healbh e
we try to panstrate the community threugh the local lsaders = th:
hesadman, tha schesl teacher, ar the political warker, Leadevs a
of change, and they can be made use ef in health sducatisn worke
leaders are convinced first abeut a given pregramms, the rash of
of implementing the pragramme will be easy. The attributes of :
arst he understands the needs and demande of the cammunity; provi
guidance, takes the initiative, is receptive to the visus and sut
the pesples identifies himself with the cemmunity; seif-less, her
impartial, considerate and sincere; easily accessibls %o tha peop
centrel and compremise the varieus factions in ths comnur:itys pes
raguisite skill and knewlednge of eliciting ceoperation and achiov
af the various efficial and nen~afficial Orgdnicktisns.

AUDIOVISUAL AIDG:
All education is bassd en learning expsriencas. Edear Dale

learning experiences inte 10 z%avss « the first thres stanes inve
and the next seven stages are based en shservatieon,

Audiv=visual aide are increasinoly being ussed in medepn sdu
has been Paund thad audievisunl aide, when orenseriv uesd in the &
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PRACTICE OF HEALTH EDUCATIONs

Health educatien is carried eut at threemain levels: indivic
and gensral public threuch mass media ef cemmunicatien. Fer effec
changes in attitudes and behavieur, we rely en individual and gre.

=ma

Learning Experiences Ae Vo aids used
1¢ Direct purpesefud experisnces - |
2, Centrived expsriences Medels, specimenks
3. Dramatised experiences Plays, puppsetry, r-hl
4, Demenstratiens Apparatus, Chalkbeard,

graph

S Field trips o

6e Exhibits Pesters, displays, bull
7. Metien pictures Films, televisien

Be Stillpictures Slides, flash cards,ph
9. Speken werds Radie, tape recerders
10, Visual symbels Maps, sketches, diagra

material

ac

1 INDIVIDUAL HEALTH EDUCATIONs

There are plenty of eppertunities fer individual health educ
may be given in persenal interviews in the censultatien reem ef th
er in the health centre er in the hemes of the peeple. The indivi.
te the decter or health centre bescause of illness. Oppertunity is
educat ing him on matters ef interest = diet, causatien and nature
and its preventien, persenal hygiene, envirenmental hygiene, etc,
fer haalth ceunselling may be selected accerding te the relevance



It prevides eppertunities te ask questienssf ih terms ef specific
The limitatien eof individual hsalth teaching is that the numbers
are small, and health educatien is given enly te these whe caome in
with use.

2, GROUP HEALTH EDUCATIONS

Our seciety centains greups ef many kinds = scheel children,
industrial werkers, patients, etc. Greup teaching ic an effective
educating the cemmunity, The cheice of subject in greup health te
very impertanty it must relate directly te the interest sf the gre
example, we should nei breach the subject ef malaria -radi.eafian t
whe has ceme fer delivery; we sheuld talk te her sbsut child birth
have te select alse the preper metheds eof health educatisn = meth
kbring in active participatien ef the peeple,.

METHODS OF GROUP TEACHING:

Many different metheds of educatien are necessary in werkin
grouns, The metheds emplayed will depend upen lecal facters, and |
methed can bs applied effectively in all circumstances. The methe
group teaching may be classified as belewt

1o ONE=WAY METHODSS o
(a) Lecturs (b) Films (c) Charts (d) Flannelaraph (e) Exhibits

2, TWO=WAY DR SOCRATIC METHODSS

(a) Group discussien (b) Panel discussien (c) Sympesium (d) Wer
(e) Institute (f) Rele Playing (a) Demenstreztien (h) Pregraumed

1. ONE=WAY METHODSS

Ehe ene-way or didactic metheds enable systematic presentat i
ts the group, but prsvides little eppertunity for the greup er aud:
participate actively in learning. (a) Lectures: Lectures are the |
methed ef health teachinge It is net a geed method because cemmun:

maet Tv "arm et Thoase S e e emdhie Baa ki e } WO g T T
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at ence when put en the flannels Flannelgraph effers the advant:
pre—arranged sequence of pictures displayed ene after anether he.
centinuity and adds much ta ths presentatien. The ether advant:
that the flannelgraph is a very cheap medium, easy te transpert :
premotes theu ht and criticisme (d) Exhibits: Objects, medels,
ete. cenvey a specific message te the viewers They are essential
media of cemmunicatien, which can alse be used in grsup teaching.
Cardss They censist ef a series of cards, approximately 10 Wy by
each with an illustratien pertaining te the stery er talk te be ¢
Each card is "flashed"” or displayed befere a greup as the talk ic
givens The message en the cards muet be brief and te the peint.
cards are primarily designed te held the attentien of the greup,

2o TWO=WAY OR SOCRATIC METHODSS
(a) Breup Discussiens

Greup discussien is censidered a2 very effective methed of h
It is a “"twe-way" cemmunicatien; peeple learn by exchanging their
experiences. This changing their views and experiences. This me
useful when the sreups have cemmen interssts and similar preblems
effective greup discussien, the greus sheuld cemprise net lasss th
mere than 20 pesples There sheuld be a greup leader whe initiat
subject, helps the discussien in the préper manner, prevents side
encourages everyene te participate and sums wp the discussien in
If the discussien gees wsll, the aroup may arrive at decisiens wh
individual member weuld have been able to make alene, It is als
te have a persen te recerd vhatever is discusseds The "recerder
a repert en the isgues déscussed and agreements reached, In a or
the members sheuld ekserve the felleswing rules: (a) express ideas
cencisely (b) listen te what sthers say (.) de net interrupt when
speaking (g) make enly rslevant remarks (&) accept criticism grac
(f) help te reach conclusiense Greup discussien is successful i
knew sach ether befere hand, whan they an discuss freelye Ther
deal of svidence that greup discussien is a very effective methed
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depends upen the chairmang he has te keep the discussien geing and

the train ef thoughte After the main aspects of ths subject ars >
by the panal speakers, the audience is invited te take part. It is
the discuesion sheuld be spentaneeus and naturale If megbers ef th
unacquainted with this methed, they may have a preliminary meeting,
the material en ths subject and dscide upen the msthed and plan ef

Fanel discusian can be an extremely effsctive methed of educatien,

it is preperly planned and guided.

(c) Sympesiums

A sympasium is a series of spesches en a selected subject. E
er expert presents an aspect af the subject briefly, There is ne d
ameng the sympesium membere unlike in panel discussien, In the end
audience may raise guestiens and centribute te the sympesium, The
makes 2 camprehencive summary at the end ef the entiresession,

(d) Werkshept

The warkshep is the name given te a nevel experiment in educat
censists ef a series of meetings, usually feur er were, with emphas
indivigual werk, within the greup, with the help of censultants and
persennele The tetal wrkshep may be divided inte small areups end
will cheese a chairman and a recerdere The individuals werk, selve
ef the prlbiem through their persenal effert with the help eof censu
centribute te greup werk and greup discussien and leave the werkshe
plan of actien on the preblems Learning takes place in a friendly,
demecratic atmesphere, under expert guidance. The wartkshep previde:
participant eppertunities te impreve his effactiveness as a prefess.

(8) Institute:

The "institute" has beceme a traditien in America. It is a s
meet ings designed B cenvey specifle instructien and infermatien in
areas of wark, Such mestings are usually scheduled ever several da:
The most commen ebiective of an institute is te present infermatien.
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at abeut 25, Rele playing is a wseful technigue te use in prev.
discussisn ef preblems of human relatienship. It is a particul:
educat ienal device fer schesl childrene Rele playing is fellew
discussien of the prablem,

(g) Demenstrationss

Practical demenstratien is an impertant technique af healt
e shew peeple hew a particular thing is deno - using a teath by
a childy feeding ef an‘infnnt. cenking etc, A demenstratien le:
impressien en the minds of the peepls and iz wmere effective thar
ward.

(h) Pregrammed Instructiens

It is a mothed ef teaching hased en the Sacratic methed ef
by easy stagesce The material is presented te the learner in gre
ene step at a times The learning steps are ealled instructisnal
Each frame requires students' active participatien. Thie may ir
filling up blanks, selving a preblem, answering a nuestion, comp
diagram or carrying eut any ether instructiens,

3. EDUCATION OF THE GENERAL PUBLIC:

The mass media of cemmunicatisn fer educating the general
pesters, press, health magazines, films, radie, televisien, heal
health mussums, stc. Mass media are generally less effective in
human behavisur than individual or group methecds because cemmuni
"ene-wey", Neverthelsess, they do have quites an impertant value
large numters of peeple with whom there is ne centact, Ths cont
disseminstjon of inifermatien and views ahent health thraush all
centribute in ne small degree the raising ef thn genaral levsl &
in the cemmunity. Fer effective health education, mass media sh
net be used alene, but in cembinatien with ethor BetPdise

(1) Pesterss The first jeb of a pester is te attract attentisng
ths material needs artistic prenaratien. Metives curh as humetes



ef all ferms of literature. They are an impertant channel ef ce
te ths peeplese The loesl health department sught te establish s
relatisnship with the lecel press, {3) Health Magazines: Same a
and seme bade Ceed magazines can bes an ispsrtant channel of cem
The material needs expeart nresentation, The Swasth Hind and the
af Health frem Peona are samd healih megazines published in Tndi
(4) Filmes Films ars vevy mpanwive te produce, and bhey get eut
very quickly. Tt is alse difficul: L3 aet films suitable te the
audience. (5) Raediet Tt is found mearly in evsry hems, and has
inte sven the remntest villages, It 25 & petert instrument sf e
Raglie talks sheuld net excesd mere than 15 minutes, (8) Tslavis:
Televisisn bide Fair te become the msst petent media af all, Ue
public attitudes through televisionas Onge telavisien is establi:
will be tha cheapest media of mass educatiene (7) Health Exhib.
exhibitisna, 4f properly ormanised and published, attract large |
peapla vhe misht etherwuise never ceme inte centect with the vari
ideas in heallh matters. Small mebila exhibitiens are effective
keyseinta af interest, m.0.s foirs and festivals. HealtCh exhikil
the lecal health service tu arsuse public censcieusnesss (8) He:
Museumst Health museums display material cevering varieus aspect:
A geed museum can be a2 very effestive mase media of educatisn; o
ene at Hyderabad in Ancghra Pradschs

PLANNING AND EVALUAT IONS

Planning and evaluation ayve sssentisl fer effeciive health
The lesgistics for plamning and evaluatisn apret

(1) ESTABLISHMMENT OF DBJIECTIVESS The health prehlem should
fdentified in terms ef its public health impsrtance and ecsnami
The objectives (immediate and ultimate geals) sheuld be clsarly
undertaiking nealth educatien. This cemprises taking inte accaund
specific infazmatisn the public sheuld be given (hY what miacenc
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pesple tewards these pregrammes and (g) availability ef funds and pe

(8) DEVELOPMENT OF IMPLEMENTATION OF THE PLANS This takes int
(a) target greups to be reached (b) knewledge te be imparted (c) att
be built (d) facts that need emphasis (&) metheds te be used (f) mat
be precured - audievisual aids, transpert etec. (g) tracing sut lecal
(h) enlisfiing suppert of the efficial and nen-efficial agencies (i)
reles te different persens participating in the pragramme, Fer succ
a health educatien pregramme planning sheuld be dene with the peeple
representatives.

(5) EVALUATION: A1) health educatisn werk requires centinueus
in erder te find out the success er failure of the pragramme. Evalu
should net be laft te the and but should be made from time te time s
if the pregramme is nat progressing suceessfully, medificatiens can
mades It is aleo necessary t» astablish a baseline at the beginning
pregramme against which to measure the resultss Evaluatien sheuld b
aleng practical lines and in terms of spocific ebjectives. Three ap|
te evalyation have been described: (a) Evaluatien of structure and e
Items of cencern in this appreach are such data as number ef staff m
case lead, srganisatien charts, salaries and training ef persennel
of the Precesst That is, what precess were used by the erganisatien,
geed or hew bad were theys Perhaps the best index is hew well the i
participate. (c) Evaluation of the results sr the preducts This cer
changes in the behavieur of the peeple. Te evaluate in statistical t
ebjective has te be clearly defined, the units of measurement meed t
developed se that results can be checked against the aims eof the ke
health presgramme,

ADMINISTRAT ION AND ORGANISATIONS

Gevernments have a respensibility fer assisting and guiding the
educatien of the general public. Fer this purpess, the Central Healt
Bureau was established in the Ministry ef Health in 1956 at Delhi wit
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(5) te represent the Central Health Services and werk with e:
interested in health en a country-wide basis particularly en prejec
which educatien is the principal methed likely te be used in reachi
ebjects of health educatien.

In 1958, the Ministry of Health established a Scheel Health E
Divisien in the Central He,lth Educatien Bureau, This divisien see
help bring absut desirable changes in health kneuwledge, attitudes s
af the schesl paspulation. Since health educatien ef the varieus se
greups ef pepulatien can enly be undertaken by State Gevernments, a
fermulated in 1955 fer the establisiment of State Health Educatien
with central assistance, Many States in India new have Health Educ
in their health directerates. Besides the Central and State Health
Bursaus, there are ether efféfical agencies such as the Dirsctarate
Advertising and Visual Publicity (DAVP), Press Infermatien Sureau a
India Radim which are engaged in health educatisn werke The Direct
Advertising and Visual Publicity is preducing printed material on t
subject; under the guidance ef the Directerate General ef Health Se
Tha A+IsRe is breadcasting health pregraimes cevering subjects such
nutritien, maternity and child welfare and family planning, Vslunt
such as the Indian Red Cress are flse engaged in health educatisn a
At the internatienal level, there is the Internatienal Unien fer He
Educatien, a nen=gavernmental agency whese main task is te preomete
of natisnal cemmittees and secisties fer health educatien., Feunded
Paris, it cellaberates clesely with the WHO with which it is in eff
relatienshipe

Health educatien is a cemplex activity in which different ind
and srganisatiens play a parts It is carried en by a variety ef pe
Just educatienal specialists, Ameng them are parents, teachers, fr
werkers, physicisns, nurses and numereus ethers. Furthermere, vari
aspects of hezalth educetion are carried eut by different erganisati
educatien is incerperated in the pregramme of cemprehensive medieal



One dictionary definition of education is that 1t is in:
to prepare for the work of life, and for most education, this is of
However, Health Education nresents particular difficulties, for whi
forms of education consist of teaching facts and ideas, to an audie
may, or may not, want to remember them, at least these make no deep
upon the audience. The principle of Health Bducation ig however of
acceptable, since not only dors Health Education strive to teach fa
should be remembersd, but these facts, if acted upon, should change
attitudes, and most imnortant of all the way in which they act. He
in the food industry is concermed with altering the attitudes and t
of people with resard to their work, by instilling in them, the pri
food hyeienc. Unfortunately, it shares the basic obstacle which fa
of Health Bducation, which is that the sermon which it nreaches, nc
require people to change their deenly ingrained habits, hut mey ale
them to take considerable frouble in conforming to a new way of wor
if questioned, one must admit that all this labour may be oxpcrded
prevent some event (often in the remote future) which might well nc
anyway, even if unchanged attitudes and methods persistt

wn from the immunization of childs
imdoubtedly effective in protectir
However, to achieve this protectior
the fiiper must take him or her o the Family Doctor or Family Hea
severa. gangrate occasions, and bear with the hrief illness which
any immd-yation, and.all this for nrotection from an improbable f
uhich alth b occasiorally fatal, is not infroquently fairly mild
lasting 311~ frects.

A parallel may be dra
D 5 e
>~ htheria, a procedurs which 1s
inM. .4 ;0d against the diseasc.

This 4is enouch of a difficulty for Health Wducation to
but there arc otemrs. Health Tducation work’ suffers fron three fu
lacks (and there may he others).

1. Lack of Monsy

Both public and nrivate organizations, very properly, seek ve
spent on behalf of those who ultimately foot the bill or invest ir
Tt iy ey ] ek L G R I i 1 e i oy e (B M= o el o) imeﬁiatc effici(‘,ncy;
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In contrast, health oducators have little if any access to, or oyp
consumer research methods and they labour under this further handi
their messapes are actad upon they invelwve those who comnly with t
and trouble and may require a compl#te chance of ~stablished pract
the evaluation of success or failure is much easier in tho

16 C Ommf)rc‘
it can soon be calculated whether sales increase, remain static, o
after a particular nromotion campaign. The value of alrost all hoe
howsver, remains unquantifiabla in most instances. Thus, an apnar
notifications of food noisoning, following 2 "clean food" carmaien
this ~ffort, hut could also be caused, in rart at Ieast, by l=ss ¢
a colder than usual swmer leadine to Jess bacterial rrowth in com
refrigerated food, a changed apnrrach to notification by local doct
finallv a change in public attitudes leading to more self treatment
gestroenteritis, so that fewer casss are seen and notifiad by dock:

3. Lack of Communication

Comminicotion with staff presents an everyday necblom in much «
industry, and stems commonly from two difficnlti~s, although thosge
course may well be able to add to this pair fram their ovm evnerier
difficulty is, that many of those smmloved ir the menial levels of
industrv, have little canacity or motivation to chanse their habite
Many such jobs ar> hard nhysically, and involve working long hours
conditions for a relatively small reward, and additionally many are
workers, who, if pressed, will move elsewhere to situations where f
are rade upon them. The second ohstacle is one of languare, and al
particular immigrant erouns tend to clucter tosether, nonetheless r
of the 1970s are Vveritable Towsrs of Babel, in which a Jack of Jites
their mother tongue, linits commmication with many emnloyeas, to t
understood spolen wprd-

So far this note has had a deprassing theme, and deliberately s
the eristing obstacles to education for clean food are realized, nc
however strenuous will surmount ther:, The picture is not entirely
for, given enthusiasm, counled with the knowledse that this course
slow parsistence, habits can he changed, and standards thereby imnr
health education in the food industry must of necessitv be a series
offorts. for evcont in lorere factorice. 4t 419 in a2 ecnas a cottace
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3. Keep it small

Small groups of threec or four (or cwen a single nerson) are muck
influence than a large audience. In a small groun too, those liste
more 1ilely to ask questions - it takes a bold nerson to admit that
not 1mderstood in front of twenty colleasucst

L. Precept before nreaching

Nowhere does exemnlary behaviour nay mors dividends than in fooc
not only does it nroduce a three-dimensional active demonstration ¢
but of equal imnmortance nerhans, it demonstrates one's own belief ]
as onnosed to the "wrong" method.

Finally, ¢o not evnect instant success. Few things that
of attainment, are easily achieved, and to alter neonles! attitudes
struggle, as any educator - (or nolitician ovent) will tostify but,
half, or less, of the goal for which one strives is reached, then -
only have been worthwhile. Lesislation, and reculations, and disc:
topether brine about superficial commliance, but the only cenendab:
alteration in food-handlers' habits that can ba ~ffective is one ]
from whithin, and the only way that such a chanee can be effective
awhwsfﬂmxﬂﬂﬁn,mﬁ1mnnﬂyxmytmmsmdlaCMmmcmnbemm
Edlcat3on.

Source — The Royal Institute of Public Health & Hygiecne

prk* 3.2.80

POAOREEEORORONR



e e

ST~

<

p-

PRINCIPLES OF HEALTH EDUCATION

(By Dr.S.Nagaraj) COMMUNITY HEALTH C
47f1r(r=fStFaeor;ut.hﬁark

BANGALORE-560 00
1. WHAT IS HEALTH EDUCATION ?

wThe focus of Health education is on people and on action, I

its aims are:

(1) to encourage people to adopt and sustain heal thful 1ii
two
(1) to use judiciously and wisely *¥m heslth services

available to them and

(1ii) to make their own decisions, both individually and co
to improve their health status and envigpnment.

WHO - EXPERT COMMITTEE - TPR SERIES 1969.

II. PRINCIPLES OF HEALTH EDUCATION:

" principles are defined as laws, truiths and bases for life =
for practice "by Dr Luise Philips. Principles stem either froi

or philosophy.
Principles by nature are ;
Qi) universal in application irrespective of time ﬁ

(i1) with two . componenets = a concept componen
- EXEIREEpixcDm

- an action or appli

Principles (some) from which health education practices emanate,

- §1) Group affecting the belisf in the dignity and

Humanbeings (origin both science and philoac

(a) 4 knowledge of the people, their felt neec
and interests is basic to effective healtl

(Y Aative nartiocination of well in formed pul
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DAY 8.30-9.30 a.m, 9.30~10,30 a.m.
THIRSDAY Public Health Admd- Maternal Health
5th May nistration in India Services
and Coordination -DR.V.RAMMATHUL LAH
with Govt Health
. Programme :
- DR,.S.V.RIMA PAO
FRIDAY Staffing Patterng Epidemiological
6th May — Cedres and functiong Methods of investi-
~ DR.S.V.RAMA RAO gation
o ~DR RAVI WARAYAN ~
SATURDAY Evaluation as a tool Community participat:
Tth May in, health planning and in Health Care
management -MAJ GEN B MAHADEVAN
~-DR,.S.V.F/Mi RAO
SUNDAY
1A g
8th May ’ OPTIONAL SIGHT SEEIN(
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N,B.: All teaching sessions will include group discussions on the
subject. Participants will be given opportunities to speak
so that the faeulty gems® to know their problems and find
solutions to the same. :

There will be lectures by guest spezkers. The time and
date will be informed in due course.

. -



changes are to be made

fe) Leaders influence on the attitude and behavio

(£) Most individuals tend to conform with the accepted
sanctions of their family and friends.

Source (1) WHO Expert Committee 1950 - Edn of the public
(2) Article by Dr(Mrs)Dois Philips = 411 & P.H.Calcutta

(iii) Group reflecting the belief in total development

(a) Edn be integrated with the other social, economic and edi
efforts - an integral part of health programme

(v) Health education is only one of the factors in improving
and social conditions

(e) Working (not for peo Yej principles of Extension Ejucatio

(a) feople = have individual human personalities
- extensive mutual power .
= possess emotional powers = "Matters of the Heat?
Mothers Heart
- capacity to feel various emotions
= capacity to resist amy acte and conditions
- desire to improve many things

= extensive capacity to dGVelop' and shape t|

III S;sgs in planning of a Health Ejucation Programme

1. Know1ng the area dm and know your population
(a) Gathering information of the area
(b) Collection of analysis of data about weonle



DAY 8.30-9.30 a.m. 9.30~10.30 a.m.,
THUURSDAY Public Health Admb- Maternal Health
5th May nistration in India Services
and Coordination -DR.V.RAHMATHUL LAH
with Govt Health
Programme o
— DF.S.V.RAMA PAO
FRIDAY Staffing Patterns FEpidemiological
6th May ~ Cddres and functions Methods of investi-
~ DR.S.V.RAMA RAO gation
) : ~DR RAVI WARAYAN
SATURDAY Evaluation as a tool Community participa
7th May - ir, health planning and in Heal th Care
management -MAJ GEN B MAHADEVA
~DR,S.V.F/M/). RAO
SUNDAY '
Y W
8th May ’ OPTIONAL STGHT SEEI

N.B.: A1l teaching seséions will include group discussions on the
subject. Participants will be given opportunities to speak
so that the faeulty gems" to kmow their problems and find

solutions to the same,

There will be lectures by guest spezkers.

date will be informed in due course.

The time and



: & J "HEALTH _EDUCATION __ SYMPOSIUM"
: CG‘WETL.:}NITY Hra

Friday the 16th June 1972 47/1.”:,-,»5“:;93”%
Student Lecture Hall BANGALORE. g
St. Martha's Hospital.

1. Principles and Aime of Health Educatien : Dr. Ravi Narayan

2. Methods and Media

Satish Kashyap

1

2. Demonstration of Aerheods

)
i, Film show : Testtmy -
1. A great Problem : Cartoon
English)

2., Carriers of
Disease (Telugu): Disney Cartoon

ii, Slide Projection: Story of Johnny

Voy Thomas Chandy

e

iii, Film Strip The Wl’ay& tJiell M.G. Thomas
iv. Flash Card : Begter Nutrttion

Healthier Nation. Meena Pereira

s

v. Booklet : Population Problem

of India 3 Sr. Leah
vi, Model : Rat proofing of
Godown 2 Gopalakrishna

vii. Pamphlet : Cancer is curable

Vijay Fernandez

viii. Posters : i) Nutrition - (Hindi)

ii) Diet of Baby 1-12
months (Kannada)

iii) Eat Greens -
(English)

Krishnamurthy

fa =t — bt e - ]

Gladys D'Souza

ix. Flannel graph: Scabies

x. Wall chart : Haemorrhage -
(First aid )

L)

Errol Rasquinha



the urge the greater the effort. Good health is one such desire th
\in civilised educated people and not so much in primitive, illitera
because for them (the latter) illness and disease become ineritable

objective of Health Education therefore is this ie to make people 4
"Good Health"

AIMS :~ 1. To make "Good Health" an asset valued by a community
2. To encourage the full use and development of health se
3. To teach people how to achieve good health

4. To encourage them to achieve it by their own action or

In practice volves :- 1, It supplies a person with enough new
knowledge about a disease to make th
measures, required by scientific med
appear reasonable,

2. It makes a patient feel sufficiently
about the importance of his own heal
him alter his behaviour and adopt th
measures

3. It makes him concerned for the healt

4, (The hardest) It tries to make him f
strongly about the first three that
and even initiates preventive actier
community.

Process Heglth E i t- Health educaticn does not always
vacuum. The right health knowledge often has to displace the patie
earlier beliefs and practices, It involves the follow 5 stages :-

@.q Dysentery
1, Change in knowledge - It is infectious
2. Change in attitude - It can be spread by one
3. Change in behaviour - Excreta not indiscriminately
4, Change in habit - Latrine habit
5. Change in custom - Latrine in house<{cultural ct

R @ ~ B ot t=
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- both during course of their activities and in their other activiti
- both within the walls of the hospital and in the community outside

Ey;gg_gi_iigaggingl t= For maximum success the health educator s

1, Be brief and to the point

2. Clear speech

3. Language of the people

4. Pleasant manner and informality

5. A sense of humour

6. Genuine love of people and a sence of involvement.

T. Must proceed always from = known to unknown
- particular to general
- Concrete to abstract
=~ Simple to complicated

Motivation := In order to help people change their habit through he
education one or more of the following motivating factors should be

1, Prestige 5. Something for nothing
2. Envy 6. Self satisfaction
3. Experience 7. Making things easier,

4. Repetition of ideas

Major areas of Health Education :- There are (9) areas of Health in

education has proved to be of great benefit and these are :=

1. Hygiene 3. Chilad care
2. Nutrition 4, Immunization
5. Mental Health 6. Prevention of accidents

7. Rehabilitation following 8. Teaching of Human Biology
injury or disease

9. Improvement of Doctor-patient relationship,

0 ieg for H B i t= As students all of you will 1}
opportunities for health education,

1. In your own homes



METHOD AND MEDIZ

an
Health education can be madgkeasy and interesting subject by

special methods and media,

Bu
Under Methods we have talks, group discussions,Q#tzz groups ar

role acting.

Talk should last not more than 30 minutes, it should deal wit}
than B main points. It should always be followed by questions time

the person concerned must be prepared,

Group discussion :- ensures the participation of all present. Is i
small number, Here there is sharing of experiences, and participat

decision making,

B
Qutzz Group :- When a large number mf is involved. Many sub grov

each discusses the point, and later the sub group leaders or spokes
forth the view of their sub group.

Papnel discussion := The participation of the members of the panel
important as the participation of the audience. Chairman's job is

offe.

Role playing and dramatic methods :~ The person takes en differen
he is talking - this must be done naturally - i.e, spontaneous rol

important, All the same preparation is necessary.

MEDTA

/
Film := Most of them are documenﬁ}ies,’are the best medie availabl
films are 1lidéed but expensive, The aim is to render factual instr

influence the attitude as well as the cultureal aspect of the viewe

Filp slide :~ Topics like health services, arkr air pollution,
and lung cancer, food hygiene, can be effectively illustrated by sl
It is better if the person photographes his own slides,

Before doing the photography the script has to be written, and

inferesting patients could be illustrated, The advantages are - th
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Sound film strip - comprise a film strip with a recorded coﬁghtary
recorder witk which is synchronized. Role playing of the scenes
in conveying the point better.

Tape recorder
It stimulates, participation, it can capture an experience lik

it can also be used to record disucssions which may be analysed at

shen
e$<%n‘?écording of a person's speech is being played - it is very m

effective if the photograph of the speaker is also displayed.

If it is long - it may be interrupted by a disaoussion.

Wall chart
Must be introduced after ay discussion, and left on the wall f
period of atleast a month, At the end of the display a mention of

made again. It should be displayed at a convenient placetop of a p

Flannel graph
medi e
Most careful and flexible axd in H.E. FlarsntB4 graph make a p

of which are mobile and can be easily placed anywhere over the flan
Advantages - requires no artistic skill, the speaker does not lome
the group when placing the pieees as happens, with a blackboard., I
only on a small graph. Not more than 40, as it hiSib%EZEESEEE,EEL’

Poster
It should atteact attantion by its design, position, wording,
and challenge. It should carry its message at a glance.
It mpy reinforce its message - once the glance of the passerby
caught - by giving further inform, This can be done by overprintin
a separate poster in small type.

LEAFLETS AND BOOKLETS

Leaflet, folded publications not more than 800 words usually i
with symbolic drawings.

I T S T . T A T P - oo M e T e I o e e R R e . 1



- Plastigraph
Something like Harry's office. un /he CO”QT

Models

Three dimensional models proiride an oppor_tunity to see and
feel - pew material., Model used must be strong - can be handled
by everyone. Whenever possible the actual specimen must be used
and models avofided.



IDENTIFICATION OF LEADERS

%

IN HEALTH' EDUCATION £

Mere identification and involvement of leaders in health education
programmes is not enough. More impG¥tant problem is to sustain thei
interests in the assigned responsibilities. Herein lies the skills
of a health educator in cfea?ing a sitistion to sustain interests of
the leaders. e sty ol : ' :

ety g | s o o o il iy o 45 e S it R - = B e ] il s . masmrmAS < < 1 = e e
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DR. K.S. SINHA

From time immemorial leadership has played a vital role
in bringing about changes in the society. It is the human nature th
people want to work together for soclving community problems vital fo
the grouth of the individual in particular asd of the society in gen
Indeed, the entire process of socialization is based upon the humam
interaction and acculturation. This process involves leaders in. ini
tiating desired change for human growth.

For bringing about a chanie from undesirable to desirab
health practices through,éducational’prccess, change~agents are requ
These change-agents are primarily concerned with the ident ificat ion
understanding of health needs of a specific community. They rank th
in order or priority, find out available resources and develop a plal
action to meet the health needs. In this process, the entire commun
is involved and helped to help itself. ‘ '

In the present day changing pattern of living, it is of
significance to understand the multi-dimensional aspects of health ai
disease, i.e. preventive, promotive, curative and rehabilitative. It
has been found that mast of the diseases can be prevented. And throt
the process of health education, change in the knowledge, attitude ar
health behaviour of the people can be brought about,

4 ¥ .

Changing pattern of leadership

However, behavioural change reguires understanding of tF
changing pattern of leadership and the role of leaders as change-ager
It is well-knoun that there are various types of leaders in our commi
nity. In most of the cases, leadership shifts from situation to
situation and the leadership quality or traits are not hereditary. I
other words, leadership is not a personality trait and it can be

acquired. Every situation has potential leaders and the. leadership
Gualit Vipan- Ba deiimliamea tr i B, S TR R T T T 2y i A
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Pre-requisites

It is essential to identify leaders in the community bef
they are involved as change~-agents. Here, it is worth ment ioning tha
early as in 1949, (,D. Kelsey ahd C.C. Herne in their book, "Co~opera
Extension Work" have pointed out that the Pre-requisite for identific
of leaders is to know the following s

"1.. What job is to be done?
2. UWhat characteristics and sk}lls this job requires?
3. UWhere the person poSseséiqg;the heedeﬁ qualitifation can be foun:
4. UWhat group will support or Foliow the person?
S.. Of the qualitics he has -
(a) Which of them may be imoroved by training

(b) Which may not be changed materially

6. Of the qualities he lacks -
(a) Which may be developed

(b) Wnich may not be developed.

7. The basis on which he can be induced to work®,

In 1970, Dr. S.R, Mehta in his book, “Emerging patterq of
Rural Leadership", has writben that in the villages "there are pdssibly
Six distinctive areas of social life"and it ig Necessary'to identify
leadership in sach of these areas separately",

Six distinct areas are as follows

v

(a) R e e e
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It is not enough to know the above mentioned criteria.
It is also important to know the nature and magnitude of the health
problem, and targets for education as well as services.

| In some cases, targets for service as well as education
may be the samej but in others, they may be different. For instance,
in an immunization programme against smallpox, the service targets me

be children uhereas educational targets may be #ither the mother or *
father or both.

Socio-cultural factdts also play predominant role in |
decision-makihqg process of selettion of leaders. In cestain situatic
health rituals based or misconceptions and deep-rooted value system
and the role of priests cahnot be ignored. But at the same time the
Fact that has to be kept in view is that "uHereever traditionalism ha
Aiven way for experimentation, social change has come”. Thus there =
certain situations which require more than one type of leaders. The
function of a health educator therefore is to understand such a situs
and decide the specific type of leaders required to bring out a chang
in health practices. For example, in a family planning mat ivation
programme for orthodox section of a community, it is worthuwhile invol
religious leaders, satisfied acceptors of family planning and symboli
leaders. L -

There is mo.denying the fact that symbolic and instituti
leaders like "Sarpanchs" are very important. But, they can be more
effective as change-agents provided they are also functional, ie.e., P
ing knomfhbm'in modern methods of agriculture. Such leaders are acce
as change-agents for diffusibn of innovation. Therefore, situations
be carefully examined, ‘taking into consideration eXperiences of york
particular situation, finding out negative and positive forces at wor
etc., before actually identifying leaders for their active involvemen
in health programmes.

‘Methads -

Based on the field experiences of organizing health
education programmes in urban, semi-yrban and rural areas through the
involvement of local leaders and community participation, some of the
methods adopted for identification of leaders are as follows @



3. Group observer - This is anthropological way of 1oc
leaders. In this method, the health educator works in a communit y
quite sometime and makes his observation regularly.  Opn the basis c
observations on various situations he prepares the list of potenti:z
leaders. Here, it is important for the health educator to create ¢
siutation - where the community members do not get the impression t
they are being observed. This approach 1is action-oriented and the
selection of leaders is based upon the actions taken by the potenti
-+ leaders of the community. ;

4. Socio-metric method - This method is a little more
technical than the other methods. This methaod is generally used by
professional health educators, extension educators and trained soci
workers. The pre-requisite for this method is well thought out set
Questions to be asked to the members of the different sections of a
community. The questions for example may be "Whom do you consult
when you fall i11?", "Whom do you consult for the marriage of your
daughter", "Whom do you consult for purchasing particular variety o
seeds?" etc. In this way, names of influential persons are listed. |
different strata of a community and it is generally found that there
are only five to seven common persons whose help is sought to find t
solutions of various problems of different members of the community
These potential leaders are knoun as "initiators" or "spark plugs" f
other members of the community.

5. The election method - Many times leaders are
identified through formal or informal election method. In this met
the health educator involves the entire community or section of a

community in giving their opinion regarding their representatives to
work as change agent. '

6. Seniority and past experiences ~ Sometimes, leaders .
identified on the basis of their involvement in health and welfare a)
mmes for the community. Experiences of working with certain person§¢
have proved useful in preventive and promotive aspects of health. (

leaders are generally enthusiastic and energétic.and .in most of the ¢
are innovators, i

The above mentioned methods of selection or ident ificat j
of leaders are merely suggestive. However, selection of leaders depe

considerably upon the situation and purpose for which they are select
as change-agents,
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AUDIO™VISUAL AIDS IN HEALTH EQUCAT ION

What is an Audic- Visual Aid;? .

An instrument or a device to assist the instructor in transmitting

facts, skills knowledge and understanding to a learner.

e

SR -

Audio Visual aids are the materials and devices. used in learning

situations to supplement the written or:quken word in the transmission

of knowledge, attitudes and increase the ret entive power.

LL,

"

A III

Value of Audio-Visual aids:

1) Help to give eorrect concepts or impressions.

2) Stimulate interest ' S i

3) Promote better understanding

4) Supplement other sources of learning.

5) Add to variety to teaching methods.

6) Make economy of time. :

") Promote intellectual curiosity., :

8) Tend to reduce verbalism or the repetition of words.

9) Contribute to longer retention of learninge . -

10) Can give new concepts of things outside of the range
" ' of ordinary experience. : -

Types of Audio-Uisual aids:
Audio Visual aids ape broadly classified as two brand division

a) Pr@je&:

1) Films
2) Film strip : :
3) Film Slide e : :
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B) Non=projected aidss

1) Black board

2) Charté, Gfanhs, Maps
3) Posters . f
4) Elash Cards
'5) Flip charts
6) Flannel graphs
7) Puppets
8) Models and speﬁiﬁens
9) Radio
10) Tape recorder
11) Folder
12) Leaflet

13) Booklet

Fi e A motion picture is a series of still pictures,_taken'

in rapid succession,'davelaped and finally projected combined with sound.

Advantages:
1) Provide real life experiences
2) Attract and hold audience attention

3) Combine sight and sound thus acting on two senses



Film Strip:

A filmstrip is related sequence of transperent still

pictures or immages on a strip of 35 mm. film,

Advantages:
1)
2)
3)
~4)
5)
Disadvantages:
1)

2)'

Lessexpensive

More useful

Can be uperated by the speaker—Easy to handle
Can be produced to meet the local situation

Can be operated both by electricity as well as petromaxe.

When too long it will not be'intaresting.

Rough handling may reault in damagee

Film-Slide: A slide is an individually mounted transparent picture or

immage projected by passing a strong light through it.

Common size:- 2" x 2" or 33" x 3%" or 31/3 x 4k,

Advantagegt=
1)

2)
3)
4)

Pt v clvsm et s pach 8

Attract the attention of the audiance, and amtiuse
interest in them.

Assist for lesson development. by

Helps fur review of instruction,

Could be prepare locally without much financial resource:



Advantagea :
1) The material is comparitively easy to prepafe.
2) A variety of materials could be handled.
3) The instru;tﬁr can face the audiance.

4) The instructor can point to or write on the material
while it is being projected.

Disaguantagg§=

It may become difficult to use effectively if the
instructor has not prepared the lesson plan.

Epideoscones

- it A projected aid in which the printed material could
be made use of for projection.

Advantageg:

1) Easy to handle
il work to the instructor,

3) Dual aduantages iee, we could use both slides and
printed matter.

Disadvantagess - .

In the abéence of electricity it cannot be used,



AUDIOSWISUAL AIDS IN HEALTH EDUCAT 10N

1« What is an Aucdic- Visual Aid ?
An instrument or a device to assist the instructonr in transmitting

facts, skills knowledge and understanding to a learner.

Audio Visual aids are the materials and devices used in learning
situations to supplement the written orp spoken woard in the transmission

of knowledge, attitudes and increase the retentive power.

11, Value of Audio-Visual aids:

1) Help to give correct concepts or impressions.

2) Stimulate interest

3) Promote better understanding

4) Supplement other sources of learning.

5) Add to variety to teaching methods.

6) Make economy of time.

%) Promote intellectual curiosity,

8) Tend to reduce verbalism ur the renetition of words.
9) Contribute to lohger retenticn of learning,
10) Can give new councepts of things outside of the range

of ordinary éxpebience,

III - Types of Audio-Visual aids:
Audio Visual aids are broadly classified @5 two brand division

a) Projectect:

N e o



B) Mon=projectec aidss

1) Black board

2) Charts, Granhs, Maps
3) Fosters
4) Flash Cards
5) Flip charts
6) Flannel graphe
7) Puppets
8) Models and specimens
9) Radio
10) Tape recorder
11) Folder ¢
12) Leaflet
13) Booklet
Filmss— A motion picture is a series =of still pictures, taken
in rapid succession, developed and finally projected combined with soun
Advantagess
1) Provide real lifs exper ences

2) Attract and hold audience attention



Film Strips

A filmstrip is related sequence of transperent still

pictures or immages on a strip of 35 mm. f£ilm.

Advantagess
1)
2)

3)

Disadvantaoess
1)
z)

Lessexpensive

More useful

Can be uperatgd by the speaker—tasy to handle
Can be produced to meet the local situation

Can be operated both by electricity as well as petromas

When too long it will rot be interesting,

Rough handling may reault in damagee.

Film-Slide: A slide is an individually mounted transparent picture o:

immage projected by passing a strong light through it.

Common size:= 2" x 2" or 23" x 32" or 31/3 x 4%,

Advantagess—
1)

2)
3)
4)

Disadvantagess—

Attract the attention of tne audiance, and arouse
interest in them.

As.ist for lesson development.,
Helps for revieuw of instruction.

Could be prepare locally without much finanecial resourc
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Advantages:

1) The material is comparitively e=sy to prepare.
2) A variety of materizls could be hondled.
3) The instructor can face the audiances

4) The inmstructor can point to or write on the material
while it is being projecteds

Disadvantages:

It may become difficult to use effectively if the

instructor has not’ prepared the lessson plan,

Epideoscones

A projected aid in which the printed material could

be made use of for projection.

Advantages:

1) Easy to hancle
2) Less work So the instructor,

3) Dual advantages l.e., we could use both slides and
printed matier.

Disadvant agess$

In the absencs of clectricity it connot be used.
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g- METHODS OF HEALTH LDUCATLON 3 471, +(First Fiog,
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In the implementation of Health Fr ogramre, Health of L
is of paramount importance snd in the p'foceso 5% Health Education, ve
methods are "TlplO:\,Od- When we are dealinc with human beings, the met
methodology is Very important in achi eving t‘v end results. If the

methods are good and sovnd the reople accept and act in the directior
want thein to change .

The following are some of the cor ion and practical methc
Health Education which could be employed by the PH.L,. field staff in
educating the community for the successful ivrlementaticon of any Heal
Prog'rqmne.

AL Lecture lethod :~

The lecture is an oral rresentation by a epeaker to deli
orgamnised thoughts and ideas.

. .) ‘?\ AkcER
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In this process of speech, thoughts will be initistec » Problems will t
identified and the alﬂ:n.ence may be moved to action.

AdVanta ges -

1o Could present the material in a logical sequence.

2« Appeals to the audience since it is casy to hear than.

3« Basy to m‘-ﬂart large mumber of facts in the shortest +
possible to a large group of audience.

e Simple to organice lectures.
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- It is g ocess by which the spesler and audience
br B
participate both in lecture and discussion

- In the process, thoughts will be imitiated, problems
will be ddentified Lo sced solutions.

j —— S DEeyw

\ﬂ%éﬁ%%%

L QO © OO0 RP\P\
Advantages :- /—\ m (\\m m
1 o Learning will be more neanineful and effective
o Material coxld ﬁe presented in a specified time
‘-, T2 e 5 Pl c L
3« Could know tha’c is in the minds of the people
4e Doubts may be cleared
5. Two way method
6. Feeling of satisfaction to the audience

Disadvantages:-

AvDie

1e Commnication may fail in case the Lecturer/Speaker has not 1
Prepared properly.

2« May result in the wastage of Lir ¢, if the avdience is cmsl ted to disc
suwect/toplc not relevant to that I)uI‘LlCL:L‘ r ddecasBon.

Tl Peroonal or mllvldv al contach method t—

Method of discussion/talk/conversation with a person
A nAS s A11e T 3



Advantazes ;-

1e Feels freely to discuss the problems.

2+ Doubts could be clarified.

3¢ Personal Health problems covld be Aiscussed.

4 Health matters could bo discussed in Confidenco.

Dlsadvanta~ S s

Te May not be practicable to discuss with other sixe
2+ Uncomfortable to the persons who are shy type.

IV. Group discussion met¥od :—

It is a participation of a group of persons in the
discussion of some shbgect or problem for which furthor informationor
action is mutuglly desire

(,),__, i (— 1p discussion
Jail'atitor:

1 \/7/
Ll

(a) Chairman - lead the discussion:- CHAIRMAIT ~ The Chaiman will be
the person who leads the discussion and helps the group not only for
rumning of group discusgion, but also, for its rroductivity in terms
arriving at decisions. He will sce that there will be no scope for m
conflicts and provide opportunities to a1l the mombers to rarticipate
the discussions. He will be the person who must be in a position %o
comiand the respect of the group and he =2 rust ¢ polite and courteous
in his dealings with the group.
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(b) Rapporteur - Esteblishing rapport and reccrding
(c) Resource person - Cuide the group
(d) Members - rarticipants

- Group discussion provides cach particinant an opportunit
to experss his or her view point.

Advantages -

1e A valuable educationzal method which rrovides opportuniby to all th
nembers to participate

21 Stimidate peorle to become awarc of irrtual oroblemse

3.« Help them to identify problems.

4e Help to explore the otlier possibilities of solving the problems.

5+ Provides an opportunity for them to place programics of action.

6+ Assist them to find out solution to problerns.

7« Basy to implcement besause of ‘group supporte.

8¢ Leerning will be more effective as the memb-rs discuss elaborztely
and clearly.

9.« Bring together the opinions of all the members 4o conclusion.

10+ The centribution of cach merher in the group discussion will add +

the group knowledge.

Disadventages:—

Te If there is no planning, it will not reach ©+: desired Y = A

SUCCEeSS.e

2+ If 211 the members do rnot parcicipate, oroup discussion will not
be a success. E

3+ The leader, if he is nob well-versed with tihe topic/problem, the
discussion will aot be cffectivc.

Ve Seminar Méthod:—
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Advantages i~

le Learning is greoat, a3 the meombers spealt diffarent aspects.
o 3 4
2. Creates intercst among audiencc

=1

3« Prgcticable to any sﬁn,ltgun.

Dl sumvan'lza.gos t—

1¢ In the absence of pre-rlanning , the cntire show ma; be ineffective

2e Hembers may have to be well prepared for thé probablc questions
from the audiencec.

has .Dcmonstl a tlou I cthov H

. It is a method of actually showing an:l has a favourable placc
in adult education.

£ OQ AL A

~ (Sr.HJI.showing a modlc of a Sanmi tary Housc

Two typos:-

1« Method demonstration:—

Actually  demonstrates the mothod of loing

15 TN N
{Cm orination of a Vater Souree Y oy
\ s
s ! s o
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2+« Result Devotistration -

Actually demongtrating the results with cvidence aftor 1‘*“&01:3 Cee
Eacamrlr\ K (1) A baby attondirs the well Laby clinic with that of a
baby not attending. The baby w0 is attending the Clinic naturally will
be more healthy than the onc not s*tending.

(2) A proamant lady who atterds the [ntenetal Climie ro Larly with
that of anotlicr pregnant la.dy r.':l*zc is’ not attending the Lntonatal €linics
In thl,;. case, the Lady who attonds the Antenatal Cl:Ln:Lc will have a safe

delivery and healthy Clui wilis %

(3) Regular Iimary vaccinetions and periodical revaccirations lead to
Erradication of Small Pox §

Adva1 ta{; oS -

1. Attracts and holds & i L

=

and it is interesting

2+ Can prescnt subject matter in a way that can be under- stood casily.
3+ Convince thosc who may have Acubts '

4o Objective ard ccncrete

5+ Proves the example of practical aprlication ¢ knowledec

€+ Permits both theo ory and practices.

D:l.sad \rcwtaf‘ GS 4

1o Very difficult to make zood doron tion

2e¢ This method is restricted +o certa_in IHnds of teaching situstions.

3+ Requires a large amount of prelimin ary rreperation.

VIT. Ficld trips and tours:- It is planncd to visit rlaces outside the
Class room or the meeting rlace of the Urganisations Icld trip involves
the taking of a group to a specific wlace for a specific, purpose. Short
duration of 1 to 3 hours
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