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WHO/UNICEF Internationmal Consultation on Health Education for School-age Children,
Geneva, 30 September to 4 October 1985

Preface

School=-age chlldren number about a billiom around the world. More than half of them
are attending school, but many millions, probably hundreds of millions, are not.

Whether or not they ave receiving any kind of formal education, howevet, these children
are learning about health every day. From thelr parents, their siblings and peers, their
communities and many direct and indirect media of communication, they are developing values
and artitudes and acquiring, or not acquiring, the knowledge and skills that will shape thedir
health for their lifetime. Moreaver, these attitudes and values will determine the world's
health as these young people become the parents and leaders of the future.

Therefore, for everyone concerned with health for all, rooted in systems of social
justice, empowering these children to manage thelr health destiny so as to enhance the

quality of their lives is of paramount importance. It is fundamental to the achievement of
a healthier world,

Successfully influencing the health learning of children, in school and out, in
developing and developed countries, requires the commitment and effective deployment of many
resources, But it also requires much more: an infusion of imagination and an intemsity of
effort by many people in wany places,

A further requirement is willingness, on the part of the institutions of society which
deal with children and their health and education, to examine their owm value systems and
cousider changes which may appear undesirable and are often uncomfortable.  Systems which
extol self-reliance but in fact create increasing dependency have nmo credibility and deserve
wone, especially with children who have a clear—eyed view of reality.

Thus the challenge implicit in strengthening the health education of a billiom
school-age c¢hildren goes beyond the refinement and widespread application of existing
methodologies and the development of new ones, though these will surely help. It invelves
seeing children as a whole, in the context of theilr diverse secial, cultural and physiecal
environments, It involves looking at the ways they learn, the influences that shape their
beliefs, ¥Finally it requires a creative, multi~faceted set of inter-related programmes and
activities at every level, from the global to the community.

The patrticipants in this Consultation recognized the far-ranging scope of the subject
and the limitations Imposed by the time available. However, if this report 1s seen as a
First step leading towards, and perhaps helping further steps to be takem on, the exciting
road to be followed, it will have served & valuable purpose.

Finally, I wish to take this opportunity to express my appreciation to Dr Akbar Moarefd,
WHO consultant in charge of organizing trhe WHO/UNICEF Interpational Consultation on Health
Education for Schoocl-~age Children, for his significant collaboration, and to Mr Horace Ogden,

WHO consultant responsible for preparing the present report, for his perceptive synthesis of
the discussions.

Jack C.5. Ling

Director

Division of Public Informatiom and
Education for Health
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1. THE CONSULTATION

1.1 BSponsorship and participants

WHO and UNICEF jointly iavited participants from 21 countrles to an Intermational

Consultation on Health Education for School-age Children, held in Geneva from 30 September to
4 October 1585,

The group was intentionmally highly diverse, hoth in origin and in expertisze,
Developing and developed countries wete more or less equally represented as were the sectors
of health and education, In addition there were participants experienced in communicatrionm,
behavioural science and public administration. Also in attendance were representatlves of
several interested UN and nongovernmental organizations, together with headquarters and field
staff of the sponsoring agencles.

1.2 Purpose

The work of the group focused on three general areas of concern:

{(a) consideration of the scope and complexity of the problem of health learming on the part
of school-age children, boeth in and out of school;

(b) describing and assessing the current state of health education activities for this
school=-age population, ineluding the issues, constraints and evident gaps;

(e} proposing strategles and guldelines for strengthening health educatlon in countries and
communities by all possible means for the ultimate purpose of contributing as much as
possible to the enhancement of the quality of life of children and youth,

1.2 Definitions
Definitions of terms in the ritle were kept deliberatrely flexible,

It was generally agreed that “school-age children” implied a primary, but by mno meang
exclusive, concentration on children aged roughly 6-~14 years, the age—group corresponding to
mandatory school attendance in most countries.

"Health education” was interpreted very broadly, to include informal approaches through
many channels, in additiom to the formal scheool curricula and service programmes.

1.4 Procedures

The Consultarion met in several plenary sessions at which a sevies ¢f background papers
was presented and discussed, A major part of two days was devoted to work in discussion
BTOUpE. The reports and rTecommendations of the three working groups were consolidated into
a single report and presented in draft form for consideration at the concludiung plenary
session,

The three discussion groups were formed, first by language — two English speaking, one
¥rench ~— and then by target. The Fremch group and one English group were asked ro consider
strengthening health education for children attending schoel, The second English—speaking
group addresged out—-of-school children.

Congengus rather than formal adoption was sought; mno votes were taken. Discussion was
vigorous, as indeed it was throughout the week, and differences of opinion were freely
expressed.

Sections 2 and 3 of this report discuss, respectively, the nature and dimensions of the
problems addressed and some approaches and experiences shared by the participants, whereas
section 4 reflects the strategies, guidelines and suggestions emerging from the Consultatiom
as a whole, taking mote alsoc of issues not completely reselved.
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2. NATURE AND SCOFPE OF THE PROBLEM

In 1982, with the population ¢f the world estimated at 4 586 million, scome B70 million
persons were enrolled in schools. 0f these, 580 million were at the primary or elementary
level representing roughly ages 6-14.

All thesge numbers ave growing rapidly. And they do not take into sccount hundreds of
millions of school=age children who are not in schoeol. According to one estimate, there are
at least 55 million children in the world who are employed in factories or similar
sertings. Thus it is a safe guess that we are dealing with a universe of about a billion
young people growing towards adulthoed.

They are as diverse as the myriads of environments and cultures in which they live.
but for purposes of this Consultation they have some important commonalities;

Firstly, thege school-age children are members of a "privileged™ group who have survived
the perils of ifnfarcy and early childhood. Having done so - while wany millions of their
birth ¢ohort did not - they tenmd to be & fairly healthy lot. In most societies, though not
all, mortality rates for this age-group are lower than for younger and older groups, though
this does not mesn that they are not subject to a wide range of debllitating digeases.

Secondly, they are learning. Even those who are, and will remain, untouched by formal
education are acquiring and refining values and attitudes towards themselves and their
world. They are acquiring and processing information from many sources on how to live, how
to behave, what is important and why. Much of this information relates very closely to
their health, although they may not use the word or even recognize the concept.

Thirdly, they are tomorrow's adults. The 21st century belongs to them, and to their
chilaren and grandchildren, They and their descendants are the "all" in Health For All by
the Year 2000 and beyond.

One foundation on which the primary health care strategy is based is the recognition
that health for all can only be achieved through effort by all. People need to be brought
inte full partnership in pursuit of a higher quality of life. Such a partnership must be
built on confidence and competence —— confidence that change is possible and desivable, and
coupetence to manage one’'s own health affairs in a context of communiry responsibiiry,

The health education that is needed by our billion school-age children is a dynamic
process that will help empower and encourage them to play their part in the partnership.

2.1 Who are these children *?

It is convenient to divide the school-age population inte two basic groups -- rhose who
are enrplled in school, and those whe are not, In fact, as has been noted, the Consultation
choge this classification in dividing into work groups, and it will be used for descriptive
purposes in this section, However, this division can be deceptive, For with the sole
exception of the formal schoeling itself, in-school and out—of-school children are subject to
the same multiple influences that affect their attitudes and behaviour and, of course, derive
their basic values from the same sources.

For ¢obvious reasons, mo¥e is known about the children who asttend school than about those
who do not. We have a reasonable estimate of their number —~ some 580 million at the
elementary level alone. We know by their school attendance that they are conferming at
least to some extent t¢ their society’s norms, and that those norms include placing a value
on education and imstruction. For these concerned with influencing their learning about
health, this group offers the great advantage of being accessible through an operating

institution =— the country's educarional system. They are to some extent a "gaptive
audience”. They are also oriented, to a greater or lesser extent, to organized patterns of
learning. For this reasom, by far the largest share of organized effort in health education

for the school-age child has been directed towerds and through the school systems. Indeed
until very recent times, virtually all of it has been so addressed, except for a limited
amount done through vouth organizarions and media.

Beneath these broad common elements, however, in—scheol children are very far from
homopeneous, Many are in school very briefly, for a variety of reasons ranging from




WHO/UNICEF/HED/86.1
Page 4

economic necessity to a sense of impatience with perceived irrelevance. At least insofar as
health is concerned, it can probably be assumed that their learning is unaffected, or
certainly not benefited, by the school experience, and that they have more in common with the
out—of-school youngsters whom they quickly join than with the rest of the in—schosl group.

These drop—outs are, of course, a minority. Most of their peers remain, at least
through the elementary years, and are exposed by virtue of school attendance to a number of
factors which may affect thelr learning about health, These factors, which imeclude not ounly
thae curriculum but also the school environment and the school health services provided, will
be discussed in a subsequent section.

About the out—of-schoecl population very little is known, Indeed there 1s an urgent
need for the systematic collection and analysis of objective data on this group. We need to
know who they are, where they are, through what channels they receive information and how
they process it.

What we do know 1s that the out—of-school group varies widely in size from country to
country, from community to community, and from one age-group to another even within
communities, We know that substantial numbere exist in both utban and rural settings, and
that although it is probably a more widespread problem in developing countries, it 18 by no
means unknown in the most highly developed societles.

From ohservation of various countries it can be inferred that school—age children not
attepding school fall into at least six general categories:

(i) Children who live at home and are engaged in some form of organized labour. (An
example was cited of thousands of school-age children working in match factories.)

(1i) Children who remain at home and are engaged in some aspect of the home economy.
(Examples include working in the fields, minding the flocks, or caring for younger
siblings so that parents can work.)

(111} Childrem for whom formal schooling is accorded ne value by their subeulture {e.z.
females in some areas or ethnic and religious groups).

(iv) Children isolated from school by reason of geographlc iInaccessibility or phyaical
handicap.

(v) The “"street children” of large cities who have lost or severed contact with family and
traditional seocfal structures,

(vi) “Refugee children” who are part of socleties disrupted by major catastrophes.

2.2 Factors influencing health behaviour

Factors influencing the health behaviour of childrem begin with the values, beliefs and
attitudes of their secial and cultural environment and the economic realities of thelr family
and community, Health, im fact, cannot, in any realistic way, be separated from the total
development of the percon ot the society. Its presence makes fuller development possible;
its absence Imposes heavy restrictions on what is attainable, But relatively few childrenm
in today's world absorb from their environment the concept that health is a high-priority
asset, or rthat they themselves can be instrumental in affecting it.

Today's school-age children, whether in school or not, are the recipients of many more
messages related to their health than any previous generation. The social forces that
influence attitudes and behaviour in relation to health have multiplied and diversified
remarkably in the past 20 years, in developing and developed countries alike. Among these
changes are!

(i} Increased mobility of the population, predominantly frow rural to urban areas but alse
urban—te—urban and indeed country—to—country.

{i1) TIncreased coverage of schools, whose presence affects the entire community and net Jjust
the ¢hildren in attendance.
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(1ii) Increased levels of child and adult literacy.

{(iv) Proliferation and strengthening of concerned groups such as women's organizations,
youth—serving agencies, voluntary assoclations, etc.

{v) Greatly increased penatration of the mass media of communication which, for both good
and ill, literally opens eyes and ears to the almost infinite diversity of the human
condition.

411 of these forces are generators and acceleraters of change. Their presence offers
an enormous arsenal of rescurces by which learning about health can be enhanced. To begin
to realize their potential, health and education professionals will need not only to work
together but also to reach out and involve many other sectors and disciplines.

Mass media offer a special case in point. Access to radio~broadcasting is becoming
almost universal, The rapid improvememt of litervacy levels is greatly extending the
outreach capability of the newspaper and other print media. In many countries and
copmunities, television has become a part of the daily lives of rich and poor alike,

The impact of these media on values, attitudes and behaviour is above question.  For
school-age children, who have been born into an age of communicatrion explosion, the impact
may be most pervasive of all. Yet many health professionals have tended to lament the
negative effects without making a significant effort to turn the power of the media ro public
advantage. Shedding this professional reluctance to engage the media in & common cause
offers great promise for health learning.

2.3 Health learning and the health sector

To the extent that school-age children come into contact with health workers, these
encounters should have a substantial impact on the health-relared values and attitudes they
are developing. In fact they probably do, but whether or not the impact is generally
desirable is open to guestion, depending on the values and attitudes we seek to promote.

Traditionally people ecome, or bring their children, to see a doctor or other recognized
health worker in time of sickness, They come as supplicants seeking a cure, with an
attitude of dependency if not of desperation. Too often, what is done and the manner in
which it is done, reinforce that dependency. When this happens, the child's attitude
towards himself and his own health has been damaged, regardless of the medical outcome.
When, in contrast, the physician or health worker takes advantage of the encounter as an
educational opportunity, much can be accomplished to inculcate different values.

Fubiic health education programmes of the health sector, outside the medical care
setting, have tended to be strongly disease-oriented. Frequently they have taken the form
of educational campaigus in support of a single categorical purpose —— polio and venereal
disease control are typical. These separate campaigns have often been helpful in coping
with the immediate problem, buf there hag been little cumwlative effect on health learning.

Today, especially in the developed countrieg, there is a trend towards broader-gauged
action—oriented health education programmes emphasizing preventiom, risk reduction and health
promotion, embodying a more positive and integral view of health, including its mental and
social as well as physical aspects, The concept of individual and collective responsibilitcy
for individual and collective well-being is central to this approach.

As this approach, which is directly compatible with the primary health care concept,
gains wider acceptance, school—-age children should begin to acquire the attitudes, as well as
the knowledge and skills, to assume appropriate responsibility for thelr own health.

2.4 Health learning and the education sector

Children in school are influenced in theilr thinking about health by many factors, three
of which are —— content of the curriculum, the gchool health services provided and the
health-related aspects of the school environment.

0f all the factors influencing the health learning of school-age children, by far the
mo&t attention has been given, by professionals in health and education alike, to the content
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and methodologies of school health curricula and the preparation of teachers to present this
material, This strong emphasis 1s understandable, since, as noted before, the world's
schocl systems offer rhe most newly universal "catchment basin™ for young people. Whether
or not the school health curriculum is the most pervasive influence, it clearly provides the
most direct opportunity for interventien,

The nature and extent of formal health teaching varies from nothing at all, in many
systems, to a carefully developed sequential curriculum extending through wany or all grade

levels in a few. In some schools, health teaching 1s characterized by "bits and pleces
tacked on to other subjects", as one participant in the Consulration put {t. In others it
is fragmented — a unit on family life education, another on dental health, a third on

personal hygiene, scattered at various grade levels, Some systems teach health as a
geparate subject, Others integrate it on a planned basis inte reading programmes, social
and biological sciences, and s0 on.

Underlying this diversity are a number of legitimate and complex 1ssues, many of which
are dealt with in the strategies, guidelines and recomméndations discussed later in this
Report. Among them:

(1) What is the most effective way to Integrate health education in the total school
cutriculum ?

(i1) How can the long—sought and rarely-found effective coordination of effort between the
health and education sectors be achieved at national, regional and local levels ?

(1ii) To what extent can already overburdened teachers and schools be reasonably expected to
shoulder additional raesponsibilities for health learning ?

(1v) How can teachers lacking expertise and training in health be prepared to deal with the
gubjeetr competantly and confidently ?

(v) How can more effective linke be establisched among schools, families and other community
institutions, including the mass media, to minimize conflicts in value systems and
maximize positive health learning ?

Health services provided to childrem in the scheool setting vary widely 1in kind and
extent. In some countries and communities the school serves as a focal point for preventive
services, In others the gchool offers only the most rudimentary care related to minor
iliness and injury, or virtually nothing at all. Responsibility for the administration of
these gervices rests sometlmes with the health and sometimes with the education
authorities. In either case the manner in which the services are provided is certaln to
affect the child's view of himself and his responsiblility for his own wellbeing.

The school environment, in which the child spends a significant part of his/her life,
can serve as an exemplar, Water supply and sanitation facilities, the kind of food offered,
the atteantion given to perconal hygiene and safety and many other environmental factors are
influential — either positively or negatively =— in shaping the child’s attitudes and
behaviour.

2,5 Health learning and social change

Health education of school-age children takes place In a context of scelal change and
can have a significant effect on the mental health and development of children, Profound
social change, such as the loss of extended family and village culture through migration, can
be very traumatic, Schools, by providing a well-ordered area of life, can help to
counterbalance these effects.

By the same token, school health education which comflicts too shatply with practices
and attitudes found at home can cause serious problems for the child. Constructive change
can take place only in a cliwmate of respect for the traditional values.

It is often observed that children can be effective "educators™ of thelr parents. This
Iindeed i true, but it is important that this "education™ be done in a way that does neot
cause loss of face. An example cited was that “children cannot be taught to wear shoes if
thelr parents cannat bay them”.
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In relation to social change and mental emotional development, consideration must be
given tol

(1) heightening the sensicivity of teachers and health care profeasionals;
{(i1) encouraging parent—teacher dialogue before the curriculum is establizhed;
{ii1) strengthening mediating structures such as parent—teacher organizations;
(iv) recognizing the problems implicit in "too much change too fast”.

3. SELECTED APPROACHES IN HEALTH EDUCATION

At plenary sessions throughout the Consultation, participants heard and discussed a
series of presentations on various approaches to health education of the school-age child.
Some of these papers described in depth specific programmes now under way as examples of what
appear to be current “success stories”. Others addressed prineciples and experiences in a
particular area of interest (e.g. famlly life education) or a particular communication
channel (e,g, the mass media). Finally there was a presentation of a global initiative now
under way through UNICEF, with specific illustrations of activities 1n selected countries.

This chapter attempts to extract a few highlights from each of these presentations and,
equally important, from the questions and comments that ensued in plenary discussion.

Valuable supporting information, anecdotal matetial and expressions of opinion are
necessarily omitted,

3.1 Educational aspects of school health services

The Schocol Health Services programme of the Department of Haute Savoie, France, was
presented a5 an example of an educational approach to healrh sarvice delivery in schools.
The programme is based on the philosophy that teo play an effective part in health education,
school health gervices should take an intevest in all aspects of the life of school-echildren,
covering individual health, family environment, scheol enviromment and school-related
factors. Such a knowlaedge of the children and their way of life makes possible both an
individual and a collective educational approach, not only as regards the children themselves
but also their parents, the school, administrative and service personnel, and all rechnicians
whose activities have some impact on the children's environment.

The structures and mode of operationm of the French School Health Services enable them to
play a very special role in this field. The services consist of teams which include
physicians, nurses, social workers and school paychologists whose specific and coordinated
action makes it possible to cope with a whole range of problems encountered by the school-age
ehild, ipcluding the educational aspect.

Services provided are of four general types:

(i) Medical examination for all children at school entry (6 years) and for as many as

possible at age 13-14, plus follow-up examinations and services for puplle in need of
special help.

(i1) Health educaticn on a wide range of topice, including some selected by pupils
themselves, presented by nurzes at primary school level and in some cases by medical
officers at secondary level, with assistance from teachers,

($1i) Indivect activities on behalf of children, including concern with the school
environment, school feeding programmes and the conduct of adult education, including
teachers and parents,

(iv) Aetive 1liaisen with health-related services and other comnpunlty groups to assure that
child health needs discovered in the zchool programme are adequately met.

Vigorous and extended discussion of the presentation of the French Haute Savoie
programme brought into focus several major issues of the Consultation, Among these were
similarities and contrasts between developing and developed countries:; the issue of whether
teachers or health service personnel are the most appropriate presenters of health education
in gchools; and the tralning and motlvation of teachers for health instruction.
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Some participants felt strongly that the Haute Savele model, thowgh excellent, was not
highly relevant to the developing world, One reason cited was the comparative scarcity of
health personnel: "A village with one health worker may have five or ten teachers”.

Another related to priority: developing countries, egpecially those with many out-of-gchool
programmes, could not, and probably should not, devote many resources to such a programme.

On the other hand, it was pointed out that countries in all stages of development could learn
from the Haute Savoie model in terms of the evident close collaboration achieved between
health and education sectors.

On the question of “who should do school health education 7%, consensus of the
discussion was that in most circumstances teachers were more likely candidates than
physicians and nurses, In addition to the very short supply of health personnel in most
locations, it was observed that doctors in general are not likely to gee this functilon as an
important part of their role and are neither motivated nor prepared to communicate
effectively with young people.

At the same time it was acknoledged that, while education may not be a high priority for
many health workers, health tends to be given low priority by educators. Several
participants indicated that in their countries “schools are a fortress", very diffilcult to
penetrate with anything but the traditiomal curriculum of reading, writing and arithmetic.

A wide varlation in teachers' motivation for dealing with health was recognized, and the
basic guestion was posed as to how teachers could be helped to gain confidence and competence
in this subject area, There wag general agreement that all teachetrs should receive some
health training as part of thelr professional preparation., The importance of on—the=-job
training for teachers now in service was stressed, One procedure proposed was to identify
well=sotablished teachers already interested in health and make it possible for them to
develop health awareness and skille awmong thelr colleagues,

3.2 Communicatlion between children and health care providers

A very different model, but ome which also involves direct participation in education of
school=-age children by health ecare providers, is represented by Projeet Health PACT,
developed by the Schools of Nursing, Medicine and Dentistry at the University of Colorado,
USA.,

Project Healch PACT is based on the premise that consumers need to approach health care
a5 & problem~solving endeavour that requires actlve coplng efforts, rather than as 2
situation ¢calling for passivity and submission, Although active problem—solving is more
effective than passivity and unquestioning compliance, most health care consumers
unfortunately play a passive role when seeking professional health services.

The project teaches childrem from pre-school through high school how to interact with
health ¢care providers during health ¢care visits, The c¢hildren learn to resolve health
problems and develop appropriate plans of care by collaborating with the health care
provider. Project Health PACT teaches children to communicate effectively with health care
providers through the use of five hasic communicarion skills:

(1)} TALK with the health care provider,

(4i) LISTEN and learn.

(111) ASK questions.

(iv) DECIDE what to do, with help from the provider.
(v) DO - follow through.

Project Health PACT may be raught as a supplement to an established health education
curriculum, or it may be taught separately from other health education classes. The hours
of instruction vary depending on the students' grade level, For example, pre-schoolers are
introduced to the participatory amd assertive health consumer role in four half-hour
sessions) seventh and eighth graders learn it in =seven one-hour sessions, It may be taught
to children in a wide range of locations, including their school classrooms, ¢linies, youth
organizations, and at home. It may be implemented by school nurses, general health
educatora, dentlats, teachers, physicians, clinic and heepital scaff, parents, nurses and
physicians' assistants.

Age—appropriate teaching waterilals, developed in consultation with the children
themsalves, are available to support the programme. The programme has been translated into
Spanish and has also been adapted for use in Puerto Rico, where 150 fifth and sixth graders
successfully plloted the propramme in the autumn of 1984,
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In additiom, the "Project Health PACT Curriculum for Adolescents and Young Adults™ is an
80-hour, one—semester consumer health education course which teaches adolescents to be
responsible consumers in the health market place. They learn self-help skills to moniter
their own healrh status, There is also an opportunity to become involved in a youth
participation project: teaching younger children about health in & supervised setting.

In discussion it was recognized that the ultimate aims of Project Health PACT —— to
prepare providers and consumers of health services for new roles and co—equal relationships,
and to encourage personal responsibility for health -~ are highly compatible with the primary
health care strategy. Adoption of this particular approach in its entirety requires special
circumstances which are rare even in the developed countries. However, the baslc innovative
ideas, especially those involving the active engagement of school—age children in their own
health affairs, point to exciting possibillities for adaptation.

3.3 School health education: & country experience

The Malaysian experience in school health education and related issues and problems was
presented and discussed. The presentation was based on the expressed philosophy that health
education of the school-age child is an integral part of community health education and
should be aimed at fostering activitles thar encourage children of school age to want to be
healthy, know how to stay healthy, do what they can individually and collectively to promote
and maintain health, and to seek help when needed.

Sc¢hool health education was viewed as one part of a breoad—spectrum for formal,
non—-formal and informal education through which children learn about health, Among the
points stressed were!

(1) The health approaches must recognise the people's expectations to be invelved in the
affairs of the school, the community and the world at large, and hence, must be geared
to enabling children galn relevant kaowledge, attitudes and behaviour, based on
real=life experiences.

{ii} Health education of the school-age child needs to bé guided by new policies, reflect
appropriate technologies, develop human and other resources, atrengthen multi-sectoral
efforts and institute measures for continuous monitoring and evaluwaticn.

{i1i) Linkages between formal, non-formal and informal educational efforts is vital in
realising effective health education of the school-age child and his/her preparation
for a productive life.

In Malay=sia the Ministry of Education assumes responsibility for health instruction and
the Ministry of Health for school health services. The two sectors are jointly concerned
with healthful living, a healthful school environment, and school-community relatioms.
Comprehensive health appralsal is done on primary school entrance (age 6), primary school
departure (age 11}, and secondary school departure {age 1l4).

Tn the health instruction programme, until recently, health education was taught as a
separate subject in the primary and lower secondary scheools. Since 1982, however, a new
curriculum has been Iintroduced which emphasizes the threoe Rs and proposes an integrated
approach to subject—matter areas including health, In this framework, health education will
be implemented incidentally in the first three years of primary school and formally
integrated with cther subjects in the second half of the primary scheol course. It ia teoe
early to determine the effects of this change and the exrent to which healrh education will
be integrated throughout the school experience.

Discussion of this trend towards integrated curricula was vigorous throughout the
Consultation, Some participants felt strongly that health must be considered a special
subject with specific provision of time and content in the curriculum, Others felt,
however, that if health is treated separately, other teachers tend to consider it "someone
elce's affalr” and not Inglude it appropriately In relation to other subjects,

3.4 Family life education for school—age children

The presentation, based on experiences in Sri Lanka, pointed out that Family Life
Education (FLE), a widely used term that eveolved as a euphemism for sex education, has always
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engendered mived feelinge among parents, teachers and policy makers, This duality among
adults 1s often reflected in differences hetween private attitudes and public expressioms.
Young people themselves, however, are very clear about their need for FLE, and they also
clearly perceive the adult uncertainties.

The need for some form of FLE is probably universal, but specific objectives, content
and methods of imparting it are locality-specific. One widely considered issue is the age
or class level at which it should be intreoduced. In Sri Lanka the 8th Grade, with children
of about 14 years, 1s recopnized as a eritical period 1n adolescent development and rherefore
appeaks to be a good target for FLE to help with personal adijustments. Unfortunately, this
conflicts with the country's school attendance gsituation, since the drop-cut rate by Grade 8
hag reached 41,8 per ecent. This would suggest the need for earlier introduction in the
curriculum and careful attention to programmes of out—of-school learning.

A survey was condueted of 343 boye and girls in Grades 7, & and 9, to assess thelr
knowledge, beliefs and anxietiles related to reproductive health, The gurvey revealed that
although general biological knowledge increases during this rhree—year period, knowledge of
sexuality remains static at a very low level of information, and many micconceptions and
inaccuracies persist,

Along with the phenomena outlined above, another interesting behavioural characteristic
was obgserved tn this sample, They were questioned as to whom they would go, on encountering
a problem (whatever its nature), Among the seventh graders, a vast majority went to thelr
parents, but the percentage fell significantly at Grade 8, and kepr at the same level at
Grade 9, This change of behaviour therefore coincided with the onset of the “problem age”
at school refarred to earljer, On the other hand, the proportlon going to a teacher at
Grade 7 was less than half the total sample, It remained the same at Grade B, but fell to
almost half that value at Grade 9. Lose of such confidence as may have been felt earlier
seems Lo have developed intensely in Grade 8,

By Grade 9, 80 per cent were turning to their peers. The message for adults, parents
and teachers allke, is clear. Part of this may reflect a normal adolescent difference in
reference systems, but 1t ig evident that many of us are reluctant or unskilled, or beth, in
communicating with young people about important life problems.

The importance, as well as effectiveness, of mass media in reaching young people is well
known. Paradoxically, these avenues are ill-exploited, or when exploited, are done with
sensationalist objectives, On the contrary, media ghould offer not only a means of reaching
out to the young, but also a channel for coming to know their fears, anxieties and needs.

In responge to a series of media programmes conducted in Sri Lanka a few years ago, a
large number of young people addressed the communicator, making enquiries about varlous
difficulties they had. It was found that their anxieties mainly centred round gullt
feelings and misconceptions, uncertainties and fears regarding the process of sexual
development.,

Constrainta to launching effective FLE include the rveluctance of professiomals in both
education and health, general adult ambivalence, fears of adverse political consequences, and
a4 general vesistance to change, The field is in need of redefimition.

In discussion, it was stressed that child development and family relarlonships should be
the keystones of Family Life Education and indeed of health education itself. There 1z a
tendency for FLE to place too much emphaesis on gexuality and not enough on the whole human
being.

A participant from a developing country stresged the problem of conflicting worlds
confronting young people —— that of school, and thar of the traditional home. Traditional
families, for example, way want early marriage and child~bearing, whereas schools advocate
the opposlte. This school=-gociety problem was acknowledged rto be very widegpread.
Educational propgrammes targetted to adulrs as well as children may be one approach to 1ts
solution.
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3.5 CHILD-to—child health education

The 1deas embodied in the CHILD-to-child Programme, initiated in the UK in 1978, have
been used in at least 70 countries in the developed and developing worlds., The concept is
based on the observation that young children in most developing countries spend a great deal
of their time caring for their younger siblings. By teaching them sound health principles,
they can be helped to perform this task better. They will carry new ideas inte the home and
by so dolng may greatly benefit children in the Infant and pre-school years where the toll of
mortality and morbidity is the most severe.

Development of this programme was achieved through collaboration between child health
workers and educators from developed and developlng countries. Multi-disciplinary teams met
over a period of several weeks t¢ share ideas in free discussion, prepare teaching material,
and suggest ways of encouraging its use.

The selection of topics to be taught was based on two broad considerations: their
importance in the hierarchy of health problems inm the community, and particularly their
Televance to the health of young children, and the extent to which there was a realistic role
available for a primary school-age ¢hild to play in relation to the problem, ldeas
initially recommeunded were grouped under five headings:

{a) eating well;

{b) c¢hildren as health workersg

(¢) providing a healthy and safe environment;
{d) children growing up;

(e) stimulating younger children.

Under each of these headings a number of separate projects were identified and developed
inte teaching materjal in a form now called Activity Status Sheets (4S). These were
intended for use by primary school teachers, either unchanged or after local adaptation, but
they can glso be used by youth leaders, health workers, members of women's groups, etec., The
sheets provide the essential factual information on the subjeet, They also suggest relevant
activities in which to invelve children in school, at home or in the community. For
example, in measuring malnutrition children can be shown in class how to make a simple
measuring device, and then after measuring each other under supervision, be encouraged to
measure giblings at home, Other suggested activities include drama, role playing, composing
songs, and the mere ambitious conducting of specific surveys.

There can be no doubt that active collaboration at local level between health and
education workers enhances the effectiveness of the Programme. Mothers {and grandmothers)
may be resistant to new ideas on health practices brought home from school by an eight
year—old child; their resistance is more likely to be overcome if they hear the same ideas
in a mothers' group from a commupity health worker, Moreover health activities organized
for children outside school are much more likely to relate to current problems, and to make a
real contribution to the health of the community, if planned jointly by teacher and health
worker,

This last point has been clearly recognized by doctors and other health workers across
the world, so that many good CHILD-to—child projects have in fact been initiated by health
workers rather than teachers. In fact, a gurvey has shown that health workers use the
gystem more aften than teachers, This may relate to the health workers' acute concern for
bahaviour change.

It is important to note that the CHILD-to-child programme offers great promise for
reaching the school-age children whe de not attend school, since it can, and has been,
adopted by many types of worker and organization,

In dlscusgsion, the question was raised: “"When you arm children with health information
through education, how do you guarantee that they will not claim too much authority ?"  The
answer to this problem lies in the way in whiech the information is given. Teachers need to
perceive their role as helping children to help each other and their community.

3.6 Mass media
A presentation on the role, actual and potential, of mass media in influencing health

learning for school-age children generated lomg and animated discussion, Among the major
points presented were:
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(1) The influences of mase media on values, attitudes and behaviour to support and
reinforce the status quo benefits those who control it within a given culture. The
media is also a powerful force for imnevation in cther cultures. This force may have
very negative impacts as 1s the case with what 1s sometimes called the "parallel
curriculum of crime, viclence and behaviour detrimental to healrh”. But this force

can also be turned to very positive ends, in support of social justice and specifically
the srratvegy of primary health care. It can help develop in people the capacity to
"engineer their own lives" ineluding their health.

(ii) Media are often incorrvectly perceived by these In other sectors as being solely ox
primarily concerned with news, In fact, they are multi-dimensional, with the
transmission of information as only one function, At leasgt Iin the case of the
electronic media, entertainment is the dominant function and entertainment programmes
are the most imfluential in shaping values and behaviour, especially in young people.

A great disadvantage of media is the lack of two-way communication in attitude
formation.

(1i1) Media have the greatest potential of all for reaching the non-school-going child,
especially those in urban areas, What is needed 13 an integrated communication
strategy among health professionals, educaters and communicators to achieve cowmon
goals, This in turn will require policy decisions at the highest levels.

{iv) Advertising in media is another dimension which must be considered in relation to
health education. Controversy goes from the very basic definition of what
communication is, what 1t wmeans to society, to the right and responsibility of
imparting informatiom, arousing emotions, setting patterns of behaviour detrimental to
individual and community health and wellbeing, and other observable types of impact.

(w) There is an urgent need for research to further define the extent and nature ¢f media
impact on the values and behaviour of school—age children in various cultures, and the
means by which this impact is attained.

In the ensuing discussion, there was general agreement that health professiovals and
educators need to involve mass media communicators in full partnership in the general effort
to enbance health learning of school-age children, One or two particlpants from developing
countries expressed the opinion that the investment of time and effort would be more
beneficial if it were directed towards local folk media ~—= festivals, falrs, spovtis, drams
and dance, etc —— which tend to reinforce traditiomal culrures. Most participants clearly
felt that both mass and folk media were important and currently under—utilized for health.

It was pointed out that in some countries an erhical issue has been railsed which has the
gffect of preventing physicians from taking part in education via the medla. The group
agreed that this was a false Issue which should be laid to rest. Stress was aleo placed on
the need to train physicians for commumication, especially two-=way communication.

Since the allocation of public airwaves is, to some extent, a governmantal prerogative
in almost all countries, the urgent need was expressed to make political leaders and decision

makers aware of the 1lmpact of media on children so that decisions can be made that are truly
in the public interest,

It was vecognized rhat media messages are most effective in health education when they
are relnforced by local person—to—person contact and wriltten material, An experience was
described in which some 1 500 "listening groups” were set up to view and discuss two one—hour
televigion programmes on health topics which were broadeast nationally. As a by-product of
this iaitiative, 1 200 of the groups have remained active to discuss local health affairs.

3,7 Child Survival and Development Revolution: a global strategy

The Child Survival and Development Revolution (CSDR) developed by UNICEF 1e directed
towsrd rapid reduction of mortality and worbidity im infants and young children. The four
specific actions given highest priority, all based on recent advances in technology and made
possible by changes in soclal organization, are {mmunization, oral rehydration therapy,
breast—feeding and growth menitering. Worldwide acceptance of the primary health care
strategy is among the soclal changes essentlal to CSDR's success.
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The CSDR strategy offers an opportunity to energize health education for young people
both in and out of school. It provides school-age children with specific action~oriented
knowledge and skills which they can apply for the benefit of themselves and their families.
It also recognizes the relevance of the CHILD-to—child approach based on the fact that
children spend a great deal of time caring for younger siblings, and also the fact that
today's school-age children are tomorrow's parents.

For the in—-school population the main strategy elements are!

{a) re-orientation of teachers, educational management personnel and parents:

(b) production of resource materials for teachers and student activities;

(¢) review and modification of curriculum materials, identification of needed changes fa the
teaching—learning process, and reform in the student evaluation and examination process;

{d} 1involvement of children in activities within their families and communities]

{(e) use of the school as a physical base for certain CSDR activities in the community.

Strategies for out-of-school children are more diffirult to define, but they inelude
taking advantage of existing non-formal tralning programmes of various kinds, use of maszs
media, and working through religicus, social and other groups which reach these children.

A UNICEY staff person in one developing country reported that in her countyy teachers
were being oriented to become health workers im such areas as first aid and detection of eye
problems and that the local school was coming to be viewed as a first—level focal polnt for
the health of children and a gateway for CSDR, This was considered especially important
because schools are much more widely available tham local health centres.

A second field staff member reported on the use of village newspapers for reaching the
compmunity with health infeormation. One such paper, in which wmothers are Invelved in
developing the messages, now covers more than 1 000 villages and is being expanded. The
importance of strong women's organizations was also stressed.

In discussion a question was ralsed comcerning the compatibility between the primary
health care strategy that people in communities should determine their own health priorities,
on the one hand, and the CSDR approach of identifying specific initiatives for all

comnunities to attack, on the other. It was pointed out that these initiatives were
recommended but not imposed and that they were not intended to be the exclusive content of
educational programmes. The view was expressed that CSDR repregents a point of entry for

the development and implementation of primary health care, In addition it provides an
excellent model and basis for intersectoral cooperation.

4. GOAL, STRATEGIES AND GUIDELINES

The International Consultation on Health Education for School-age Children did not
formally adopt a finmal product. Rather, through development of reports in working groups,
consideration and consolidation of these reports, it arrived by general econsensus at an
overall goal for health education of the school=-age child, a set of very broad strategies for
addressing this goal, and a nunber of suggested guidelines and approaches for carrying them
out,

Since healeh learning actually takes place in the home, the school and the community
where children live, these strategies and guidelines must ultimately be proved at the local
level. But given the almost infinite diversity of the communities and the Fact that most of
the action needs to be Initiated at national level, the country is the unit to which most of
the suggegrions are addressed, and most of them are couched in national terms.

Moreover, because nations themselves are so diverse, the approaches are necessarily
somewhat peneralized, No blueprint or "cookbook™ 1s feasible, The strategles and
guidelines outlined in this chapter comstitute a set of issues that need to be resolved at
country level and a series of proposed actions which each country should consider and adapt
to its specific needs and circumstances.

Also included are suggestions for further action by the international agencies concerned.
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4,1 The goal

In the context of soclal justice and as an important means of achieving health for all
through the primary health care strategy, the health learning of the school-age child should
be enhanced in every possible way so as to promote the exerclse of gelf-reliance and social
responsibility and a better quality of life for today's children and toworrow's adults.

The following were considered ags central ingredients for achieving this goal:

— value systems rooted In soclal justice and committed to health for all;

— the need to translate those values inte normative behaviour;

— the child's overall development and optimal quality of 1life as the primary comcern;

= the nead to foster in young people a recognition that health Is an essential 1life asset and
an attitude rhat they themselves can affect thelr owm health and that of their family and
community;

= and the need to work through every possilbla channel (o equip them not only with these
values but with the knowledge and skills that empower them to act gelf-reliantly for thelr
own health and that of their families and communities.

4,2 Strategies

(A) Define and develop health education f£or school-age children in ways which recognize and
seek to integrate all the different avenues through which children learn about health.

In the past it has been customary to equate “health education of schocl-age children”
with "school health education”, Beyond question, the improvement of health instructicn in
the world's school systems 18 of vital importance and constitutes a massive challenge for
educators and health workers.

But many millions of school-age children never get to school, Many millions more are
there so briefly that they are scarcely benefited, Moreover, even for those in school
attendance who receive instruction related to their health, the schocl 1s only one of many
gources of health learning.

Broadening the definition of health education, and acting upon it, will require a
re~examlnation of professional value systems and behaviour. It will also require a research
gtrategy 1o explore such areas as how and where children learn about health, what scoutrces can
be deployed more effectively for health purposes, and what opportunities young people have to
act on thelr knowledge and understanding. And it will vequire a stratepy of
experimentation, deocumentation and dissemination of appreoaches found successful,

{B) Develop functiomal collaboratioun gmong the national institutlons and resources that
affect or might affect ehildren's learning about health,

First, and most obvious, effective cooperation and coordinated effort is needed between
Minigstries of Health and Education at national level and thelr reglonal and local
counterparts, Unless a sense of shared responsibility for the health learaing of children
permeates both systems, educatlonal efforts in health will eontlinue to be fragmented,
contradictory and ineffectual.

However, this partnership is only the beginning, Alsc needed are working relationships
with mass medla; with related sectors such as agriculture and commerce; with private
enterprise; and with such nongovernmental organizations as women's groups and youth-gerving
agencles,

Specific patterns of organizatlom and apportiomment of responsibilities will obviously

vary widely from country to country, Some suggestions for comsideration appear in the
guldelines,

(C) Develop a political will ko deal effectively with the health learning of school-age
children,

The urgently-~needed collaboration among sectors and inrerests will never occur, and
adequate resources will never be forthcoming, unless policy makers at the highest levals are
convinced of the Importance of this goal within their hierarchy of priorities. Thisg
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conviction must be active rather than passive, And it must continuously be renewed, for
nothing is more dead than the priorities of yeater-year,

A cornerstone of this strategy is the development of public awareness and enthusiasm.
Rarely 15 such a political will iniriated, and even more rarely is it sustained, unless the
policy makers sense public interest and concern. In most societies at least two valuable
resources exist for generatring this eanthusiasm: the wass media and the organized
constituencies concerned with the well-being of children. Both need to be courted,
cultivated and interlinked for the achievement of a common goal.

4.3 Guildelines

(A) Situation Analysis

Situation analyses at country, distriet and school level are useful steps in the
development of an effective programme of health education.  Such analyses will involve:

(3) the identification of major health problems and needs of the community including those
of school—age children, by collecting not only demographic but also descriptive
profiles of the health behaviour of childrenj

{(11) the aszessment of existing health educatlon programmes and other chammels of health
learning, their impact on the problems and needs identified and the extent to which
they can be strengthened;

(i11) an assessment of the degree of intersectoral cooperation existing or achievable;

{iv) an assessment of resources actually or potentially available, and setting of priorities
for the use of these resources]

{v) the selection of solutions and methodologies to be adopted for implementation,

The Consultation specifically recommended that all gountries undertake gitwation
analyses by the year 1990 at national level, drawing on analyses at community level,

{B) Research, documentation and evaluation

The research agenda for strengthening health learning of school=age children is
extensive and diverse, There is al3a¢ an urgent need for more affective mechanisms for
disseminating the results of research already coupleted and in progress, so that countries
can learn from sach other, Among the many areas in need of such research and sharing of
resulte are:

(i) collection and analysis of demographic data, especlally related to nom-school-going

children, to identify who and where they are and through which pathways they may be
reached]

(ii) Ttbehavioural research related to such gquestions as the health beliefs, values and
interests of childrenj the motivation of teachers, health workers and administrators;
the impact on children of conflicting values and behaviour} the relative effectiveness
of different educational methodologles and approaches in bringing about desired
changes; the accessibility and credibility of wvarious channels of communication for
children in different settlings and cultures, and many more;

{111) creative experimentation with new methodologies, or adaptation of existing cnes to
different settings, accompanied by objective documentation and evaluation of outcome;

{(iv) communication research to assess such areas as the impact of commercial advertising on
health attitudes and behaviour of children, the rvelative effectiveness of various media
and modes of prasentation, singly and in coordination, ete,

(C) Patterns of intersectoral collaboration

Each country starts from a different base and hag its own particular ecircumsrances with
regpect to organizational structures and allocation of responsibilities, The following
guldelines are therefore proposed for consideration and country-gpecific adaptation:
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(1) In most circumstances it appears desirable that the education gector have primary
responsibility for health instruction in schools, and the health sector for school
health services, This guldeline alone dewonstrates the absolute necessity for
cooperation between the two sectors, from the highest Miaflsterial level down to the
smallest community,

(il) To help achleve thig cooperation it iz desirable to ecreate a formal mechanism at
inter-miniaterial level, in the form of a permanent committee or task force, with
sufficient authority to influence policies and practices throughout both systems.

{1ii) With regard tc the health learning of out—of=school children, the heslth sector will
have the major responsibiliry in most ¢ircumstances and should actually collaborate
with adult and non-formal education, mass medlfa and volumtary organizations to reach
these.

{iv) To deal with the broader fssues of health learning, it is desirable to create a
mechanism at national level which includes, at a minimum, representation of the
governmental sectors of education, health and communication plus veluntary and other
nongovernmental organizationsa, the principal mass media, and other concerned groups.
lts function iz to share information, influence policies and develop joint action.

(D) Integration of health educatien 4in scheol curricula

Countries, and often communities within countries, differ widely in the extent to which
health fnstructicon 1z presented to children in schoeol and the manner in which it is
provided. Following are some general guldelines:

(i) Health education should be pervasive to the whole educational enviroment, Including:

(a) the teaching propramme;

{(b) the physical, mentsl and secial envirenment of the school:

(e¢) the school health services;

(d) involvement of schools in services and activities to improve the total health
status of the community.

(11) The nature and quality of school health education programmes should be evaluated by the
extent to which they achieve:

(2) instruction intended to motivate health maintenance and promote wellnees and not
merely the prevention of disease or disability;

(k) activities designed to develop decision-making competencies related te health and
health behaviour;

(c) a plamned, sequential pre-~kindergarten to end-of-achool curriculum based on
students' needs and current and emerging health concepts and societal issues;

(d) opportunities for all students to develop and apply in real-life situations
health-related knowledge, attitudes and practices individually,

(111) Health education ghould be taught as z specific subject at appropriate Zrade levels,
and should also be consciously and actively incorporated in the teaching of other
subjects,

{iv) Among the {llustrative topics recommended for inclusion in health instruction are:

{a) special health problems and needs in the community]
(b) mental/emorional healrh;

{c) environmental health;

(d) family life and reproductive health;

(e) growth and developuent;

(f) nutritional health;

{g) personal health;

(h) prevention and control of diseazse and discrders;

(1) safety and accident preventlion
{j) drug abuse;

(k) exercige and physical education related to health,
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(E) Human resources for health education

(1) It is jmportant that all reachers and also educators of teachers receive some aducation
related to health as a pavt of their basiec professional preparation and that teachers
currently in service receive training which will enable them to deal with health
subjects competently and confidently.

(ii) Orientation and skill development in education and communlcation, especially two-way
communication, should be incorporated in the professional praparation of physicians,
nurges and all other health workers,

(1i1) Interdisciplinary workshops and seminare invelving health and mass media personnel can
make a significant contribution to their mutual understanding and cooperation.

(iv) All programmes designed to prepare individuals for participation in health education
activities of any kind should emphasize motivatlon as well as content,

(F) Development of materials

(i) There 4s a continuing need for improved and updated curricula and teaching materials
which countries can adapt to their special circumstances and needs, both for health and
family life education courses and for modules to be loncorporated in other subjects,

(ii) Materials and modules designed to be used by a variety of non—school groups for the
children not attending school are urgeatly needed. Such projects as CHILD-te-child,
PACT and UNICEF's Child Survival and Development Programme are providing pioneering
leadership in this area,

(1ii) Inter—country exchange of successful curricula and materials, and some form of clearing
house, would serve a highly useful purpose.

4.4 Suggestions to international agencias

The Consultation also suggested to WHO, UNICEF and UNESCO to examine the ways in which
they could best help Member Countries in their efforts to strengthem the health education of
the school-age child, in particular through: advocacy at the policy-paking level, an
information gharing system, support for research, the publication of menuals for teachers and
health workers, ete,
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Annex 1

JOINT WHO/UNICEF INTERNATIONAL CONSULTATION
ON HEALTHE EDUCATION FOR SCHOOL-AGE CHILDREN

Geneva, 30 September to 4 October 1983

AGENDA
1. Opening of the Meeting.
2. Selection of Offifcers {Chairman, Vice—Chairman and Rapporteurs).

3. Adoption of the Provisional Agenda and the Programme.

4, The School-age Child in Perspective: family, school and environment - biological,
social and psychological fssues.

5. Health Services for the School—age Child - An Educational Approach:

5.1 safety and accidents;

5.2 communicable diseages;

5.3 oral health;

5.4 physical education}

5.5 unhealthy behaviour such as smoking, alcehel and drug abuse;

5.6 mental health of the school-age child — the effect of social change.
6. School Health Education: concepts, probleme and approaches:

6.1 iszues relevant ro school-age children (6—14 years), similarities and differences
with other age groups;

6,2 school, home and community jinterface, synerglsm and confliet;

6.3 school environment;

6.4 teacher preparation;

6.5 curriculum development: methods and media;

6.6

6.7

CHILD=to=child education;
family life education.

7. Non-formal Health Education for School-age Children = both In-school and Out-of-school:
. social instituticons — religious and community organizatioms, etc.

7.1
7.2 mediag
7.3 ecreative use of leisure time,

8. The Child Survival and Development Programme.
9. Any other items.

10, Recommendations.

11, Closure of the Meeting,
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Annex 1I

JOINT WHO/UNICEF INTERNATIONAL, CONSULTATION
ON HEALTE EDUCATION FOR SCHQOQL=-AGE CHILDREN

Geneva, 30 September to 4 Qctober 1985

PROGRAMME

Monday, 30 September 1983

09,30

10,00

10,45-11.00

11.00-13,00

13.00-14.30

14,30~15,45

15,45-16,00

16,00-17.,30

Tuesday, 1 October

Desk open fer clarification of administrative affairs for Tempotary
Advisers.

Opening of the Meeting.
Election of Officers (Chairmam, Vice—Chairman and Rapporteurs).
Adoption of Provisional Agenda and Programme,

Coffee or tea break.

School-age Child {in Perspective:r family, school and environment -
blological, secial and psychological issues (Agenda item 4).
Document WHO/UNICEF/HED/85.35.

Presentation and discussions.

Luneh break,
Health Services for the School-age Child - An Educational Approach

{Agenda irem 5).
Documents WHO/UNICEF/KED/85.15 and 85.13).

Tea or coffee break.

Discussion on Agenda items & and 5.

1985

09.30-10,45

10,45~11.00

11,00-12.30

12.30-14.30

14,30~15,45

School Health Education; c¢oncepts, problems and approaches (Agenda
item 6).
Docements WHO/UNICEF/HED/85.6

85.8

B85.9

85,10

83.11

83.12,

Coffee or tea break.

Presentation of above documents and discussions on Agenda item 6.
Lunch break.

Group Work:

Theme for Group 1

Strategies and guidelines for curriculum development for school
children.
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Theme for Group 2:

Strategies and guidelines for non—formal education of school-age
children.

15,45=16.00 Coffee or tea break.

16.00-18,00 Continuation of Growp Work,

Wednesday, 2 October 1985

09,30-10.45 Discussion on Agenda item 6.

10.45=11,00 Coffee or tea break.

11.00-12.30 Continuation of Discussions on Agenda item 6.
12,30-14.00 Lunch break.

14,00-15,4% Continuation of Group Werk.

15.45=16.00 Coffea or tea break,

16,00-18.00 Continuation of Group Work.

Thursday, 3 October 1985

09.30-10.45 Non—Formal Health Education for School-age Children (Agenda item 7).
Document WHO/UNICEF/HED/&5.14,
Digeussionsa.

10.45=11.00 Coffee or tea break.

11.00-12.30 Continuation of Discussions on Agenda item 7.

12.30-14,00 Lunch break.

14.30~15.45 The Child Survival and Development Programme (Agenda item 8).
Document WHO/UNICEF/HED/85.7,
Discussions.

15.45-16,00 Coffee or tea break.

16,00-17,30 Continuatien of Discuseions on Agenda ltem 8.
Reports of Working Groups.

Friday, 4 October 1985

09.30 Recommendations.
10.45-11.00 Coffee or tea break,

11,00-12.30 Continuation on Recommendations.
Draft Final Report and Recommendations.

13.00 Clogure of the Meeting.
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Annex III

JOINT WHO/UNICEF INTERNATIONAL CONSULTATION
ON HEALTH EDUCATION FOR SCHOOL-AGE CHILDREN

Geneva, 30 September to 4 Qctober 1985

LIST OF PARTICIPANTS

Tewmporary advisers

Mrs A.N. Ananieva
Senior Regeavch Worker
Institute for Research in Hygiene

of Children and Adolescents
Moscow
USSR

Dr Huang Baomin

Jiangsu Provincial Anti-spidemie
Starion

Nanjing

China

Dr H. Burhani

Pirector of School Health Services

Demonstration Training and
Regearch Centre fotr Oral Health

Jissr Al-Abvad Street

Damascus

Syria

Dr Nelly Camargo

Department of Communication and
Behavioural Science

Transdisciplinary Centre of
Communication Studies

University of Sao Paulo

Caixa Postal 20,628

Sao Paule

Brazil

Dr J.M. Cohen Solal

D&lé&gué GEn€ral, Comité Frangais
d'Education pour la Sants, et

S&criétaire Général, Unjon Internat-—
ionale d'Education pour la Santé

9 rue Newton

75116 Paris

France

Professor Judith Igoe

Director of School Health Programme
Health Sciences Center

University of Coleorado

4200 East 9th Avenue, C-287

Denver, Coloradeo 80262

UsA

Dr N. Kodagoda

Professor and Head

Department of Forensic Medicine
Faculty of Medicine

University of Colombo

Kynsey Road

P.O. Box 271

Colombo

S5ri Lanks

Mr J.8. Manjul

Daputy Director

School Health Education

Central Health Education Bureau
Kotka Road

Temple Lane

New Delhi 110002

India

Dr 1.B., Mantra

Director

Centre for Health Education
Ministry of Health

Jalan Pasar Minggu 17
Jakarta

Indonesia

Mrs Dourdana Masmouwdi

Présidente de la Jeunesse Féminine
Union Nationale des Femmes de Tunisie
56 Boulevard Bab Benat

Tunics 100}

Tonisia

Dr Klara Mer&tel-Jobbazy
Consultant Head Physician
Iustitute of Hyglene, and
General Secretary,

School Health Society,
Varadi S.u. 35-41

1032 Budapest

Hungary
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Frofegsor K, Minde

Director of Psoychiatric Research
and Professor of Psychiatry and

Paediatrics
The Hospital for Sick Children
55 University Avenue
Toronto, Ontario M3G 1X8
Canada

Dr E. Minya

Medical Superintendent
Chinhoyi Provincial Hespital
P,0, Box §204

Causeway

Harare

Zimbabwe

Mrs Hawa Aden Mohammed

Haad

Women's Education Department
Ministry of Education

.0, Box 1484

Mogadishu

Somalis

Dr Chinyelu Okafor

Department of Nursing Sciences

Faculty of Health Sciences and
Technology

College of Medicine

Univergity of Nigeria

Enugu

Nigeria

Mr T, Oommen

Former Head

School Health Unit
Ministry of Education
¥uvala Lumpur

Malaysia

Mrs Mary Ower

Nutrition and Health Educator
Ministry of Education
Governwment of Uganda

P.0. Box 8

Entebbe

Uganda

Dr Faz G. Ramos

Vice Chancellor for Academic Affalrs
University of the Philippines

Quezon Clty

Philippines

Professor Mehry Raszekh
Case Postale 106

1211 Geneva 25
Switzerland

Mrs Florida Traub

Director

Rural Communications Network
P.0., Box 3760

Monrovia

Liberia

Dr J. Webhk

Tropical Child Health Unit
Ingtitute of Child Health
30 Guildford Street
London WCL1N 1EH

United Kingdom
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Representatives from U.N. Agencies

Unlted Nations Educational, Scientific and Cultural Qrganjzation (UNESCO):

Mr F. Vohra, Senior Programme Specialist, Division of Science, Technology and
Vocational Education.

United Nations Fund for Population Activities (UNFPA)

Mr F. Arguello, Senior Liaigon Qfficer, Geneva,

United Nations Relief and Works Agency for Palestine Refugees in the Near East {UNRWA)
Dr H.J. Hiddlestone, Director of Health and WHO Representative.

Observers from Nongovermmental Organizaticons

International Green Cross, 20 Chemin du Bouchet, 1209 Geneva, Switzerland:

Mr J. Handler, Secretary Genaral,

Commonwealth Scientific and Industrial Research Organization, Kintore Avenue, Adelaide,
South Australia:

Dr W. Coonan, Healrh Development Unit,

International Reference Centre for Community Water Supply and Sanitation,
P.0. Box 93190, 2509 AD The Hague, Netherlands:

Miss M. Boot,

International Union for Health Education, 9 rue Newton, 75116 Paris, France:

Dr J.M. Cohen Sclal, Secretary General.

Mr F.J. Tomiche, Editor, Hygie.

Dr C, Yarham, Head, Department of Health Education, Kuring-gai College of Advanced
Education, Lindfield, New South Wales, Australia.

League of Red Cross and Red Crescent Societies, Case Postale 276, Geneva, Switzerland:

Mr K, Verstraete, Health Education Unit, Belgian Red Cross Soclety.

Metropolitan Life Insurance Co., 1 Madison Avenue, New York, NY 10010-3690, USA:

Mr C. Pearson, Assistant Vice-President.

The Univergity of Texas Center for Health Prowmotion and Research and Development,
P.0. Box 20036, Houston, Texas /7225, USA:

Dr L.J, Kolbe, Associate Director (and Associate Professor of Behavioural Sciences
at The University of Texas 5chool of Fubliec Health).

World Council of Churches, P.0. Box 66, 1211 Geneva, Switzerland:

Dr R. Hannar, Christian Medical Commission.

World Scout Bureau, P.0. Box 78, Geneva, Switzerland:

Mr R. Thowson, Child Health Project Liaison Executive for the World Organization
of the Scout Movement and the World Assoelation of Girl Guides and Girl Scouts,
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Secretariat

Mrs A. Abasiekong, UNICEF, Lagos,.

My M. Ahmed, Senior Education Adviser and Deputy Director, Programme Development
and Planning Division, UNICEF, New York,

Mr H, Ben Aziza, Regional Officer for Health Education, WHO Repional Office for Africa,
P,0, Box 6, Brazzaville, Congo.

Migg M. Cardenas, UNICEF, P.Q. Box 202, Jakarta, Indomesia.

Mz H.§5. Dhillomn, Chief, Human Recources Development, WHO Regional Office for the
Western Pacifie, P,.0, Box 2932, Manila 2801, Philippines.

Dr F. Flahault, Directrice, Service de Santéd Scolaire, Direction DEpartmentale
de 1'Action Sanitaire et Sociale, Préfecture de Haute Savoie, Annecy, France.

Dr H. Friedman, Maternal and Child Health, Division of Family Health, WHO/HQ.

Mrs M, Glasgow, Water and Sanitation Programme, UNICEF, New York {Co—secretary),

Mr M. Grant, Division of Mental Health, WHO/HQ.

Dr J,=J. Guilbert, Educational Planning, Methodology and Evaluation, Division of Health
Maznpower Development, WHO/HO,

Dr J. Hamou, Assistant Director-General, WHO/HQ.

Miss M. Hamunen, Expanded Programme on Immunization, WHO/HQ

Profeagor E. Hillman, MCH Advisor, UNICEF, P.0. Box 7047, Kampala, Uganda.

Professor 0. Jeanneret, Institut de Medecine Sociale et Préventive, 27 Qual Charles
Page, 1211 Geneva,

Mrs B. Kabre, UNICEF, Ouagadougou.

Mrs A. Kaplun, Consultant, Division of Public Information and Educatfon for Health,
WHO/HQ,

Dr J. Leowski, Tuberculosis and Respiratory Infections, Division of Communicable
Diseases, WHO/HQ,

Mr J. Ling, Director, Division of Public Information and Education fox Health, WHO/HQ.

Dr A, Moarefi, Congultant, Division of Public Informatlon and Educarion for Health,
WHO/HQ,

Dr G. Oblapenko, Training Officer, Diarrhoeal Diseases Control, WHO/HQ,

Dr b, O'Byrne, Technical 0fficer, Health Education Unit, WHO Regional Office for Europe,
8 Scherfigsvej, 2100 Copenhagen 0, Demmark,

Mr H, Ogden, Consultant, Division of Public Information and Education for Health,
WHO/HQ.,

Dr J, Orley, Divigsion of Mental Health, WHO/HQ.

Dr 5. Moday, Managerlal Process fox National Health Development, WHO/HQ .,

Dr L./Philip, Consultant, Division of Public Information and Education for Health,
WHO/HQ.

br P./Rosenfield, Special Programme for Research and Trailning in Troplcal Diseases,
WHO/HQ.

Mrs J. Sarde Infirri, Oral Health, Division of Noncommunicable Diseases, WHO/HQ.

Dr P.M. Shah, Maternal and Child Health, Division of Family Health, WHOQ/HQ.

Dr 0. Suleiman, Regional Advizer for the Expanded Progamme on Tmmunication, WHO Regional
Office for the Eastern Mediterranean, P.0Q. Box 1517, Alexandria 21511, Egypt.




