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Attanam rakkhanto param rakkhati
Param rakkhato attanam rakkhati

Protecting oneself one protects others
Protecting others one protects oneself

‘Dhammapada’
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SCHOOL HEALTH EDUCATION
IN SRI LANKA

INTRODUCTIbN ’

Nearly 3.5 million school - children spend more than one
third of their working hours at school. Almost . another
1/3 of their lives is spent on either going to or getting back
from the 10,000  schopls, and in activities related to jthe
school, such - as homewerk and games. A school child
therefore -spends .mearly two thirds of the ten formative
years from Grade 1 to 10 in the psychological grip, social
climate and environmental milieu of the school.

‘The- mix of students, teachers and types of schools from
Pirivena to Private, and Estate . to Governmental - schools
reflect the process of evolution of. education in Sri Lanka,
from a mainly religious background, and corresponds o parti-
cular needs _and influences of different  sactors of the
population, religious groups and working classes (See Table 1).

PARENT AS TEACHER

From the earliest times in Sri Lanka traditional vocational
skills were' gained from parents of master craftsman through
a process of apprenticeship. Observation and participation
in simple tasks at home or in the workshop provided ele-
mentary skills in the trade or profession for members of
a “clan, the skills being caste centred and mainly related
to the function of the group and the needs of the society.
Within the caste or irade was some scope for diversification
of skills and a hierarchy of expertise. -More complex skills

5.
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of the trade were learnt by long and painful years of wat-
ching and working with the master and gathered more ' through
informal exchanges rather than through formal precept. The
vedamahatmaya, the village doctor, and the traditional healers,
each had their disciples. The Guru-shishya (Teacher-Student)
relationship was an accepted norm in the society, with well
defined status and roles permiiting and limiting treatment
and cures. The development of specialisation in the traditional
fields of medicine can still be observed in - the practice of
«Snake bite spacialists’®, (Sarpa Veda), “Bone Specialists”
ctc. At present the school and organised forms of education
have gradually and almost totally eroded and displaced the
role of parents and the family in education. This is partly due to :

(i) The knowledge and technological explosion of the 20th
century. (“Parents felt that they did not know enough’’).

(ii) The process of urbanisation, industrialisation and colo-
" nization of new lands led to changes in social struc-
tures from exiended family units to nuclear families,
(“Grandparenis share in education reduced”).

(iii) The incrcased female employment and reduction in
parental time and opportunity to impart education.
(“Mothers unable to provide centinuity in education”).

(iv) The increasing role of the state in providing mini-
mum levels of education for all its citizens,

DEVELOPMENT OF INSTITUTIONS

Sri Lanka was in the forefront of providing education to
all its children through non fee levying schools. ‘‘Free Edu-
cation”” from October 1945 (1). The itend to increase edu-
cational opportunity to its growing citizens is re-emphasised
in the provisions of free school text books to school children:
in 1980 (2). The strengthening of the role of the school
in education has unfortunately relegated the role of the
parent. This partnership role is vital for health behaviours
which are daily recurring evemts. The ‘health - behaviours

6
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TABLE |

No. hf _Schools - 1980

Goy’ernment 9] TF
Private 37 .
Estate 358
Pirivena _ 282
Total 9794

Fig.

Distribution of Schools by Ne. of Students
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TABLE 2
Pupil - Teacher Ratio-

Student No. of Teachers % Ratio
Population
3,280, 839 ‘ 138,488 ‘ . 236

Range in districts 19.8 to 25.9

o Excluding_Pirivena S_chools‘(l980)

- TABLE 3

Pattern of Distribution of Students

L :  No. of .
e o Sl Students o
Frimary School : ; :

Gr. 1-—5 2,054,610 624
Secondary School

Gr. 6—10 1,026,984 31.0
Post Secondary :

School 199,193 6.9
Gr. 11—12
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initiated at home, get tested, modified and socialised at the
school. The reinforcement and moulding of new behaviours
become a mutual task between school and home. The. impact
of school healith education on family bechaviour depends on
the degree of cooperation between the community, schools
and homes (3). '

Institutionalised learning had their carly beginnings either
in monasteries or military academies. War was a constant
threat to every monarch and mastery over the mechanics
and strategies of warfare ~were highly prized skills. At a
more humane Jevel buddhist monasteries set up to train
monks paid great attention among other things, to the under-
standing and interpretation of scripture, the attitude to living
beings, and their environment, and especially to the norms
coverning monk behaviour, In the training of monks the
canonical aspects of learning had nine paris “navanga’, and
ihe liberal aspects of learning constituted the “five vidyas’,
«Cikitsavidya’’, medicine was one of them (4). Cleanliness
both internal and external is a virtue that holds a ‘high
position in buddhist -thought. One of the seven conditions
necessary for fulfillment is vatthuvisadakiriya or the clean-
liness of things (5). The vinaya describing monk behaviours
related to health states that the monk is one who “does
not allow his hair or nails. to grow too. long.....His
belonging and lodgings should be kept clean and tidy”
(6). The use of a piece of cloth to strain water (Perahankada)
and the use of chewing sticks (Dahatikoora) to clean "teeth
demonstrates the meticulous attention paid by. monks® to
health, . The monasteries where buddhist nuns were trained
paid cqual cmphasis as they were associated in the care of
ihe sick (7).

In keeping with this tradition, the public was exposed
to and influenced by the monks in the practice of health
habits, Education and guidance of the laity was the duty of
the monks (8). Laity were also afforded the opperiunities
io learn at monasteries, Today the Pirivena (itemple) schools
and the Sunday schools that derived the traditions of monastic
teaching reflect the religious bias in healih cducation,
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The. private schools started by Christian Missionaries had
mainly two sireams of influence. One from the traditional
western model originating from England and France, pafterned
on the jesuit methodology of indectrination and pratice, and
the other from the American Missonaries reflecting the more
liberal influcnce of he educational psychologists from Tichener,
Dewey and Thorndike at the turn of the century.

AUTHORITARIAN APPROACH TO HEALTH' CARE

" The imposition of western traditions in health care was more
or 1éss directly iransplanted without too much analysis as
to the appropriateness or relevancy of some of -the interven-
tions. - The consiruction of large mental asylums and leprosy
hospitals' where - paiienis were -more or less isolated is a case
in- point. The building of "water seal lairines in the dry zone
where ihere was -a perenmial shortage or water; is another
¢xample of iransplanting, - without- roots to the culture or the
resources -of ‘the - people. ~The difficuliies encountered in
encouraging and educaiing people - to ' take suitable health
measures, made adminisiraiors, and unfortunately educators,
to take an authoritarian approzch. io enforce health measures.
The epidemics of plague, small pox, and cholera, common
during the early part of this ceniury, added the dimension
of fear and a sense of urgency that supported this authori-
tarian stance. + Fear was an essential ingredient in the
relationship- beiween ruler- .and subject in the colonial times
and educational instiiutions reflected this - position.  This
state of affairs bred a total dependency on the system for an
individual’s healih, and deprived initiative and enterprlse for
solvmg health problems.

CURATIVE AND PREVENTIVE CARE

The Christian Missionaries. who came to Ceylon had as one
of then' objectives to ¢are for the sick, and they did a
remarkable - job with their dcd;catlon and selflessness. The
tendency was to seek out and treat the illness, in which the
western trained doctor or nurse was adept at, and pay less
attention to the = socio- cultural ‘and ehv:ronmenta[ factors
contributing to the lllness Tlm was the un?‘ortunate spm oﬂ'

10
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from the disease centred approach. Perhaps this happens-when
external agents enter into a situation and observe recurring
events as crises, and try to: help in the best way they know
and can. :

On the other hand thc local tradmon of ' Ayurveda, and the
Buddhist way of llfe paid great emphasns on the ways people
lived, their harmony with other beings, cleanliness, diet and
how they ate, how they were to behave to be healthy,. and
what they had to do during and after an illness. This
provided a philosophical basis for preventive care and respon-
sibilities of the individual for healih cire. As an:example
the social custom and symbol such- as the use of margosa
leaves or gokkola, to indicate an infected houschold provided
a natural quarantine and safeguard to the community,  How-
ever the germ -theory of disease, the identification of bacteria
through the microscope and ihe discovery of aniibiotics: pro-
vided an impetus to the disecase cenired approachin the
teaching of health, Thisauthoritarian and knowledge based model
for health teaching was the predominant - pattcrn for ‘health
instruciion for almost -a hundered years. 2T ;

THE PRESENT TRE.ND
The present trend recognises the two approaches to health teaching : -

1. The total health . approach emphasises_ the physical,
menial and social well being and education: for such
a siaie. ;

2. The problem centred approach identifies discrete illnesses
and education for the management of such specific
situations.

The early years of growth and development of the child
provides opportunities for a more comprehensive approach.
The later years' in the primary and secondary grades are
more suiiable for using childhood experiences of illnesses or
contact with health persons or institutions, as starting points
in the teaching. A continuous recognition that healih is a
siate of well being and not merely the absencz of illness is a
sound basis for whatever approach seems practlcal ina grvcn
Shuatlon

11
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CHANGE ‘WINDS

There has been rapid changes in the last 10 years. An
integrated curriculum for health teaching has been developed
for the primacy grade, under the environmental studies unit.
There is more emphasis on behavioural ‘aspects of health.
At the secondary level the health science topics relate to the
needs”of the student and relevant health problems. There is
an’ attempt “to reduce the content, and emphasise the impli-
canorls of 111ness and the modes of prcventlon

An mtcgrated curciculum is an-excellent way of enablmg
the student to internalise aspects of health through a myriad
of situations and stimuli. The bias of the teacher, and the
lack-of skill to teach health may deter and mask the effectiveniess of
the imtegrated curriculum. ‘Also revision of the curriculum
and refinoment of the evaluation procedures become manda-
tory ifo - establish that the.change has been worthwhile. The
content of siudent learning to match cuirent problems and
student “interests necds constant revision. The parftern of
illnesses shows a sigaificant component (40%) rooted; in the
eavironment: diarrhoeal diseases. Malaria, Filaria etc. In the
last  decade there is an increasing -incidence of accidents,
heart, diseases, hypertension, -diabetes and cancer along with
nuiritional disorders. Chronic conditions need life long soiu-
tions. Snappy solutions and rule of fhumb answers will not
help. - Adolescent problems, Menarche, Population education
and Drug education are some topics of growing cencern to
the 12:16 age group and needs . greater recognition m the
cumcalum :

TRAINING OF TEACHERS IN HEALTH

'l'he .curriculum, like the consutui!on must be protected
and safegua ‘ded and modified when. nccessary.  Bat . its - ulti-
mata benefit - is from appllcanon and -use. Therefore the.
abnhty and skills of the.- ‘teacher, fma.lly determme*; ~whether,
it can be translated into health -actions by school chlld,en
The number of teachers. at . govemment puva‘fe and- esiate -
schools. is 138, 488, which provndes an apparently &ainsfactory
student teacher ration of 23. 6, which is lower than most

12
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countriés in the region. Orientation of a significant propor-
tion of these feachers to the new cumculurn was a major
concern. : : ;

In service training to develop a critical mass of master
teachers at the circuit level and a core. group of teachers
at the school level has been .in progress for the last two
years. The problems are particularly acute in reaching the
small schools (50-200 students) and the larger schools
(500-1000). The average sized school (200-500) ssems the
most flexible and amenable to the curriculum change.

Revision of Training College curricula fo incorporate this
mew scheme for healih teaching is in progress. The teache:
educators need to gain skills in -emphasising the health com-
ponents in the integrated curriculum and in designing teaching
kearning experiences for health teachers. ;

CONCLUSION .

This book looks at the child at entry and through
school and identifies some of the abilities and interests of
the child and what the child wants to know. The major
health problems in childhood are discussed, with emphasis
on the ability of the school sysiem and the health care
system to be able to iniervene, through screening by teachers,
and referral and care by primary level institutions, and
hospitals, Education based on health problems detected
among school children recognises these events as ‘teachable
moments’” likely to bring about changes in health behaviour.

The organisation of the curriculum conient, and the
preparation of the teaching-learning experiences to fit the
screening, referral; and follow up of health problems of
school children would be ideal. An outline is suggested.
The format of teacher training at training colleges and at
in service is also reviewed through reporis. The skill of the
teacher  in. combining different methods and resources are
illustrated from selected case studies. This beok also provides
ready reference materials for teachers on identifying learning
abilities. of students, and suggestions for planning teaching
sessions,

13
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Almost two decades ago UNESCO - (1966) expressed
the trend “Todays schools seek to develop -the kind. of
educated person who understands the basic facts about health
and disease, protects and promotes his own health and that
of his family and helps to improve the health of ‘the
community’>. The urgency is even greater in the 80’s. And
over two thousand years ago the Talmud expressed the
many faceted aspects of the problem for teacher, parent and
student. o ' ;

If 1 am not for myself
Who will be for-me? . .
If T am for myself alone;
What am 1?

If ‘not now - when ?

14
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THE ROOTS OF HEALTH EDUCATION

DRILL AND PHYSICAL EDUCATION
TO HEALTH SCIENCE

Physical Education in the form of ¢Physical Training’ begin
ia some of the larger schools in urban areas some where
around 1875. In these schools physical training .really began
with the formation of Boys’ Brigades and Volunteer Corps.
The teachers in” these schools who handled ' this - type
of training wére  called the *Drill Masters”. The Drill
Master came under the influence of the army authorities.
By 1879 all students in these schools were regularly drilled
as an aid to the maintenance of discipline, parading and
improvement of physique: (9). . :

By 1891 Physical Training and Drill had been included in
the normal curriculum of every school in the island. Accor-
dingly great emphasis was then laid on simple: systematic
instruction in drill to the school children. The Inspector of
Schools  was required to report to his superior officer on the
progress made on each visit to the school. ‘He was also
expected to give general guidance to the teachers on metho-
dology in Physical Training and Drill. Marks and even prizes
were awarded at these inspections to the teachers for their

progress and proficiency.

At this time the need for suitable text books in physical
drill became evident as teachers in most instances had little
experience and less skills, and needed to be trained. In the
year ‘1891, a Manual of Instructions was developed and
distributed among the larger schoels.. Some schools had carried.
out the instructions given in the circular very effectively.

15
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The modern and the trad:tnnal meet . in the pirivena schools,
The buddhist monk views hook worm ]arva through the microscope.

In 1900 Chesterton’s Manual had been translated- ‘inte
Sinhala and sent to every school. Instructions as to ifs use
was embodied in the departmental code. Difficulties arose,
as the idea of drill ‘and physical exercise was equally forexgn
to ieacher and pupll yet a fair proportion of the schools
exhibited creditable performances in these physical activities.
In the girls’ schools the idea of physncal training and dnl[
was left entirely to the d:scret:on of the Head Mistress “and
met with resistance from parents who had ob]ected to seemg
their daughters taking part in any form of physical exercise. in
public (10).

Incxpenswc gamcs such as “Rounders” was mtroduced and
rulﬁs of the game translated into Sinhala was sent to’ all
the Government. schools.- This popular game in “schools
known as. ‘*Ellc“ brought -in the dimension of exercise - w;th'
enjoyment to the siudeni,

16
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~An( 1902 Drill : was ‘madé compulsary in ‘all schicok;, and
two: hours - per 'week: of" Phyaical traiding and. -development was
part. of - the - school. curriculum in’ 1920. - The new curriculuns: -of
1940 brought in: Boxmg to schools as part of the physwal
dcvclopfﬁlent movemsent

As tlus mecha.mca] approach to exércise:and© health was
going on a movement of child centred and socrety centred
educational reforms were taking place. = The revival- of - the'
mational religious movements Buddhist, Hindu and Muslem
m the latter " pdri -of the ' 19th : cemtiary marked a >tufning
point in stimulating .community participation im education (9). : ‘As:
a further step in the evdlutionary process’ thie ‘rural’ education
scheme ~was . developed in. 1931.. : This .was -known as” the:
Handessa. Scheme (11). "The main objective of:this scheme: 'was to:
make the learning relevant 'to the' student and:to - enable him
to fit into the rural -setting; local conditions, crafts and occu-
pations.  Health was a main component ‘in this programme-
and covered personal hygiene as well as hcalth and sanitation
of the school and locality.  The erection of latrines,
westing of water supplies ‘of the neighbourhood, spraying- and'
dnsmfectmg mosquito breedmg places, and building protected wells
were some  of - the main practlcal tasks for tcachers and
siudents.’

Durmg thls soclally active rural teachmg penod, -the
Malaria Epldemlc of 1935 killing over 4,700 persons triggered off.
a massive school centred malaria. control programme (12).. Thc_-
framework of the Handessa Scheme for health was’ ideally.
suited for the interventions in malaria control and served a key
role in the conirol of  malaria. In 1947, the sub]ect itself;
was changed to Physxcal Education. Kandyan and other forms
of dancmg became' part of the programme. 2

The turmng pomt in the progress of physical educatlon in
Ceylon Schools began in 1950 with the appointment of a-
Medical Officer, as Education Officer in charge of Physical
Education. ''With the- development of the: Programme -a separate
branch of Health and Physical Education was - cfeatcd .in the
Department of Education.,

¥7.
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. In 1951, '50 Physical Training Instructors (P.T.I.) ‘were
appoin‘ed to Goviernment Central *Schools: and  with . it . also
began @n intensive . scheme of - in-service ' training’ of teachérs.
Both men and . women .were appointed. to the - District
Education Offices to surpervise and carry. out: the. Physical
Education Programme. Physical Trammg Instructors were also
appointéd io Teachers’ Coliege ! . : ;

S_UMMARY

DISClphhe and dnll was the basns for physical develop-
ment . for - more ‘than ;60 -years. Games .and . dancing becape
part of physical -training. only around the mid. 40s. ~ Health
as part. of physical education is a.quite a recent development from
the 50’s. .Early' morning -inspection: of .school - children  for
cleanliness and : monitoring- of health: habits particularly ‘in- the
primary - grades  -was _instrumental’ in imprinting ‘some " of . the
more ! useful practlocs among school children. dunng thxs penod

(13). '
DEVELOPMENTS IN HEALTH. EDUCATION ;o _..' L

Th catlonal boom -of __the- post, mdependeuoe era
(1948). with the  liberalisation of the authoritarian model -had
far reaching implications in the practice of health habits by
school children. Farlier the small numiber of siudents aften-
ding schools were checkcd supervised punished  and SOma-"_
times réwarded for their health related behaviours. Later on
the large influx of students with the advent of free education,
the- lack ‘of / cmphasm ‘on health“as a sub]ect and “the Iack
of competenc:es of health teachers, all  contributed to a
ia:ssez faire- attitude - to health- teachmg in schools.. Emphasfls.
was on thé ‘physical educatlan component as part- of the
long tradition and heritage ‘of - drilling. - Health ‘teaching was’
relegated a marginal role. Concern for the health of the
school ““child ‘and " the ‘quality -of* -hedlth- teachmg in schools
was re&uved by a msmbc‘r of develobments '

(l) 'I‘lie school medlcal , mspectlons of schooI chddren
carried -out by ‘medical officers ~emphasised--the fatent
morbidity among school childrert (14). S i

18
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20,

The review of sanitation, water and class room

- facilities; for children.

The role of international agencies like UNESCO, WHQ
and UNICEF in School Health (15).

The establishment of a National ~Joint: School Health?
Council of the Ministries of Education and Health.

The establishment of the Curriculum Development
Centre which helped the development of the curriculum
in- Health- Education” in collaboration with the Health
Ministry:.

The organisation of a Health Education Unit in 1955 in
the Ministry of Health and the development of School

‘Healthi: Education. Unit as part of the Health Education

Buredu n 19’75
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Hcaith beautiful psople also have. lice. Cuhure and- =
o ~-- tradition have ‘ways of cleaning up.
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CURRENT SITUATION

In the primary grades health is part of the environmeat
and social studies integrated curriculum. The curriculum has been
operative from 1972 at the Gr. I level and Gr.V level in 1978.
A core group of teachers have been trained to use this curri-
“culum giving emphasis to the health aspect. However the
number and competency of the teachers to handle this subject
needs strengthening. ' '

At the secondary school level Gr. 6- 10, the subject of
Health Education was dealt with under hygiene, but in the
present cwrriculum it is covered under the title Health
Science. The situation at the secondary lével is even more
acute as the competencies to teach health at this level needs
Both a thorough understanding of the content, as ‘well as skill
@ presenting the material so as to gain behavioural outcomes.
Even students entering the fields of medicine, nursing and
allied health professions, seem to avoid the study of
kealth science. ;

2
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THE HEALTH OF SRI LANKA’S
SCHOOL CHILDREN.

THE HEALTH OF THE SCHOOL CHILD

Children are the wealth of a nation and this valuab'lle__
asset appreciaies or depreciates as to how we develop them.
Education is one way through which we confer value to the
young ones, and enable them to become useful citizens.
Another significant component of added value is how we p;ovnde
for and mould the health of the nation through a build-up
of the social, mental and physical health of our school
children: The- compounded interest accrued through heatlh
education among school children today will determine how we
as a nation will grow, live and survive into the 21st century.

Fortunately. the school age 5-15 years is relatwe]y a
safe period -as regards levels of mortality and serious
_ morbidity... But if we take the large student population even

a small component of illness will contribuie a significant level of
illness into the comunity. The social, psychological, mental
and physical components have all to be developed to keep the
child healthy. .

A child at school passes through important phasss of
development:

1. Socialisation — How to coexist.

2. Individualisation — Self identity.

3. Learning Process — How to learn.

4. Adolescence — How to cope with the Eody self.

22
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AT ENTRY: THE SOCIAL AND PSYCHOI.OGICAL
MAKE UP

The child as she grows up relates to parents and siblings.
The group grows larger with extended family members. The
linkages are however clear, and the relationships are comforting.
The entry into school is probably the child’s first solo flight
into an unknown world.

The teacher, the other members in- the class, the sur-
roundings, the chairs are all new and confusing. The per-
ceptual capacity of the child can cope wnh the stimuli, as
the ability to distinguish between parts of an object and
organise them are already established. Right and left, and
up and down, and mirror images, yet confuse a 5 year child (16).

Stunted growth and wasting of tissues,’ handicaps a child . Quantity
and quality in nutrition are both important. :

23
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In this new situation .in the -sehool-the child-faces a sig-
nificant change in her whole way of life (17). This can-affect
the child in many ways. Most -children adjust rather quickly
to the new environment and faces. Yet some have disturbances
which may require careful handling and it may take months
for the child to settle down. Three kinds of observations
are useful to identify such children: :

Iodine de_fiéicncy goitres affect more people in
‘the hilly areas, where there is less sea food.

1. Are there any physical complaints or symptoms 7
Eg: Headaches, stammering, squint, blinking, tics.

2. Are there differenees in behaviour between school and
at home ?

Eg: *Model Behaviour’ at school and tantrums at home.

A discussion: between parent- and teacher will surface
this anomaly.

24
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3. Are there any educational difficulties? -

Eg: Child with normal intelligence and physique makes
less than average overall progress and development
over a long period of time.

Night blindness due to vitamin A deficiency is often
missed and blanied on carelessness,

The chalky patch on the white part of the eye gives a
sarer clue. BN

This is termed ‘First yeat failure® and is to be differ-
entiated from the short term irregularities in performanee
exhibited by most children in individual -subjects which usu-
ally evens out. ‘Child: guidance clinics and counsellmg of
parents resolve these learning disabilities,

25

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



THE EFFECTS 'OF SCHOOL ENTRY

) EXPOSTURE TO INFECTION . is common among Gr. 0
(K.G.) children as they have moved in from a sheltered
home environment to a situation where pooling of
organisms occur. At risk children, who are under-
nourished and whose resisiance is impaired by recent
illness such as diarrhoea, whooping cough or measles,
tend to get recurrent wupper respiratory infections
with cough and colds and nasal discharge.

(2) FATIGUE

The pattern of getting to school, by bus without breakfast-
in a rush, often tires the child early in the day. Yet as
part of a group the chlld tries to keep up with the others
beyond his endurance.

3) EMOTIONAL

Feelings of loss of security arise when the child is taken
outside the normal setting, familiar objects, and landmarks
(physical links). There is increase of insecurity when separtation
from the mother occurs, without replacement by a quasi-
parental relationship with a teacher. The role of the teacher
or older student in providing this relationship is beneficial in
the adjustment process.

SCHOOL PHOBIA

The child with exaggerated fear of attending school, exhibits
anxiety at going to school and complains of symptoms of head-
ache, stomache ache, transient pains etc, prior to going to school
and then refuses to go' to school. The symptoms usually
disappear with the removal of the precipitating faciors of
going to school. The fear of events or persons at school needs
to be. carefully- investigated. Often it is. due to an unresolved
separation anxiety from  the -mother that is the cause, and
there may be no- real basis for the expressed fears: at school.
Once the problem has ‘been examined and diagnosed the inter-
ventions -and proceduses are relahvely simple: working out
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relations” with the school, the avoidance of interest in the child’s
physical complaints, interviews with parents ‘and chﬂd and
forced school altcndance (18).

THE PHYSICAL CONDITION OF THE
CHILD AT ENTRY

NUTRITION

The 5 year child at admission is about 100 cm. tall and
15 kg. in weight. The nutrition levels: of preschool children
in Sri Lanka are seriously affected. In the Nuwara Eliya
district about a third of the children suffer from chronic
undernutrition, and over 5% suffer from acute malnumtlon
The problem of nutrition in school goers, equally,
if not more serious, ‘At age 10 (Gr. IV) almost half the
children are affected with chroni¢ undernutrition. The study,
of malnutrition across the different age group (6- 10 yrs)
in all districts indicates progressive percentage increase in the
affected groups at the higher age levels. (sec-tables 4 & 5).

Tlie range of differences in th; .intensity _of tll'nig'._' prob_lpm:-

(a) at different ages
(b) in different districts

may be due to a number of factors, the chief among them
being: buying capacity, production of food, “and - availa-
bility of food, the use of types of food, -preparation—-and
disiribution of the food eating habits, within the family
members. If the socio-economic variables, availability of food
and the purchasing power are matched, it may be possible to
identify the critical variables influencing the _exient. of
malnutrition in the areas and groups studied.

Acute undernutrition in - preschoolers is’ about twice as
prevalent in Puttalam as in some of the other similar dry
zone areas—Vauniya and Hambantoia. In chronic mainu-
trition within the same district wide disparities occur as in
the estate sectors in Nuwara Eliya, the prevelance in
the estate sector being about 50% more than that in the
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TABLE 4
CHRONIC MALNUTRITION

Pre :
District ~ [schooll 5-6yrs |7 -8 yrs| 9 - 10 yrs [11-12 yrs
Kurunegala* | 15.5 | 327 | 423 484 | 371
Matale* | 22.1 | 455 | 41.7 49.3 38.7
~ Putalam* | 150 | 264 | 350 | 426 | 395
Vauniya* | 220| 258 | 316 | 412 | 417
N'Eliya® |346| 593 | 568 | 692 | 437
Monaragala* | 17.9 | 34.9 40.5 55.5 35.3
Hambantota ** | 23.8 — — — —
Matara* i 22.0 — o o= o
TABLE 5 -
' ACUTE MALNUTRITION: - =
Disirict | Pre-school affected
Kurunegala * 8.3% -
Matale * 4.7%
-Puttalam * 10.2% .
Vauniya * 4.6
N’Eliya * 5.67,
Monaragala * 7%
Hambantota ** 6.3%
Matara* 5.0%

* F & NPPD 80 - Six District Survey (6-59 mths.)
¥ F & NPPD/MRI 79 - (06 - 72 mths.)
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rural sectors. Such patterns within similar socio-economic
groups, indicates the need for changes in behaviout, and
nutrition education of parents, preschoolers, and primary school
children especially Gr. 0 to III becomes vitally importani.
Unforiunately specificity in the teaching or nutrition has been
lacking. Generalisations and value orieniations have been the
main concern. Also the design of the teaching lacks sufficient
cultural and environmental emphasis. Margaret Mead (19) poses
this problem ‘dramatically: - The question to be ‘asked in nutrjtion
education is not ‘‘How do you change food habits”? but
“How do food habits change 2’ It is recognised that [ood
habits change slowly and it would be- neeessary to 1dent|fy
factors bringing "about such changes in— ' 7

(1) The eavironment
(2) The individual accepting or rejecting- the foods.
(3) The food themselves. '

The environmental factors cause scarcity and appeal for cer-
tain foods increase, as for dried fish and sprats. Even during the
season the fluctuating prices of pumpkins makes it more desirable
at the end of a season. Even present day prestigious foods
fike oysters were considered unsuitable to eat during Dicken’s
ume. “Poverty and oysters seemed to go together’” (20)-
Salmon, a french gourments delight, was shunned by even
agricultural labourers and hotel employccs in Lourdes around
the early 20’s.

It has been observed that in rural societies there is a
preharvest weight drop in children (21). Storage and preservation
of food then become priorities in teaching after harvest
time and the cycle of teaching healh and nutrition must tally
and relate to the existing farming and agriculiural cycle in
rural schools, It is a pointless and futile exercise to teach
kome gardening during drought in the dry season.
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PATTERNS OF MORBIDITY & MORTALITY
IN SCHOOL CHILDREN

Physical - illness during the school going period is charac-
terised mainly by the- following groups of "problems:

5 7 A

6t

No, of 41
Visits :
Per Person 5"'
Per Year 21

I0 20 30 40 50
AGE GROuUPS

Fig 2 _ :
Report U S (P H 8) 1973, .

Morbidity drop-s dramatically but conditions may remain
hidden and uncared for unless actively searched for. In Sri Lanka
the pattern is similar (22).
(1) Behavioural Problems — mainly related to adaptation.

30

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



2

3)

C))
(5)
- {6)

Illnesses peculiar to this age group.

Upper respiratory illnesses especially throat infections
(Tonsilitis, Colds & “Cough) -Ear Infections (Otitis)
Viral Infections: Measles, Chicken Pox, Mumps,.

Serious conditions — like Rheumatic Fever & Acute
Nephritis, Epilepsy (fits)

Nutritional deficiencies.

Skin Infections. :

Vision defects.

Procedure must not overcome purpose. A vendor buying
products from the School garden robs the children of their
efforts and chance for better nutrition.
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277 5-I5 YRS

Fig. 3

School days should be the safest. Yet 4.7)4 of unwanted
deaths occur.

MORTALITY Vs. MORBIDITY

~ However the episodes = of illness or hospitalisation
due io such conditions are mueh less than in the other age
groups. For instance of the 115,000 deaths (1975) in Sri
Lanka 17,000 (14.9%) died in infancy, only half that number
in the next four years (l-4 yrs), again only half the latter
number in the school going years. There were about 5,500
deaths in the 5-15 age group so that number of deaths
in school years is much less than in the preschool and
infant years. Health wise too it is a relatively stable period,
However a review of the list of problems indicate high
morbidity, numerous minor disabilities and a usually unseen
incapacity that affects effective participation in studies and
exira curricular activities in the schoal . going years."
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ABILITIES AND INTERESTS OF CHILDREN

Even though 36% of the population is under 14, society
is very much organised to serve adult necds. The buses we
wavel in, the places we eat, the recreational centres like
cinema halls we see films at, are all designed for adult
sizes. Even at homes the chairs and the tables are too tall
or too big for the little ones. The children are peeping
over the top of a table .or sfruggling to sit on a chair,
legs dangling uncomfortably.

Primary school education recognises this anomaly and
iries to provide an environment that fits the child’s abliities
and need. It takes off the strangeness and discomfort the
child, is often exposed to, in an adult setting.

Teachers, who wish to optimise the learning of their
students, try to organise the learning situations to suit the
paiterns of growth and development of the child. Three
components have been identified in- this:

(1) Physical condition. . =
(2) Menial traits. '
(3) Socio - emotional behaviour.

Based on the observations of ihese characteristics, at
different age gvoups needs of children can be outlined.
Serveys carried out to find out what the child actually wants
o know would give further suppori to the identification of
keamning needs of children. This simplified outline shows the
relationships, (see Fig. 4)
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H-\ygicgl Soc:_iu::?
= -
DEVELOPMENT
Mgnta.l Ewotional
Want to do. ABILITIES INTERESTS | —{Want toliow
1 - -~ . : L4 : i A b LI
"Heelth Roblenis f+ LEARNING NEEDS  Hleochable Ments
- Sl ! Y

1 ORGANISATION OF TEACHING UNWS

Fig. 4

MODEL FOR CURRICULUM DEVELOPMENT
IN HEALTH FOR PRIMARY  LEVELS.
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CHILD GROWTH AND DEVELOPMENT
Grade 0 : (Kindergarten)
1. Physical Condition

Generally in good health
Nutritional levels may be low in at risk groups

Low socio economic groups in towns: slum areas

*

Small schools in rural areas.
Estate schools children

Children recovering from illness Measles,
Chicken pox, Diarrhoea

* %

Upper Respiratory infections, stomach upsets are common
problems (23).

Child usually active, tires easily cannot sit still for long
periods (10 minutes) '

Enjoys movement — walking, running, dancing, climbing
and use of large muscles.

Likes to manipulate large objects, mix materials and
play with water.

Distant vision is good, close vision for small object less actue.
Has full set of temporary (milk) teeth - 20 |

2. Mental Traits
Attention span short (2-5 mits.)

Time relationships established—Play time, eating time,
Rest time

Shows interest in' home - cooking activities
Talks about events in school and outside
Begins to follow instruction
35
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Can repeat short sequences in stories
Experiments with words — rolls over certain words
Begins to use short sentences.

Interest in dramatic play.

3 Socio-Emeotional Behaviour

Self centred

Plays alone, in paralell - fashion

Recognises ownership.

Begins to respect other’s things

Stays with group for short spells (as interest lasts)
Seeks approval, affection and attention.

Likes to play with same age group.

- Links to mother as the most important person.

NEEDS

A programme which changes- activities frequently.
Experiences to permit freedom of mbvemeni _(lérge muscles).
Activities which allows manipulation — tools, materials.,
Opportunities; to relive experieﬁoes thréﬁgh dramatic play.
Field trips for concrete experiences. ' y

Basic information only. i

Climate to promote free expression, observation.

4 Suggested Units for 1st Level students in Primary Grades (25).
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CLEANLINESS AND GROOMING
Care of hands: washing and drying - - L
Use of handkerchief
Blowing' nose, wiping, spitting

~ Responsibility for own clothing

POSTURE R
Proper posture, sitting and -standing - |
Frequent change of position

Posture for resting: mat or low table - % v

DENTAL HEALTH
Recognition of differences in'size and shape of teeth.

Care of teeth: Cleanliness,  brushing and use of ‘own

iooth brush

Friendliness toward dentist/dental nurse.

CARE OF EYES, EARS AND NOSE

Piotection of eyes, ears and nose from foreign objects.

Avoid poking objects into.'mouth, nose or ear.
Preparation for vision screening.

Desizable habits for listening.

REST AND SLEEP

Rest at School: changes in pace and activity, rest time.

Daily nap at home.
Regular bedtime and sufficient sleep at least 12 hours.

Happy thoughts at bedtime: - music, stories.
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FOOD AND NUTRITION

Importance of breakfast, snack at school, vegetable and
fruits.

Interest in developing a taste for a variety of foods.

Importance of happy, relaxed atmosphere while eating.

PREVENTION AND CONTROL OF DISEASE

Importance of keeping hands and objects out of the
mouth - :

Orientation to health personnel — Doctor, Nurse, Midwife
(Family Health Worker)
Public Health Inspector.

Preparation for health examination.

Immunisation programme.

EMOTIONAL AND SOCIAL HEALTH
Contributions to family teamwork: helping at home
Kindness to others.
Development of friendship.
Learning to take turns: wait, delayed gratification.
Learning to share : experiences and materials.
Good work habits.
Group planning.
Conirol of hands and feet.
Adjusting to disappointments
Courtesy = use of ‘‘please’” and ‘‘thank you’. - -
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GROWTH AND DEVELOPMENT
Eating nutritious foods
Physical activity followed by rest or a quiet period.
COMMUNITY HEALTH
Individual responsibility for cleaning up
Litter collection,
Correct disposal -of wastes..
Proper use of water: tap, well.
Proper usé of latrines, bathroom.
School and home cooperation in health practices.
DRUG EDUCATION i
What is medicine ?
What does doctor do ?
Why people take drugs?
Poisoinous plants that may grow at home.
Keeping medicines safely,
FAMILY LIVING
Family Roles: Father, Mother, Extended Family.
Brothers and sisters: child to child care.
Proper use of toilet facilities.
SAFETY AND FIRST AID
Going. to and from school saf ely

Obeying the school safety patrol- and the ﬂchool crossing
guard.

Getting in and out of a bus safely.
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l CHILD i

.-[.Ann.mss & INTERESTS | *

FAMILY - SCHOOL.
.HEALTH PROBLEMS

COMMUNITY i Laad SOCIO - ECON
NEEDS

KNOWLEDGE RESOURCES

BEHAVIOURS
ATTITUDES REINFORCEMENT .
FAMILY HEALTHY CHILD SOCIETY

Fig. §

Models for Organisation of teaching units based
on abilities and interests.
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- HEALTH EDUCATION

Syllabus outline in integrated curriculum (26}
Present Primary Curriculum o3
Grade - 1
Unit - 1
Members of the family.
Responsibilities énd the duties o:f'. members.
Helping others. | |

Attention regards the cleanliness of the younger.
Brothers and sisters. :

Wnit - 2

Utensils.

Proper use of home decorations.
Unit - 3

Food _

Care of food - (from flies, cockroaches) _ T

Avoidance of undigestible and stale food.
Unit - 4 |

~ Pure water.

Water suitable for drinking purposes.

Non - pollution -of water.
Unit - 5 :

Cleanliness of clothes,

Maintaining personal; cleanliness.

Use of the toilet as a daily practice.
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Cleanliness of "hair, teeth, nails, skin and clothes.
Cleanliness qf - the school,
\.Keeping the classroom and the school compound clean.

Keeping the books and the other utensils clean.

What children want to know :

The notion of health in kindergarten to" Gr. I (5 to 8
year olds) arc related to their ability to do things:

Run, Play, eat well, and be Istro.ng.
Not to be sick is another strong notion:
““T don’t want to go to hospital”.

“I don’t want to drink medicine’’-
There is an element of fear too

“They will pull my teeth”,

'
The concept of health is defined more in terms of illness
and associations with a paiticularly painful event - (27). A
third of the children were able to. identify with health
personnel or institutions. One of the main worry of the
children was about teeth coming off. There was surprise
and happiness when new ones came up. :

The Current Situation:

The intergrated curriculum in primary schools has the
health components included in the environmental studies.
This curriculum identifies specific behaviours that children
need to adopt and the emphasis is on cleanliness. On the
other hand the suggested topics derived from the growth and
development patiern in children described earlier, provides a
more detailed list, and relates to health as a comprehensive,
many faceted thing, in terms of enjoyment, fun, and . play
activity. The dilemma of whether to choose a specific
problem centred approach or a holistic developmental approach
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is in some ways demonstrated in this analysis. It is not so
much an ‘either or position but to recognise what is practical
and relevant. In early primary education it is commonly
agreed by educational psychologists that a developmenial
approach is ‘more in keeping with the néeds and capacities
of the child.

A summary of the growth and developmental needs
relevant to primary and secondary grades is provided so as
to highlight some of the learning needs. This may serve as
a useful tool for the analysis of the preseni curriculum and
organise teaching learning activities to suit the abilities and
needs of students. Also when modification or revision of
the' curriculum is planned this could serve as a basis.
Studies on student health related behaviours would also be
necessary to support changes in any planned curriculum
change. The model described in Fig. 5 interates these vari-
ous elements.
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Planning in small groups, then for discussion with teacher.
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Innovativeness and -Creativity in making things helps adolescents
overcome shyness - they open up into fuller beings.
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The shyness is over and responsibility begins: Picking up the pieces,
cleaning up the mess,

The time of waiting is over, dig and digto find new ways of living.
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'HEALTH PROBLEMS IN SCHOOL CHILDREN

Even though school children are less prone to serious
illnesses they still have 6-7 respiratory illnesses per year (31).

The ilinesses for which they seek treatment are tonsilitis;
diarthoeas, and upper respiratory infections associated with
fever, cough and colds. Acute Nephritis (swelling of face
and difficulty in passing. urine) and Rheumatic fever are
also serious illnesses  during schooling. Scabies, and tooth
aches "are the more. troublesome. complaints though less
dangerous. '

. Many of the problems in childhood remain masked, as
children often ignore or are ignorant of the consequences. of
éeéming]y minor ailments which may develop into serious
lealth " problems. Some of these problems usually identified
at medical screening of school children are:

1. Dental Caries & Gingivitis
. 2. Malnutrition (z) underweight
- . (b) stunting -
| 3. Pediculosis (Lice)
: Angemia (Lack of Haemoglobin)
5. Skin conditions _- (@ Mosaic skin
S = (b) Phrynoderma
(c). Scabies
(d) Fungal Infections

6. Vitamin deficiencies (a) Bitot spots
- (b) - Angular stomatitis-
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7. Infections (a) Otitis Media
(b) Tonsilitis

8. Sensory defects (a) Vision
(b) Hearing

9. Behaviour disorders: Blinking, Tico, Truancy, Tantrums

10. Intelligence

11. Speech—Stammering

Demonstration of dental plaque—a sticky patch of germs onthe teeth

~by using a vegetable dye. Beet root stain or food dyes
can also be used. ;

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org

61



Scabies parasite burrows under the skin and lays ecges.

The young hatch out and spread the scratch.

MALNUTRITION

-

This is detected by comparing heights and weights of such

children with normal children of the same age.

When a child is malnourished he exhibits one or more of :

these defeets:

62

(1) Anaemia : is the commonest. This is identified

by symptoms of breathlessness in the child. The.
colour is pale especially the inside of the mouth
(mucosa) and the conjunctiva. When examining
the conjuctiva too much pressure or pull on the"
inside of the eyelids may make it look pale.-
Blood tests will confirm the clinical observation.
This is expressed as haemoglobin percentage or as
the number of grams of haemoglobin per 100
ml. of blood.
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(2) Glossitis: The appearance of red smooth tongue
(B deficiency) ' '

{(3) Angular Stomatitis : Corners of the mouth are
cracked and raw. (B deficiency)

(4) Bitot Spot: The child might complain of night
blindness i.e. difficulty in reading or seeing at dusk.

How to detect these health problems

Malnutrition is classified as:

1. Acute Under-nutrition

2. Chronic Malnutrition

The characteristic” features, in acute undernutrition are
that there is not enough nufritional requirements for normal
growth and development and this shortfall is of such a severe
nature that muscle and fat tissues are broken down to supply
the minimum metabolic (energy) requirements. d

Symptoms are: Child is tired and breathless on effort and
appears inactive.

Skin is wrinkled and can be pinched, or puckered (old
man’s skin) as there is loss of subcutaneous fat and
elasticity. This is referred to as wasting. If there is
associated swelling then this can be masked by the
fluid leaking into the tissues to cause ocdema. The
child’s ‘weight will be lower than expected (wt./age).

In chronic malnutrition there is stunting i.e. the growth
-in height has been retarded, like in plants, when nutrition has
been inadequate. The height for age is inappropriate. (Ht./age).
Assessment of Health Problems

The- assessment of health problems involves some simple
procedures: SiE
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1. Examination of specific areas of the body:
What to examine. eg. skin
How to examine. eg. Pinch skin

2 Comparison with the normal: Identify key elements
in comparison. eg. Smooth elastic vs. Wrinkled
loose

3. Detect Discrepancy based on:

(i) Variations from normal: Is it abnormal ?
Slight or moderate

(ii) Degree of variability: Serious severe
Abnormality ?

4. Refer for expert advice.

No child is diagnosed as having a particular condition
or defect. There is only, a reasonable suspicion of a prob-
lem based on the physical- and clinical observations. The
reasons, the causes the interpretations need professional skill.
However using the examination, comparison, discrepancy
technique quite a few simple and obvious conditions needing
urgent care can be detected and referred for treatment.

Studies based on the efficacy of screening procedures by
para-professionals and teachers for simple conditions indicate:—

1. high degree of false positives in conditions needing
fair clinical skill. '
i.e. quite a few normals are labelled as having
bitot spots, phyrnodrma, mosaic skin.

2. a high degree of corelation 65 - 70% between the
expert opinion of doctors and teachers on malnu-
trition (based on heights and we!ghts) Anaemia,
vision defects etc.

3. positive case findings of children with behaviour
disorders and learning disabilities due to the
extended period of observation of the children by
teachers under various stimuli and settings i.e. cases
missed in a routine school medical inspection can
be picked up. ;
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SCREENING DIAGRAMS

EYES

CHILD HAS NORMAL

VISION

YES

[

DAY & NIGHT

KO

HAS 7O .SIT IN
FRONT IN SCHOOL

YES
o
POOR VISION CAN SEE ONLY HAS TO HOLD
NIGHT AT A DISTANCE BOOK Crose
v .
3 ¥, 3
A DEFIGIENCY CHECK VISION
'EAT CARROT -
PAPRW - 1. CHART
VIT. R, JXI. READING BOOK
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EAR

DOES THE CHILD HAVE

PAIN DEFECTIVE HEARING
ws[ ] s B
h 4 1
- 3
= CANNOT HEAR NOISE
DISCHARGE ;
FROM BEHIND ( R/L)
Y
. H/O PUTTING WAX, - FURUNCLE HOLD WATCH
SOMETHING - - NEAR AFFECTED
INTO EAR EAR
DO NOT PUT f REFER ENT CaNNOT CAN HEAR
OIL/WATER J e HEAR PARTIAL
DEAFNESS
DO HOT TRY ;
T0 PULL IT QUT v
66
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MOUTH

KO SMELL

yes

THROAT INFLRMED

GUMS BLEED

(50 | ves

TONSILS ENLARGED r

PERIODCHTAL
DISEASE

TEETH CLEAN

YES

PAIN ON
SWALLOWING

ANTIBIOTICS
MOUTH GARGLES

INFECTED GUMS

NO DEPOSITS
{ carcuLus)

DEPOSITS

YES

DENTAL CARE

DENTAL CARE
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PIARRKORA.
) THE. EH.I!-D.‘!BS.
: 3 OR'MORE, SEMI
SOLID. STOOLS *
L
4
- 4
FEVER ; .
BLOOD & MUCUS IN
STOOLS
] YE o
"TREAT WITH-
£) PLENTY OF ORAL
FLUIDS WITH
SALT &-SUGAR
B) ANTIBIOTICS
C) ADMIT IF SEVERE !
T ADMITO Y T L2y
' 2 i FLUIDS ORALLY
1. IF VOMITING IS SALT, SUGAR,& WATER
SEVERE . B i
2. DIARRHOEA 1S-
‘SEVERE
3. RICE -WATER
STOOLS - CHOLERA
68 .




i,

COLICKY PAIN ANAEMIC
VCHITING - PROTRUBERANT ABDOMEN
PASSED WORMS™ RETARDED GROWTH
( LARGE, ROUND) LOSS OF APPETITE
, FLUIDS OPRALLY : ) !
AT Bx.m’ S§TOOLS

Sl

TREAT . "UTHER WORMS
AMPROVE: BUTRITION PIN WORMS
IRON TABLETS . WHIP WORMS
PREVENT SOIL POLLUTION - - o
USE LAILINES .
USE FOOT WEAR _

JITCHING  ANUS

\

TREAT:

HYGIENE
CLOTHES

CHILD & FAMILY
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r SCREENING

SKIN

 yes

i PART OF SKIN AFFECTED
FINE RASH TEARJROP BUBBLE LINEAR PATCHES
couen I ARMS BETWEEN FINGERS, THIGH
TEARING TRUNK OTHERS IN FAMILY
* AFFECTED
YES
r
1 MEASLES CHICKEN POX | SCABIES
A
| ' { 1.
| | TREAT - HIGH FEVER REST "STOP CHILD FROM SCHODL
; DISPRIN ! STOP - SCHOOL
ADEQUATE NUTRITION i -
STOP SCHOOL
‘ TREAT WITH
BENZYL BENZOATE CREAM
ADVICE PARENTS RE
DISINFECTION
TREAT OTHERS

]
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NUTRITION

NO _ACTION

CHILD - HEALTHY
ACTIVE
WELL MOURISHED
NO
UNDER WEIGHT
YES

COLD & COUGHS

CHRONIC DIARRFOEA

YES

CHILD LOOKS PALE
BREATHLESS WHEN PLAYING .
EASILY TIRED 4
TONGUE & CONJUNCTIVA PALE

ADVISE PARENTS

BUILD RESISTANCE

IMPROVED NUTRITION |

BLOOD ADVISE
MUCOUS i TESTING STOOLS CHILD HAS WHITE
PAIN FOR WORME  ° SPOTS ON CONJUNCTIVE
ANTIBIOTIC | 2 FOOD RICH IN CANNOT SEZE IM
IRON  GREENLEAVES THE DUSK"
SEE DOCTOR 3 PROTEINS  SOYA
YES
NO BLOOD NO
NO PAIN
TAXE FLUIDS ADVISE - CHILD HAS
COD LIVER OIL SORE TONGUE
v - ‘;AF;?CO?SNO oF CARROTS ULCERS TN
dela PUMPKINS MOUTH
SFE DOCTOR
! ADVISE
vIT B CO NO
UNPOLISHED RICE
Refer to circular on screening issued by Ministers.
Schoosi Medical Examination Chart (Form) appendices
Modified forms for use appendices.
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NUTRITIONAL DEFECTS

Examination Observe Cause Condition
Wi/Age | Acute Diet def.
Check  weight ; “ ! Malnutrition
- Chronic
Hi/Age Dietary
Deprivation.
Colour of Pale Iron Deficiency
Conjunctiva Worms Anaemia
Lips, Nail, Blood Protein Lack
Conjunctiva  |Chalky white Vit. A Bitot’s
deposit deficiency spots
Angle of Fissures | Vit. B deficiency | Ahgular
Tongue Smooth | Vit. B deficiency | Glossitis
Back of Toad skin Faulty acids |Phrynoderma
elbow .

Scheme for Review of Nutritional defects.
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ORAL HEALTH PROBLEMS

Site Examined Observations Clinical condition

Cutting grinding | Dark spots on teeth | Dental catiés
Surfaces of teeth Fissures

Cavities, food particles
collect, Pain later on

Rub gum margin Bleeding gums Periodontal
Exam - crevices Calculus-deposits diseases

between teeth Pockets—pyarrhoea

Observe roots Shaky teeth

Close-mouth Protruding teeth Orthodontic
Observe alignment |~ Extra teeth : defects -

: S & Displaced . tooth XA -
[ Uppezflower. jaw Cannot bite properly Malocclusion

School Medical Inspections:

School Medical Inspections are carried out by School
Medical Officer, Medical Officers of Health and. District
Medical Officers. The Assistant Médical Practitioners, ‘Public
Health Inspectors, Public Health Nurses & Midwives (Family
Health Workers) assist in these procedures.

Role of Teachers:

Teachers play a significant role in the school medical

inspections especially in:

Observation

History taking

‘Screening for specific problems

_Referral
- First-Aid and Simple Care
- Follow -up,
- Counselling i

Discussion with parents

Review of special problems with health staff
Organising Health Education Sessions

SexNaUusLN -

(=
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School Medical Offlcer examines child and trains Public Health
Inspeclors in school medical mspecuon.

Teacher inspecis the cleanliness of school children in a
daily morning inspection.
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The Medical Examma'tlon is ca.med out m Grade l 4 and
7 and is essent:ally a: L 2 am

(1) Scrcenmg procedure for serious but latent 1llnesses

(11) Clinical dlagnostlc and treaiment proccss for sm:lple
ailments and dlﬁclem:les

(iii) Ident.lﬁcatlon and referral procedure for conditions
" affecting ' learning: Behavioural - dlsorders ‘vision,
hearing etc. il

The examination of sclipol children  and . its_‘ results - are
given in table below

No. of No Exam. % of No of No. % Exam No: % defectwe

Schools : .~ .Schools chrldren- Exam. - * defec- fat
Exam, - tive - Exam.

8,585 2,51? 29.3 2,625,241 204,14? 7.7% 113,877 55.8% )

SCHOOL HEALTH EXAMINATION—Dept of Health (1911)

~ The water borne illnesses like typhmd and 1nfect1ve hepat.ttls_‘_'
affect primarily school going age groups, 61.5%, & 47. 3 % ofthe
Cases reported being in this group vide tablc ;

Agé Hcpatitis _ Typho:d

. Groups % of all cases % of all cases
0-4 Bl 58
fyurgue 32.9 17.0
10-14 - 18.9 15.9

1519 =7 9.7 C 144

Sourcc Ep:dem:ology umt (?1)

Aefreemt survey- (1980) camed in" the 103 M AL H areas
in 127 randomly selected rural and urban schools - reflects the
present position: '

75

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



Rural Urban

No. of children examined =~ .. 7,595 489
Vit.A ddef, - 0 T s 768 (10.19,) 407 (8.3%)
Vit. B def. o saghesodll 198
Speech problems o T 08 07
Hearing defects Kooeplein 15
Vision defects L 20
* Ht. below standard - 3l 112 79
* Wt, below standard QRS AR | 128
Dental caries @ .. 2,215 (299;) 1,509 (30.6%)
Gum diseases 154 73

No. assessed as in poor Health’ ..~ 369 '(4.8%) 330 (6.7%)

* Not done in.all chuqren. :
The nutritional surveys done by F &. NPPD;MRI assesses tlns problem-
. Poor health assessed as more than two defects/ehronic illness.

~In a careful assessment of dental caries the extcnt of the prob}em in
Grad.c VII reaches 259.. e M ]

School dental ‘nurse demonstrates to parents Oral
health problems in children.
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Worms -come out of the anal canal and irritate-causing -intense
scratching from finger to. mouth the person is reinfected.  From -
" clothes and comtact othars are infected.

Study of Preschoolers:

120 preschoolers 3105 years in" 6 day care’ centres was
studied in the M. O. H. area Agalawatta over a one’ year
petiod as to their perceptlons of health ‘The parentS' were ir
the working class group with an average  income’ betw:en
Rs. 300 to 500/=. 58% of ‘the mothers* were' workmg either
full time or part time espoclaily as rubbér tappers " of m the

fields. ~ The occupations of the fathers” were mainly as’ agri-
cultural labourers (69%). 8 % worked as casual labourers, 14%
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as semi skilled workcrs, masons, carpenters etc. and 99, as
government servants, clerks, peons etc. In this working class
group more than half (54%) was made up of nuclear families.

The following was observed among this group of preschoolers:

1. Dental health practices were poor, only 6.69; used
tooth brushes, washing of mouth after food, was seen
in 23%, none washed their mouth after eating sweets.
In fact when the mothers were interviewed few of them
curiously asked why they should remove the ‘‘sweet
taste’” in the mouth. The use of charcoal, tooth powders
and other abrasives was the: prevalent practice. Tooth
brushing at night or cleaning the mouth after the night
meal was non existent. As expected there was a high
degree of oral sepsis and caries. Children were given
biscuits and milk at these day care centres but
brushing practics -or ‘mouth - washing practices at the
centre was nil.

2. The health habits stud;ed were

Use of handkerchief

Nail biting .

Cleanliness of hands, naxls

Nose digging. -

Finger sucking

Spitting

Illness behavmur wiping nasal discharge
coughlng

The behaviours were assessed as positive, neutral or
negative. The analysis showed that children in non nuclear
families and smaller families (less than 2 children) showed
less negative behaviours. It was observed that behaviours
among 3 to 5 year olds in most of the behaviours did not
change in the period observed., Two observations of selected
groups were made once in 3 months. The social melieu of the
day 'care centre did not provide opportunities to learn health
habits. The creche attendants were trained and long term
follow up on changes in behawour of preschoolers w:li 'bc
reviewed.
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Similar .projects - are possible in the- primary giades for
the behaviours listed earlier as well as those listed below:

Cleanliness of books, clothes etc.

Hair without lice '

Eating behaviour - chewing, washing mouth
Brushing behaviour

Posture

Road crossmg

Getting in & out of bus

Putting things into Mouth, Nose, Eyes, Ears.

The School Health Services . ,
The School Hcalth Services include:

1. Inspection of sanitary facilities in schools = .

2. Recommendations for adequate space, light & yentilation
for students

School medical inspection :

Referral to appropriate Institution & Treatment,

5. Supervision & assistance to schools of handicapped
children

6. Immunisation at schools: BCG, Tetanus Toxoid &

Boosters (D. T.)

The B. C. G. Vaccine for the control of tuberculosis is
administered to children who have hdad no previous vacci-
mation i. e. without a ~B. C. G. scar and to those as a.
booster about 5 years after the 1st dose. The B. C. G. Immu-
misation figures at schools is shown in Table.

1972 1973 1974 1975 1976 1977 1978 1979 1986

& w

Total No.
of

gchoots 9375 9390 9387 9386 9244 9411 9452 4868 5108
0.

covered 7528 6742 5719 7292 7231 6921 5354 293496 170416
Z.covered 80.2 718 60.9 77.7 75.6 62.9 566 :

Source : Suptd. Anti TB Campaign.

79

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



PROBLEMS IN PROVIDING HEALTH CARE
TO SCHOOL CHILDREN

1. Coverage of Schools & Children:

Less than 309 of schools are examined
* Only 7.7% of the school children are examined. -

2. Sanitation and Water supplies:

Large number of schools have problems in adequate
water supplies, and adequate and properly maintained
latrines. A sample in one district showed that 64%/ of
schools had inadequate facilities (32). This reflects the
serious needs in two out of three schools &

3. Referral:

Of the children examined and referred for treatment more
than half (53%) either do not take any caré or do not- take
appropriate care. Continued care is taken by a- very small
group (87) (33).
4.'Treait'ment':- ) _

Vision defects take quite a long time for correction. The
supply of free spectacles is only avallable for a very lnm:ted
number. '

Dental care is pravided through the school dental clinics
and this seems to be one of the services that reachés a signi-
ficant number of school children.  There are 175 school dental
clinics ~with 375 School Dental Nurses. Specialised' care is
provided ‘at -clinics  for- children ' for Eye Ear and Throat
condltrons and behavmural d1sorders =

5. Preventwe Care:

This is mainly provided by peripheral health .workers
through health education programmes. The Public Healih
Nurse, Inspector & Midwife are the key persons in this acti-
vity. The Health Educator at the divisional level and at the
Medical Officer of Health Offices, assist in desigiing pro-
grammes as well as training personnel for health education-
The manpower available for this activity is- very limited.
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TEACH US WHAT WE WANT

Children are often able to a.rimulate the:r needs in a
number of ways:

(1) By Direct Questioning on subjects of a general nature
(non threatening subjects).
e.g. What foods have proteins ?

(2) Embarrassing statements are " sometimes avoided;
e.g. I cannot afford to eat eggs, what else can I eat?
Young ones are sometimes embarrasingly frank,

(3) Face saving statements like “I do "not like eggs,
therefore 1 eat soya and beans”. are often made,

The questions .the Gr. I to V ask are often related to
their developmental stages:

Gr. I to Gr. IIT (5-8 yrs.)

The 5 yr. old asks questions about babies, and where
they come from. They also ask abbut teeth, falling of
teeth, new teeih, what io do with shaky teeth. There is both
fear and joy about what is happenning to their teeth. The
Gr. II child wants to please the teacher and s very
careful about observing rules: : :

“I washed my hands teacher”.
«I could not bring my handkerchief”,
“Because my mother could not find it”.
“How does one get'a cold”. -
“Why do they have to give wus injectid_ns” (about
immunisation)
)

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



-“What happens if we bite our fingernails™.
“If a medicine is bitter is it strong’.
“] like my medicine sweet”.

Gr. IV & V

My heart beats fast after 1 run. why?

If a dog bites what should I do?

How does medicine 'help you?

My father smokes. I like to waich him smoke,
(Implied question is smoking alright?)

Why should you wear glasses?

-Most people don’t wear.

The questions have a sense of frustration about the
unreasonableness of adult rules:

"The "water in my bottle is over, can I drink some from the
well ?

Can 1 eat food from the vendors: Ice Cream, Veralu
Achcharu etc.- :

The questions by students in the early primary grades
are exploratory. They want answers so- that they can relate
the events and objects to immediate experiences.

In Gr. IV. and V questions are repeated by children
until they are satisfied, often to the irritation of their elders.
They want a clearer answer. When answers are gwen they
would keep on asking, why? The attempt is to relate events
and objects to past experience and associations. This tendency
is exhibited to a greafer degree in the 11 to 13 age group
i. e. in-Gr. VI to VII but more in keepmg with their course
of studies. -

Gr. VII — Gr. XII

The Period of Adolescence dawns. with:
(1) Body consciousness, care and attention
Questions: How does -one get pimples? -
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(2) Sexual attraction and urges.’ : s
(3) Rapid body growth with hunger and ravenous apetite.
(4) Swings of mood - loneliness and exuberance.

Some Special Needs:

1. NEEDS OF SMALL CHILDREN

The rate of development in children is uneven in
physical, mental and social aspects, Hereditary and
environmental factors play a significant rols in their
development. Children in grade I and II (5 & 6. year
olds) may vary considerably in their learning abilities and
interactions. When partially handicapped children are also
in the. class the need for individualised attention bécomes
critical. The teacher - parent discussion to support the
child helps to lessen these discrepancies, and ~ make
realistic expectations on the child’s performances, Atten-
tion needs to be paid to the following by the teacher:

Control of infections in class at school

il

Prevention of accidents at school,
Burns, Scalds and Cuts at home.

3. Travel in buses

4. Road crossing .

5. Small injuries and treatment

6. Safe drinking water (cups and water bottles)

7. Oral hygiene and tooth brushing

The school dental nurse needs fo be moorporated
into this programme.

A low cost First-Aid kit for the class generated from
community resources would be a suitable intervention to
focus on health activities.

2. ACCIDENTS '

Accidents form the major cause of deaths in childhood
in the developcd countries and this pattern is being
replicated in Sri Lanka (see Fig.. 6).-
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CHILDHOOD DEATHS

1819
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Fig. 6
The pattern of childhood deaths by causes.

The need to be taught how to ridg a bicyle, especially
in the observance of road rules becomes evident when one
watches school children riding abreast, racing on the road, and
cutting across lanes of traffic. It is so evident that it is not
learnt under supervision, and careful riding habits are not
established as a routine. Part of the problem is that cycling
starts around age 10 when physical ability to.use an adult
bicycle is limited. At the same time the- learning itself is an
act of bravado and identification with adults. The result is
uncontrolled behavnour! S

There has been a rapid increase’ of cyclists including girl
cyclists in the last 3 - 4 years, noticed particularly in the
provinces. Support for learning activities by the use of
smaller student bicycles, and the teaching of road rules at
schools ‘would modify -these exuberant behaviours and save
the tragic aand fatal consequences. | :
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 LEADING_CAUSES OF MORBIDITY. I SRI LAKA

_Respiratory Dfs,'écsés

20_00 Accidents &
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Fig. 7
Home accidents:
m

Epldcmiology Umt courtesy Dr S. Swayoham

On an average about 350 people die of burns every year

(sce table).
Year ' 1976 1977 __1978' T1979
“No. of deaths 376 - 363 349 . 336
‘No. of admissions 9030 9051 9384 - - 9002
Source: Epidemiology Unit Records. = T
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0000 are admitted to the hospitals with burns mostly children. |
The bottle lamp has been identified as the single major cause |
of burns. Of the other home accidents, cut }qjuries account
for over 6%, insect and snake bites 9.4%. ;

NEEDS OF ADOLESCENTS:
Puberty :

One of the major  physiological and psychological events
that occur in the school child is puberty. Menarche was
studied (34) in a sample of 2000 school going children from
Gr. IV to Gr. XII in the Galle District in 1971, to identify:

1. The age of menarche.
2. Significant factors related to the onset of the event

3. The socio-cultural factors in socialisation after - the
event. ;

4. The role of the school and teachers in providing infor-
mation or education related to menarche specifically
and puberty in general.

Menarche occurred at an average age 13 yrs. and 10
months with a range of 12 - 14 years!

The significant factors related to menarche was:

1. Festivals - Wesak, New year, Harvest time.

2. Peak of drought period and sudden onset of rains.

The Peaks of incidence of menarche was in April and
May, November and Deeember being about three times the
rates experienced in the other ' months. The socio - cultural
practices related to menarche are very significant and it leaves
an indelible imprint on the child and family. The event is
recorded with great accuracy as astrologers are consulted, and
expectations of the girls sex related behaviour and marriage

profiles are built up.
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The information received from parents “and teachers about
personal hygiene ‘and precautions and practices related
puberty reached only 449 of those who had reached menar-
che. The information itself provided was .often inadequate
and incorrect as to personal hygiene, and activities permitted.
The source of the  information was mainly from parents
(73.2%), and others 19%, and only 7.8% was contributed by
the teachers.

Ten years . later in 1981 the -study was repeated and
analysis of the educational ‘interventions after menarche and
puberty was reviewed. It is even lower (6%) and the school
plays a partlcularly 1n31gn1ﬁcant role in t}us matter.

The search for identity goes on through pre-puberty and
adolescence:

Adolescent
Uncertainties >

ADOLESCENT PERCEPTIONS -
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The child whose ties. are with -the mother .and father
suddenly grows up and -find strong lmks with- peers and out-
siders, SIgmﬁcant pthers..

\MOTHER

During this period of uncertainty and when new affiliations
are being built experimentation in new behaviours also begins,
smoking behaviour starts as early as Gr. IV (9 yrs. ) in some
of the urban slum areas (35). . Even in the more affluent
districts smoking behaviour amoug school boys initiated in the
pre-adolescent period in Gr. VI ( 11 yrs. ) and established during
puberty (13- 14 yrs. ).

Drug Abuse:

Diug abuse among school children is a new phenomenon
in Sri Lanka. Ganja (Hashish) and Abin (Opium) has been
available locally for many centuries with little impact among
the younger generation. It was considered more a palliative used
in medicinal preparations. Their usefulness was for -the’ sick
and the aged and was particularly emyloyed for the treat-
ment of rheumatic complaints by traditional practitioners,
Drugs like hashish and opium had therefore negative conno-
tations to the young and adolescent in Sri Lankan society up
to the mid sixties. The Hippie cult of the 60’s promoted
hero-worship of cult figures associated with the use of drugs
and life styles ridiculing the existing standards of clothes,
conformity and institutions of westernised society, As the
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movement spread across the United States and Europe, the
less threatening behaviours like clothes, hair = styles, music
tastes, were picked up by Sri Lankans. living abroad. The
influenice of tourists and foreigners in the late sixties brought
in the hippie traditions. The political and social unrest. of
the early 70’s which exploded into the Insurrection during
the Sinhala New Year of 1971 unsettled the social order and
provided a fertile ground for the germination of the hippie
cult (36). This cult was seen as a rejection of western
values and formed a sympathetic . audience: which identified
with such a movement. The- crack down on the insurgents
during 1971, reduced mechanisms of formal protest, and
increased insidious antisocial acts and self directed behaviours
in drug abuse. Ten years later this form of social “protest
has been picked up again by adolescents and young adults.
The use of drugs like Ganja and Opium have gained value
as a means of identifying with visitors enjoying the use of
narcotics. Narcotics use which had a low value in society
in the 50°s had evolved into a status seeking behaviour.
The use of narcotic drugs among school children, recently
from higher socio-economic groups have also been found.
This reflects the shift in the perceived value in the use
of drugs. ' -

School dropouts on the other hand and others having
problems of adjustment at school or home especially near
resort arcas have been identified in activities such as boy
prostitution (37). The association of drug abuse in. such
adolescent persons has also been identified.

The drug educatlon progra.mme at schools has to be
developed with emphasis on:

1. Coordinated efforts between the community, school
and agencies assisting in the control and treatment
of drug users-law enforcement ‘agencies and -coun-
selling centres and Psychiatric Units.

2. - Identification of‘_ at _ri'sk_ g’_rdups" of students as a
first step and start interventions with them.
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.3. Developing general curriculum for the other grades
.on. a.supportive basis.

For items 2 & 3, an indepth investigation of the
problem on an observation interview and informal
basis would be necessary. This is more likely to
be productive, than a formal survey which will not
reveal adequate information on this secretive subject
to plan an intervention strategy. ‘

4. Identifying schools in near tourist resorts and other
areas where - the - problem has surfaced as pilot
programmes.

' 5. Teacher training and a counsellor system. This
would increase thc competence in teaching as well
as create a group of persons interestcd in assisting

the students in less formal ways. '

My health depends on our family health, and those arround us. Their
‘well - being depends on what I do. The studcn.ts pull and
push their ideas.

$0
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6. Peer groups with links to religious, and voluntary
organisations so as to develop informal channels to
the sourczs of supply and situations where narcotics
are used. They will influence non-use behaviour,
as well as support rehabilitation efforts. .

7. The preparation and use of teaching materials and
aids, for drug education.

8. The selection and modification of available mate-
rials — films, video tapes etc.

Self Breast Examination:

Modesty and shyness are virtues extolled among women,
and sometimes has very tragic consequences when irresponsibily
over emphasised. For example one of the main causes of
delay in secking care for cervical cancers, and: breast ‘cancers:
which are the commonest mal:gnancles in women, is the
feeling of shyness women have ia diseussing problems related to
these organs. Even discussion among colleagues is often put
off as it is considered a ¢“delicatz’’ subject. This problem of
misdirected modesty can to some extent be overcome by
creating a level of public awareness through mass media. Such
an open discussion -would reduc: the stigma and “taboo”
attached to such topics. The other aspect is to direct the
topic to the large body of female teachers (657;), and to the
upper ‘grade - females abont to leave school. Behavioural
consequences can be taught to them. : i

(i) Ability to carry out self breast exﬁmiqét_'ion_; .

(ii) Ability to advise persons with complaints what
_to do & where to seek care. z

(iii) Ability to Ii'ecognise the symptoms of cervical cancer
and advise for referral.
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SELF BREAST EXAMINATION

1. Stand in front of a mirror
with arms hanging loosely at
your sides. Look for any
pinched appearance or dimp-
ling of the skin, or any
change in outline of the Breast:
One breast may lie a little
lower than the other; this is
quite mormal.

2. Raise yonr.drms above your
head and go ‘on looking at
-your breasts, turning a little
from side to side so as fo
see the breasts from all angles.
Look for amy changes since
last month.
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3. Lying down on your bed place a small pillow or folded towel under
your left shoulder. Consider the breast as made up of 4 -quarters
of a circle.  Start from upper patt _and examine m -a circular fashion
moving from the breast bone towards the nipple.

v L
4. In the same way examine the lower, inner quarter, again starting
from the’ brea_st_-bm_;l and i‘rom the ribs below the breast.
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5. Bring your ‘ left arm down .-to-' your side and again __starting___we!i
out from the ribs: below and:at:the side of -the, breast, examine
the lower outer quarter’ of ' the-breast. i _ _

6. With .your left arm still at your side, move your fingers as
_shown in the sketch along the upper, outer quarter.
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T _Ccmp'!eté examination & feel along the uppe'r-& outer- quarter right
into the quarter towards the armpit. Jags 3 rida

8. To examine your right breast place the pillow or towel under
your -right shoulder and put your right hand under your head.

Using your feft hand follow the same procedure as before.
Remembter to bring your right arm down to your side when you
examine he outerhalf of the breast. Examine the breast in a circular
fashion as before.
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SEVEN DANGER SIGNALS -

Change in regular bowel or bladder habits.
A sore that does not heal.

Unusual bleeding or discharge.

Thickening or lump in breast or elsewhere.
Indigestion or difficulty in swallowing.
Obvious change in wart or mole.

Nagging cough or hoarseness.

: If you have a warning signal see your_-Doci_or.
Delay may cost a life = Yours!ll i '

e i
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FORMATION OF HEALTH BEHAVIOURS

_ Bamm'm-m}*—l"mg - CHOOLTHILD <%:|-| PRACTICES AT HOME]

. QOMMUNITY
HEATH, BEHAVIGURS

Fig: 8 _
Child's behaviour refiects the total influences of the enviroament
modifying inherited traits.

The formation of health behaviour is quite a complex
process and the patierns of evolution of such practices have
been studied in some detail among preschoolers and _ school
children. The precise mechanisms have been identified 1o
some extent in discrete and simple behaviours like tooth
bsushing, smoking and even more complex conditions like
drug taking. i

The chance of being exposed to ~and falling ill is
referred to as perceived vulnerability. The likelihood of
taking actions to such an event or iliness depends among
other things on the strength of the perceived vulnerability.
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Among children it was observed that perceived vulnera-
bility was found to increase and develop mentally until
age 14 and then decrease. Female had significantly higher
scores than males. The socialisation process that confers on
females, the responsibilities associated with child rearing and

care in illmess, also permits women to express their concerns
about there body and illnesses more readily and openly than

males. This may explain the higher level of ‘at risk”
feeling that females: exhibit to illness.

The beliefs | that _children hold about illnesses are not
isolated. If the ibelief about catching a cold or conjuntivitis
(an eye infection) is strong, a similar belief about an upset
stomach or diarrhoea is very likely. There is inter relation-

,-ships. among _these beliefs and._an. ordering_of the risks for
;mdmduals and groups The importance of thls relatlonshlp
t among beliefs is that a comprehenswe view “of health would
have to be taken, even when considering. health education
for specific target: behaviours. For example in dental health
education dealing | with cavities (carious teethy and gum
diseases, nesds to mclude beliefs concerning cleanliness, pain
and consequences for general health.

The emotional forces that push gertain aspects of beliefs
to the forefront and direct the person to desired goals, away
from unpleasant situations,: or against odds are termed
motives. Certain ends seem more important than others, and
based on these . priorities, ~ actions. jare initiated. The
study of health motivation in children indicates a significant
{inear “decrease “with ‘age. ' The younger group of children
those 9 years or younger, show slight preference for health
over other motives Tlike appearance or ' beauty. ~As “age
increases other competing interests Tike ““looks™ attractiveness
10 the opposite sex, esteem by peers, become miuch stronger
motivating factors. When socio-economic status and health moti-
vation was assessed it is observed that children aged 8 ‘to
11 years in the lower socio-economic group have a significantly
higher level of motivation (based on ‘Mouth Appearance,
Pictures: MAP studies) than those . children of a higher
socio-economic level. : 7
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“At the adult level the study of familyplanning" practices
illustrates the process of adoption of ‘an innovation~ or - new
‘dea. ‘As content of the idea relates to - sex ‘and family
planning it becomes a partly restricted communication.: The
social control for the-

1. Free flow of communication

2. ‘Preservation of values on Procreation
Promiscuicity makes the acceptance and adoption of this beha-
viour highly dependent on cultural and social sanctions. Rogers
has suggested that the adoption of a new practic2-goes through
5 stages. \(a.riqus_ _mpdiﬁcations of this model have been
formulated but two distinct phases, one of’ information
gathering and another of decision making and: action have
be=n identified. The five stages are:- TR

2. Interest "

3. Evaluation

4. Trial _ 1LATER PHASE
5, .Adoption '

Of these the first two can be effectively. provided by Mass
media: Journals, Newspapers, Radio and Television. The
later stages ‘in ‘the adoption ~process is through ' evaluation,
acceptance, trying out, and adopting a practice. This latter
siage is msually through interpersonal contact and influence.

‘Some socially sanctioned adult behaviours are taboo  for
teenagers and school children. e.g. - smoking, -alcohol, driving
etc. Cultural and social sanction, at the family level and at
the school level are critical “factors ~ in the 'stage  of
adoption’ i.-e. . age- of students and the rate of adoption.
However the initiation of these behaviours are in the school
going years, Factors associated with the formation of
smoking behaviour has been grouped. under these. stages :

The « initiation
The development/establishment

. The maintenance .~ cooo ol oo
The cessation or hazard-reduction

B e i
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These- stages -may - be equally applicable to other health
related  behaviours like alcohol use, sex behaviour, eating
habits, drug abuse, physical risk taking and accident
behaviour, =

Initiation of Behaviour

The initiation of -the behaviour is usually exploratory
and occurs especlally in the young. It is largely depen-
dent on: '

1.  Opyortunity:

Thc 'grégter the avé.i_l_ability the more the oppor-
- tunity. = Smoking is commoner among children of
parents who are regular smokers.

Two thirds of adult smokers had pargnts who
smoked. : :
2. Curiosity: SZAEG gaTAT 2

There is curiosity about the after effects of
: smokmg aud ‘a” search for sausfact:on

“30 Self Elptesdon Conformlty or Rebellion:

Conformty to. peer g;-oup pressure parental or
tcacher influence is a factor in -initiating this
‘behaviour; -Rebellion -against smoking. rules or adpptzon
as stafus symbol in.a group

EStabhm 0[ Bﬂlﬂi@m‘ ol S
“Three groups of factors operate iﬁ"i_':gs_ﬁb{ishing ‘the
51}10[§ng habit in adolescents: 0 oLl ol 1y

1:55Cast Denelit Talnmcsic £od exd wolyedod saiine.

'

(@) Harm to smoker - cough, smell, expense

(b) Harm to -others - smoke, irritation, cough -

(c) Benefits to smoker- pleasure, reduction: 'of teasion,
-ability to. concentrate., '
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2. Stereotyping or Image of the Smoker: "

When a teenager identifies with the person who
smokes particular kinds of cigarettes; the role of
advertising media in reinforcing the behaviours
initiated is observed. Similarly significant persons in
_the  teenagers life — teacher, parent, peer may
directly or -indirectly reinforce the smoking behaviour.

3. Psychological factors:

Conflict between individual needs and societal demand,
as well as the adolescent’s need -to- be  in conirol
rather than be controlled contribute to the establish-
ment of the behaviour. This reflects the dependency-
independence eonflict of the adolescent.

Opportanity to drink safe water, organisation, and réinforcement of
. -behaviour by smile of the teacher, helps stabilise chtldrens
behamour ~and form habits,
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Maintenance Behatviour: - ° .
The behaviour pattern. may show

1. habituation
or 2. dependence

In habituation there is repetition with llttle or no affec-
tive components. Deperdence shews an increasing desire and
need for the effects produced by the behaviour.

_ Habituation. _ Addition Dependence
1. No compulsmn Compulsion ¥

2. Little or no tendency to Tending to increase dose
increase dose

3. Some degree of psychjc Psychic and physical
dependence dependence

No physical dependence Abstinence syndrome 4
Thercfore no abstinence
. syndrome

4 Detrimental effect —  Detrimental effect on individu-
‘al & society. :

Cessation or Risk Reduction Béhaviour:

In order to reduce th.p frequency of the risk’ producing
behaviour with an ultimate goal of stopping such behaviour
(eg. drug use, smoking, alcohol use) it would be necessary
to bring about changes in one or more of the contributing
social, cultural, psychological and cognitive faciors.. The
situation and environmental factors promoting such a change
would have to be supported. Those retarding the cbangc
have to be neutralised.

The intervention planned would have to identify the
stage to which the behaviour has progressed i.e. 'whether at
Initiation Establishment or < mainteénance "phase, and identify
the critical components among these :
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HABIT HIERACHY:

HOW HABITS' ARE BUILT

LETTER HABIT

[_ o 2 - ¢ Iy
L © AN ACT GROUP OF ACTS | | SETSOF GROUPS
LEARNED RESPOND AS | | LEARNS SET
RESPONSE GROUP
WORD HABIT ‘| | PHRASE HABIT |

THE

““THE BOOK  THEBOOK IS DUE

I' IMPULSION ° l. .

IMITATION - [ [

. _OVERT .
- REPETITION

J FIXATION

SELECTION ‘ MANIPULATION
i REPRODUCTION PRECISION [ CONTROL
SEQUENCE ARTICULATION ! HARMONY
7 1 ¥ — ¥ ‘
AUTOMATISM | INATURALIZATION INTERIORIZATION
= ; : | . Tie, . : e
~ Process of Psychomotor Skill Development

After R. H. Dave, International Conference of

Educational Testing.

103

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



Motivational

Action

Cognitive
- Structure Structure Structure
Knowledge Change of Provide
perceived values: Opportunity
Threat From secondary Provide
(Betief) to Health as Skill
Primary goal Develop
To model behaviour Resources
Self control Unfreeze
Acsthetics Environmentel
Constraints
KAB GAP

1t is often assumed that increase

in

knowledgz levels

Jeads to changes in.attitudes and possibly changes in behaviour.

K

—_— A —

B

It has been shown that adoption of a particular behaviour
produces changes in the attitude towards the object possessed,
and increase in knowledge levels about the object. The

paradigm will

then be

-

Rl A e B

In reality this is perhaps more applicable:

B
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The lack of emphasis and support. for- behaviour -change
in teaching is emphasised by the. KAB Gap i.e. there i
usually a knowledge: level of 70-80% but the: level of
relevant . health practice is about 30%. In family planning
this dlscrepancy is seen in a number of countries including
Sri  Lanka. Similar situations exist in immunisation
behaviour and preventive health behaviours associated with
communicable  diseases. For  example the level of
knowledge about ten communicable diseases from typhoid to
(uberculosis is quite good (84%) among Sth grade students
in rural schools but their perfonnanoe in pract:gaes related to
the control ol‘ such d;scases specially in :

1. Lca:mng thcorm
2 Motwational Theones
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To “summarise the main points in these fields would not
be “possible, ‘however examples to illusirate some of the
significant’ developments- is given. Learning theories emphasise
various aspects of ‘the -piocess. The psychological definition
of learning refers to: -

And: brushes happily conformi_ty_ to School norms,

“‘Learning in contrast with ‘maturation, is a change
in a living individual which is not heralded by his
genetic inheritance. It may be a change in insights,
-behaviour, or motivation, or a combination of these”
(Bigge 1964)

In the educatlon sense Eaton states (1938):

“When a man has learned anything he is for a time at
least, changed in his readiness to deal with this or that in.
his environment. He has become, with respect to certain
things, events, meanings, as the case may be, differently
sensitive, differently percipient, differently disposed as to the
forms of his responsive ‘behaviour, whethel m achoq, in
understanding or in feeling”’.
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As observed there is considerable similarity in these two
definitions of educationists, and psychologists, and learning
is_defined as a change in behaviour in the cognitive (know-
ledge) affective (feelings) and psychomotor (skill) domains,
in keeping with the purposes of instruction. Any change in
behaviour intended or otherwise would be effects of the
learning experience.

There 'is a distinction" between mstmctual (animal) beha-
vior and human behaviour characterised by ‘rational choices
in man ongmally enunciated by Plato and .differentiated and
referred by psysiologists “and psychologlsts in_the l’ollowmg
centuries, The ‘‘association of ideas” postulated by John
Locke, was developed by Thorndike in:the early part of
the 20th century into the theory of connecuomsm which has
its basic principle, the law’ of effect. Thls law holds that
behaviour: is - primarily ‘influenced by its " eﬁ’ects I an act is
followed by satisfaction, 'those - acts “are mcreased The
connections between the situation and the act are strengthened.
Satisfying’> effects strengthen connection and “Annoyers" “or
dissatisfiers weaken the connection,

Reﬂex behaviour

Some behaviours . are . natural to -a pamcular spectes
They are inherent or inherited and are called inborn or
unconditioned reflexes. The sucking reflex in. babies can be
evoked by the stimulation of the lip area. Physiological
experiments carried out in animals have: demonstrated = the
relationships  between slunull and the consequent observablc..
active: responses 3

S]_ght of meat ————> Salivation in dog
Smell of meat ———— Salivation

Noxious stimuli like pain, high pitched noises etc. have
also their results in inhibitary reactions. The constriction of
blood vessels, and the release of certain substances like
histaumines occurs in such situations. Even in the plant
world one observes how children are fascinated by the
folding of the leaves in *“Touch me mnots” (mimosa pudica)
when the leaves are touched with a  certain degree of
pressure. . =] g
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Cond;tioned Reﬂex it

; Pavlov’s cla,ss;cal expenments on “sbam feedmg” of dogs,
demonstrated that an associated stimulus can replace the
orlgmal st1mu1us in  bringing about the desired change
(Smnulus subsurut:on)

Foed ————> Salivation in Dog
Bell 4+ Food - —-———3 ~Salivation '
: Bell ~—-—-—-—;> Salivation

Smell, sight and other assoclatcd stlmuh ‘can bring about
s;mllar changcs =

R

Operant Conﬂmoning

Skinner’ S. meory of gperant_, condltnomng for. explammg
behavmur ‘I8 an elaborauon .of -- Thorndikes law of  effect,
and concerns . ‘mainly : external - -conditions and. ‘observable
changcs in., behavmur “Operant conditloning emphasxsea
lo gcnerate consequcnce_s hitg The _expenmcntal animal
makes a number of spontaneous activitiess one of which
is rewarded or reinforced. For example one investigator decided
to let a cat escape when ever it scratched its ear, in later
experrmcms ear scratchmg was not Iong in coming. . In another
cat hckmg wae ‘reinforced. ~ Similarly ‘a chicken  that pecked
its fcaihers was released from the box. The chlcken would
“whn'l his ‘head - around” and poke' into hlS feathers as soon
as 1t was dropped mto the box”*. s

The enwronmental [‘actors in learning, ‘ordering of:
situations, and patterns of reinforcement at fixed intervals.
(every 10 mts.fevery other day), at fixed ratios, (refnfomement
after 10th response), “or at~ variable intervals “or variable
ratios, become nngortant factors, enhancmg the rate of lear—
ning_ and retegtlon of behawour G:ln

Gestalt. Coneept :

Man’s behav_lour is somét_in;e’s determined by his emotional
feclings, needs or drives and at other times by the  stimuli
around him. Stimuli elicit behaviour or reinforce resgonses

i

=
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but these do not explain fully. how "people ~experience
situations and cope with the environment. Learning -is not
seen merely as association between stimuli and responses
but as changes that occur in how one views his situation.
When faced with problems, a series of vain efforts to solve
them, is followed by rest and reflection, when suddenly the
solution pops out. This *‘Aha!” experience referred to as
insight is said to be due to perceptual reorganisation.

Conformity and rebellion: Tweé drink, one holds back. Individual cups
at school are used to drink “Kola Kande” a vegetable soup,
after the CARE biscuits.

w

Information theories:

These conceive man. as:

(1)  Information gatherer, selectively - screening through
" his perceptual framework. idiom

(2) An active processor- of information.
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= The -amount —of mf'()rmatwn that reaches through the °
senses ' is mdlcated i

Visual
Auditory . -
Sensory
Touch
Taste

The need to organise teaching to corelate to these
information gathering stimuli is obvious. The provision of
multi - sensory experiences for the younger children such as
different bright colours, play materials, are based on this
premise. Increased wuse of visual aids in lecture sessions
for older children opens up new channels for learning.

The computer program itself can be treated as a type
of learning theory. Programmed instruction requires a series
of student responses leading to a terminal behaviour. There
are 4 essential parts to a frame which is a unit of subject
matter:

1. ’I'ﬁe' stimulus and stimulus content.

2. The cues or prompts necessary to produce a
reliable response. & ;

3, The response the stimulus evokes.

4. Enrichment material to make it more readable and
interesting: .. or  materials - which . recall . previous
information to facilitate -student: response. ;

The reinforcement of correct responses, and student
involvement in the stepwise procedure, ensures effectiveness
in learning through programmed instructions .

Motivational Theories and Heaith Behaviour:: 5

Why children behave the way: they do, and what makes
them do certain things in preference to others, and how to
get them to conform to idealised patterns of behaviour has
been and is a perpetual field for investigation.
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T s T

There has besen a body of knowledge and research
which has been built up and the main conclusion of this
can be summarised as follows:

(1

(2

)

Infant behaviour is a response to physical needs,
and is conditioned by the parents, and immediate

. family membcrs but crltlcally by the mother.

The preschool chi]d has and exhibits learned beha-
viour reflecting family norms and child rearing
practices in the community.

"The school child:

The most significant person to the child is

‘the mother. The shift to mother ‘substitute i.e.

the teacher takes place usually in Grade IL
Socialisation and peer group influence on the
child begins to operate as soon as individualised
or self - centred behaviour declines and group

- behaviour pattern gets established (Gr. I & IV).

(4)

The ' support by the teacher for- group ideals
and the reduction of-the 'negative effects in the
group would shape behaviour positively. Thereby
values are built up for health. In other words
individual responsibility for health is -altered to
group responsibility for common health goals.
Rewards are also designed in such'a way as to

“reward ‘the group rather ‘than individuals. Health

behaviour is seen as an idealised state - worth

_ striving for.

Peer Group Pressures;

- Peer- group pressureé_' 10_‘:In_nodjfy_ behaviours
related to smoking, drug.  abuse, risk taking
behaviours begin at the pre-adolescent ‘‘gang stage”’

“and the experimenting stage of adolescence. The

features  of loneliness, defiance, and dependence

in  adolescence lead -to' sudden swmgs in mood:- and
 rapid changes in behayiour. . - :

1t
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Peer group pressute brings them to the basins. - Imitation and repetition
leads to automatic' behaviour ‘and habits.

Change in health related behavxours are dependent on
mainly 4 groups. of variables and theories on behaviour
change haye emphamscd one or the other or all of them.
These groups of variables or determinants of health behaviour
can ,_be categorised into:

1. Beliefs based on knowledge, eéxperience or percep-
tions of true or false information.

2. Values and the {eelings attached to the importance

" “of attaining a ‘desired object or protecting against
a disliked condition.

3. Actions. The complexity and effort required to
carry out these actions limit the actions.

4. Environmenta! factors including social, cultural and
situational influence the actions concerned.
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Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



Mathews has simplified some of the variables and suggests
the probabilities that a desired action will take place,
depends on:

(1

(2

@

The perceived probability that the action will
lead to a certain goal

The perceived imﬁonance of that goal in relation
to others

The perceivcd eﬂ‘ort or resources needed for the

-action

Piwm i P, (l-c)

5%:|Pr0bab‘lllty that act:on wlll be fakcn s
= perccw:d pnoba.btllty ﬂla.t actnm wnu }ead to a

(certain goal

= 'percewec'i importance of goal in relatlon to

others

4

' =" Perceived fraction of total avallablc rcsources

fequu'ed for action.
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THE TEACHING OF HEALTH

“The role of the teacher is obviously imoortant and
fundamental in any health service. In areas with extremely
limited health facilitfes, the teachér may be one of the few
rersons in the commumty, besides the parents, interested in
the child’s health. While a programme which depends on ths
teacher. to carry the whole burden’ cannot be as productive as:
one with a nurse and physlcmn, there is obviously much that
can be done. Conversely, ina highly developed service the role
of the teacher, while no longer unique, is ‘still as important
to the child’s welfare as ever, and there is no substitute for
the knowledge -gained from the teacher’s continued classroom
observation”. (WHO) :

The teaching of health is very much like the teaching of
any other subject in a number of ways. There is the content or
what is to be taught. The similarity becomes obvious when
the significance of teaching is aralysed. Learning obviously is
more important than teaching. This is perhaps more so with
health teaching. Let us look at proposition (1) where teaching
is the cause and ieammg the effect:

Proposition (1) :~

Teacher ————-———~ Teaching -—> Learning

This proposition is teacher centred and assumes that the
student is a passive learner, an empty vessel.

Proposition (2):
Teacher.
v
Significant— —p> Learning——-——3 Changed behav;our
others expeneuces
Studcn‘t
114

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



il - | PERICARDTUM

EPTCARDTIM |

j UPTCAXDIUM
] .
q

Three types of wvisual varying in detail and realism, The fifst id
linear and abstract, the 2nd detailed and shaded, and the third is a
photograph. Learning of  students through the Ist & 2nd drawings
were equally effective, but significantly more than. the picture, and the
oral presentation: indicated at the top. The oral presentation -and the
photographs {top & bottom) were equal in their effect. More visuals, ﬂ*

and more realism does not mean more learning.’ _
fer Fra 5 j
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The latter is more student — centred and takes info con-
sideration other forces in the learning process. The teacher
creates the situations for learning, provides corrective, and
reinforcer feedback, facilitates, and moves on the learning
process if gets entangled, and manages the resources — necessary
for the interactions among students, the environment and the
teacher,

A comparison of opportunities in teaching health as
compared to teaching general subjects like language etc., is
given in an attempt to highlight the differences and similarities,

Health Teaching

Student - centred.

Problem oriented.

Specific behaviours
as outcomes.

Actions in the immediate
or near future: immediate
change.

Observable behaviour by
peers and teacher
e.g. Nails, brushing.

Can produce change in class
environment e.g. Cleanliness.
Resources for health pracuces,

cups, brush.

Can bring about “ghanges’
in school:

Well, water supply
Canteen; vendors of :food:

Group activity can be easily
designed for health teaching:
e.g: School gardening for
nutrition education.
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General Teaching

May or may not be.
Not always. :
Behaviours more in the
cognitive and attitudinal
areas.

Actions more likely to be
in the distant future:
later change.

Maskgd behaviours,

May or may not be
similar changes in class.
Preparation of models.

Similar opportunities
can be created,

May not be pos;iblé.- -
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Health Teaching

Gamnes for teaching health:

to “illustrate concepts or
‘emphasise behaviour

Family involvement through
health related home assign-
‘ments/projects :
Community health projects®
along with PTA, voluntary
organisation

Requires use .of visuals, -

models and demonstrations .

Student " participation in’
creativity and bringing

‘General Teaching

Could be designed for lower
grades - ;

More difficult to adopt this

~ mechanism

“Possible to organise visits and

tours on: school rcla:.ed projects

. EUse_af wsuals, _enhances
.. the ]earmnlg
~Not so easy to employ this
. .. technique -to all the -subjects
aboutchangecanbehamessed'; i SREERRG R

Some Pnneiples l'or Teaching Heaith

These are brlcﬂy summarrsed

,.'1.'- . Learner should be actlve rather than a passive on-

looker.
observation,

Student, inyolvement . by.: designing prior
survey, report.or experience into the

class session would ensure student participation,
The usual ‘premise that concept or theory should be
. tanght “before field work or assignments are given

need not be ritualistically carried out.’

The converse

_may also be done i. e. to generate the concepts or

'theory from expcnence

'I‘h:s may gwe ‘a feeling of

: rcahty to’ what they leam

2. Re’petition and overlearmng' to "pract'ise a habit is

necessary.

However. 'in - doing. so care should be

taken to avoid monotony, Simple tasks and beha-
.yiours in health are neither attractive nor challenging
10 stuedems The need to design- expencnces to make
‘them so, are important. y

3. Variety in learning situations, ‘methods,

-(visuals,

‘field trips), and teachers (c.g. health staﬁ’) provide
stimulus “and “novelty - in learming. - <2
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10.

~11.
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Reinforcement and Rewards in learning may be graded

:so_that rewards are internalised i. e, for their own

satisfaction. Also fewards for group achievements
than individual performances shapes the behaviour
through - selective mutual reinforcement.

Authoritarian models for teaching health may have
negative side effects as observed in the high rate of

.non compliance (80%) of patients to doctors’
inst;uctions.

A facilitator’ model may be more helpful in brin-
ging about individual changes in behaviour.

~Group ' learning through modification of each others

behaviour is a useful technique.

Individualise the learners needs “in. specific health
problems and identify the <teachable moments.”
For example during a cold (use of a handkerchief),
after an attack of malaria (use of prophylactic drugs,

““and to get house sprayed). Il:l__adults this is clearly
Seen in the “large number of persons who stop
“Smoking after a heart attack.:

Identify the students, talents and experience to

. influence others behawour, as we]l as the handicaps
2iin learmng

_Ass;st the studcnts to devclop schooi health and

community health projects on a contractual learning
arrangement. The student group analyses the problem,

_des;gns pla,ns _and carries .out interventions.

* Continuous' evaluations “of a non—threatemng kind,
- and’ sunple ‘rewards are pmferable to incentives and
“thréafs. - The “excessive use of fear messages in

trying to “scare. people ' to change: their health
behaviour has serious counter - productive resulis.

.The Health Teacher is under constant review as a
. role model - particularly as regards the - behaviours

discussed with students. Lack. of credibility would
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_lead to pretense behaviour by students, similar to

12.

| “yes yes” verbal agreement when persons of high
- authority give instructions to staff. Result is agree-

ment without conviction and very little action.

Recognise the culiural bias' in actions related to
health and use them to form favourable habits.

(b) Avoid conflict with standards held by parents and

13.

14.

family ‘about health” matters and particularly avoid
ridicule, as defence mechanisms would hinder any
change, Perhaps dialogue with parents on how to
deal with child’s health problem may open up
avenues for change.

“The use of the ‘“‘concern for the other” or *“loved

other concept” may be employed when a person is
unwilling. to give up a harmful practice like smoking
or other risk taking behaviours e.g. crossing roads

~dangerously, Here a health related action is taken for

the love of another person. Father for the sake of
the child, the pregnant woman for the sake of the
unborn baby, the older student for the younger
ones or for the sake of the moth:r

Stimulation of cur1051ty and mterest unproves the
quality of learning and encourages the student to
research and find answers. However this has to be
guided and supported particularly in drug education,
sex education etc. '

Formal Versus Informal:

: Learning health habits and behaviours is l:ughly culture

L.
%

orlented and based on early socialisation processes. Paulo
Freire in describing the formal system of traditional teaching .
as oppresswe, highlights the following:

The teacher teaches and the students are taught.
The teacher knows evcrythmg ‘and the students
know: nothing:
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‘The téacii_er thinks _an_dﬁ students are thought about.
The teacher talks and the students - listen - meekly.

.

The teacher disciplines and the students are disciplined.

= T T S

The teacher chooses and - enforces his choice, and
the students comply.

7. The teacher acts and the students have the-illusion
of acting through the.action of the teacher.

8. ‘-'_T!ie_- teacher choosés the programme  content, and
“ Uthe stud'ents (who' were not conSulted) adapt to it.
9. The teacher confuses the authonty of knowledgs

with his own professional authority, which “he sets
in opposmon to the freedom-of students.

“-10. The teacher is the subject of the learnmg process,
whlle the p't.lplls are mere ob_lects '

Formal learning can be made interesting by changing the methods
or changing the teacher. A midwife teaches students on
preparation of visuals for health exhibition.
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Our formal system of education has tended to “move
away from these ten commandments in a number of ways,

and adult education programmes have recognised and moved
towards a person centred, - shared, and exchange type of learning
situations, In health education this is particularly significant,
for ultimatsly it is the individual who controls his own health
behaviour, The supervision of such acts can only be temporary
and marginal.

*

Informally the child learns by bringing the latrine plate home, how
important a latrine is for his health.

Expressed Versus Implied:

Directive teaching expects outcomes and exhortation be-
ccmes a method of teaching health quickly througha serizs
of dow’ts, and do’s. The student may perceive this as some-
thing the teacher has to do: get it out of his or her system,
without any real meaning. Then the whole exercise becomes
a mutual game, one of delivery of content by the teacher, and
listening without intent by the student. The purpose is somehow

121

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



lost in the ritualistic procedures. - Perhaps this is why it is so
important that teachers validate the things they say - about
health. The ¢limate and value given to the teaching - of health
in schools plays ‘a critical role in this process.  Support
from the principal and others essential. Otherwise the teacher
becomes. -isolated and is lost in this- massive and critical
endeavour. .

Precept versus Practice:

It is sometimes naive to say that teachers are role models
to their students but nevertheless. very true, as parents who
observe school generated changes in the behaviour of their
children often realise. A child’s belief in teachers and the
school is very hlgh until destroyed. The disillusionment starts
when there is discrepancy between precept and practice. It is
therefore essential to start. health education activities wlth
simple achievable ftargets and develop behaviours on a
stepwise basis. The climate provided by, and the behaviour of
significant groups: parents, _older students, teachers and adminis-
trators, are necessary mgredxents for brmg:ng about change.
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COMMUNITY HEALTH PROJECTS

There ‘is a ‘rich experience §n community “health projects
conducted in collaboration with ~schools. ‘The projects were
either :-

1. €omprehensive prgg_fah;hié_é: Total Health 'Appmaéh or
2. Specific Programmes. .on

Nutrition 2ot
Dental Health
‘Environmental: Health: -
Immunisation -

Model for Community School Relations
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Programmes that have a comprehensive approach were
multisectorally linked and had a strong base with community
groups and voluntary organisations. The organisational linkages
were complex and the build up phase was slow, the take
off time for visible effects was almost an year in most of
the projects. This tended to dampen the enthusiasm and
efforts of the students and teachers as the school calendar
and the relationships are built on a one year cycle.

The short term specific projects were extremely succzssful
in concentrating -all-efforts on a few problems. and - making
a significant impact onthem.” ; 3

A few example will illustrate these experiences and pro-
vide models for development. The case siudies also provide
objectives and lists of activities which may be useful.

1. Dental Health Projects

There are 175 School Dental Clinics with 375 Dental
Nurses in Sri Lanka. They mainly cater to dental health
problems and spend almost 807 of their work time in curative
procedures, meeting the.demands for-the under 13 years olds.
The preventive health needs  are usually neglected. The
project objectives was to—increase _the . awareness and to
change -the -behaviours,  attitudes and practices of school
children. The - activities were:- N

1. Provide comprehensive dental care services to all
Gr. | 1 children in the 38 schools in the Nakkawatte
i educational circuit. The agtivities \included extraction
of badly septic teeth; Testoration of possible teeth,
. and oral prophylaxis. This was through a mobile
clinic system, and temporary dental centre at
* schools. R JOSF T
2. A dental health education programme for parents,
teachers, senior students and community leaders.

A supervised tooth brushing programme at school.

A strengthened referral system to a central School
Dental Clinic 4t Nakkawatta.

-
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The assessment of the problem is shown below:

s  TABLE 6 _
No. of Total No. Total No. No. with No. with
Schools of Children examined Tooth Decay calculus

: “Gr. 1 : ;
38 1,696 1,511 (88%) 971 (57%) 1,418 (82%)
The interventions carried out over a 3- month perii:i’d‘ was:
TABLE 7
Extractions  Temporary Oral
: Dressings Prophylaxis
135 i A4%] e 1,108

The process was as significant as the achievements:

1. Community Was educated to recognise dental
problems and to seek care early.

2. Education for promotive and "prevemive aspects
received equal attention as treatment.

3. Coﬂ;munity-'-rcsomw were utilised-Volunteers, Volun-
tary Organisations, contributions for shramadana.

4. Team effort-Public Health, Hospital Staff, Dental
Surgeons, & Dental Nurses worked with Education
Department Staff, Principals, Teachers and Circuit
Education Officers.

A study of oral health habits among preschool children
by Wijetunga et, al, in preschools among 1,100 children
revealed:

Low Country Up Country
Behaviours Wet Zone Estates
Brushing 14.1% 9.9%
Tooth Powder 18.6% 36,5,
Don’t Brush at all -~ . 27% - 16.9%
Cleans once only IR o e
More than once 12.5% g -

Source: Study of Preschoolers, Dr. (Mrs.) G. K. Wijetuhga,
Health Education Bureau.
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This - suggests -that-almost 9-out of -10 : ¢hildren- .coming
to school need to learn fundamental habits and behaviours
in dental health. The intervention programme started through
specially trained preschool t:eachers ‘Creche Workers, Plantation
Family Welfare Superv;sors in 1980, indicates that there
is an overall shift in the behavlours towards positive health
practices: “These - workers could. be- strategically linked to the
school  dental health system.

Health” workers fill, clean ahd cover up, the health problems consequent
to poor health habits, or hclp start new habits for chlldren
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Teachers visit homes to find out. how their students live. Snch visits 1mprove
the d:alosue and gets mutual support for the child’s learning.

lntegrated -School - Community Health Projects

Moonamaldemya a Medxca.l Officer - of Health area was
selected. for this project and 38 schools in ‘the Nakkawatte
Circuit mthm the M.O.H. ‘area  was identified.  Villages
' a,d]ommg the schools were demarcated. : '

Thc b&_w information of the project is given below

No. -o'f - School = Viliages e No. of -:'Populé,tiﬁn

Schools Population - selected  houses of villages
selected. e
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The main objective of the programme was to initiate,
plan, implement and evaluaté an integrated school health
education programme.  Specifically the objectives outlined
were:

1. To idéntify health education opportunities in a
school.

2. To prepare a list of health problems faced by
School Children in Sri Lanka.

3. To list the behaviour changes to be adopted by
School Children in ordet to overcome the 1dent1ﬁed
problems.

4. Prepare a list of existing and potential resousces.

=7 To prepare parctical health education programme
to be implemented in primary classes.

Planning community health activities with students is an essential step.
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‘6. List steps in planning a Commumty Health Eﬂucd
tion Programme

7. State the criteria in selécting vi]lagé volunteers.
8. Guidance to the training of volunteers.

9. Guidafice to the keeping of records and the
procedures to evaluate the programme.

10. Identify facts favourable to sustain the programme.

11. Identify the community fesources - th@__t help to
strengthen the School Health Education Programme.

12. List steps in planning an integrated School - Commu-
mty Health Education Programme.

13. List barriers “to establish close coordmanon between
the school and the oommumty

14. List community resources that can. be utlhsed to
~overcome the above barriers, : ;

Aetmties %

Se]ectton oi‘ an area c!ose t’o school 200 300 hauses

Selection of—--—Vﬂlage Health Volunteers. 35
g ._-__-_One Vqux}t@:er. for -,ever}; 15 J;nqﬁéés-. A ,  - '

ifrihcipalﬂeacher to select counterparts at School to
. work with - village - volunteers.

Trammg of Vsllage Health Volunteers and st‘udentsi
togethcr ; v :

Survey of vﬂlage & school to xdennf'y health pmb!em*i,
practices ' and, attitudes.. - . . S5

Training based on health problems of aréa.
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Multiple - interventions on’ cleaning of wells for safer
water supply, improved sanitation by-improving Ilatrines and
building new latrines etc. were carried out,

The results are summarised :

Activities Percentage Coverage
before . after

£ Project  Project
Immunisation B.C.G. ; 56 76
Hookworm treatment (Schools) ! 6 7f 36
School Medical Inspection (Schools) 42 100
Correction of Defects ; 24 63
Midday Meal in Schools (Kola Kenda) 0 58
Oral Health Care 44 99
Supply of safe water at School 21 - 84

Repaired and maintained sanitary facilities 28 - 64

The results aftelj. a. ye;ar indicate  dramatic in1provéments
in some, small gains in others.

Urban School Project

About 1,000 students mainly from shanty dwellers attend
this school. There is vice and violence in the -area, the
houses are overcrowded, and it is a socio-economically
underpriviledged area ‘having a floating population - of more
than 8,000 at the outskirts of Colombo. A random survey
of 125 students showed that 80% come 'to schodl without
breakfast, 75% did not have an adequate mid day meal, 607,
without ‘a proper dinner. ~The main meal was made up of
4 ozs. bread and 2 ozs. rice and a cup of plain tea. The
school drop out rate was 28% per year. There was' daily
absenteeism of 200 (about 29%). This was due to inadequate
food, uncleanliness and illness, lack of . clothes,  and. other
behavioural problems. To alleviate these problems a self
help feeding programme was- dcveloped The activities carcied
out were: e

1. Assessment of nutritional status of ‘children. "

2. Agriculture, school and home gardens project.
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3. Protein feeding programme from voluniary organisa-
tions and supplementary feeding programmes with
Triposha supplied by CARE was started.

4. Kola Kenda (Rice & Vegetable soup) was prepared
and distributed by parents.

The absenteeism dropped from 279 to 164, and in the
lower grades to 5%. Teachers took part in improving
cleanliness, recording heights and weights of  the ‘children and
assessing food intakes “and requirements. The preparation of
food was done by parents and senior students. .The teachers
supervised ‘and 'discussed ‘the values'of food eaten. Each
class had a plot of land and a students team cultivated and
valued the products and optimally used the available food.
The 'children were “discouraged to waste money on sweets and
encouraged to consume wholesome foods. = The participation
of Sarvodaya, the major voluntary movement in Sri. Lanka
has immensely helped-in the nutrition project at the school.

Summary

-The Community .School Health Projects has a dramatic
mﬂuence on: ;

j Studcnt behawour
2. '‘Teacher: .a;utudes and béhévi;;ﬁf;
. 3. Community - Commitment.

The school is  very much the centre of learning and
therefore a focus of change, provided it takes innovative and
ohallcqgmg approaches to solve problems and generate
resources.
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ORGANISATION OF
SCHOOL HEALTH SERVICES

Who s respon51ble for: the! hca.ith of the school chlld‘?
The parent is obviously responsible, but as the: school is the
environment for the student for: a . third of. their lives, there
is a significant part to be: played by the school and -the
teacher. who is the temporary guardian. The ,health depart-
ment having the expertise and .service facilities has also a
major - contribution to make, in preserving the health of the
child. So it is a joint responsibility of the Educanon and
Health Ministries to care for the child.

At the Régibnai Level the officers responsible are i

~ Education Services .- Héalth: Seérviges .’

“"Regional Director = "o o Superinténdent of
e e _ Health Services
Circuit Education ‘Officer ~ * Medical Officer/D.M.O.
- Principal . . . . School Medical ‘Officer
“ . Health_ Teachér . _‘ “° publfic Health Inspector
A e Health Nurse
e 7 % Public Heallh Mldwﬁ“é

The teacher is the crucial person in teachtng hcalth.beha~
viour. The health services personnel like the Assistant Mcdlca]
Practitioner or Doctor supports and reinforces the activities of
the teacher. The teacher and Principal support the treatment
and follow up procedures initiated by the health personnel.
There is mutual and reciprocal reinforcement and support for
activities. Based on these realities there has been for over
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twenty years, a National Joint School Health Committee.

Thé central agencies in Education and Health, the Curriculuth
Dévelopment Centre and the Health Education Bureau coord:‘j :
nate the activities of the National Programmes, At the
Interministerial Conference in January 1980 the Ministers of
Education and Health reaffirmed the need to strengthcn the
School Health Education and Service Programmes. The
Secretaries of  the two Ministries ‘and the Regional Directors

- and Superintendents of Health Services mapped out a programme‘-._-
i‘or action. : 5

: The mam recommendalmns of these meetings were

. 1. -"To establish a School Health Educat:on Unit in.the
 Ministry of Education and strengthen the School Health ;
~ Unit in the Health Education Bureau. i3

2. That Health Educatxon should be made a compulsory
i -s*ub;ect and provision should be made to teach 1t at -
umversx{y level. ;

3. Health Education should be made a separate subject

4, Like English, Mathematics and Science, a scparate'-
teacher should be:'_ ained for health educatlon.

Sk ol oordinating -committee to implement the new school
r -health education programme in schiodls should be
formed at’ the Naﬁona.l Reglonal Crrcu:t and School
fevel. - A _ :

6. A separate day sh_ould be set apart in all hospltzﬂs to'

g8 Follow up actions by way ot‘ mrculars tramuig programmes,
‘and curriculum ‘reviews have been carried out. These need to
‘be synthesised and plans outlined in terms of previous. expea_'
riences, problems and resources. Two key orgamsatm"’ lfactors
stand out and they may determine the extent to 1 ;
education teaching s fikely to be . successful. Théy are curri--
culum development for health and teacher training.
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HEALTHY PRODUCTWE cmz ENS

Pn—ws:c.m.. MENTA\- ] SQClN_ _'

HEALTH -
| EpUcaTion
"\ BuREAU

SCHOOL 3
SHILDREN:

Cunicnlum Development: . . .. .. - -+ 4

Curriculm development. for: h.ealth would require evaluation
of the integrated primary ,curru:ulum for the teaching of health
and modify it in terms of the ﬁndmgs. Emphasis on the
total ©health of ' the child  and " the  abilities- and interésts of
children at different ages and developmental stages ‘would be
necessary. The workshops and - field work at Horana and
Hikkaduwa in 1975 and 1976 formed the basis " for the ‘ deve-
Iopment of the health educat:on cumculum “In’ a similat way
the “in'= service training’ programmes “currently bemg- conducted
for " health i:eat:hers ‘could” identify the problems in he' new
i:urriculum so that surtable revisions can bc made ? H

Teiu:her fl‘ra'imlig Colleges o ARl .'.:,.-
The tralamg of teadmz zduca!ms or !ecmrars ‘at ‘the
‘tmmmg ccolleges - for -health - requires: further  analysis*-and

serious efforts to bridge the gap between existing conditions
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and projected plans in implementing lhe integrated curriculum;
It may be worth recalling the observations made at the ﬁcld
'visit to Teacher Training Colleges in 1976 by a group of Health
Education experts and lecturers at Training Colleges.

1. The Health Education Curriculum in téachers college
is not problem oriented.

" The curriculum is highly examination centred.
It has not defined the educational aims and objectives.

Lack of qualified lecturers to teach Health Education.

“oA e

‘Health Education in the total teachers college curriculum
has not been given the place it deserves.

It does not reflect the ‘needs of the learners.

*

7. Lack of teaching aids and materials.

8. There is no particular officer who is responsible for
implementing this programme.

9. Lack of modern and upto date texts in health education.

10. No propel_' in- service tralnmg programme for the
Lec’mrers in Health Educatlon

11. Inadequate support from: Health Department to the
Training * Colleges:- Eages

The situation has changcd very llttle in: the training
colleges as regards health teaching. A recent seminar for
Lecturers held at Sarvodaya Centre in March ’81 hlghhghlcd
the same problems observed five years ago. The recommen-
dations at this_seminar included the need for better trammg
books and resource materials. The development of practice
schools for teaching health based on Community . Health
Projects was strongly recommended. The revision of the
curriculum in health for . Training. Colleges is an 'urgent
necessity in: order to kcep pace with devclopment in School
Health Education: £ :
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.(annlasiol:

It is often said that the ¢child is the father of
man”’. Another equally strongly held view is that “men are
-but " children of a larger gmwlh" - The former  maxim
.empbhasises - the. inherited . qualities —in l&mmg and. . the latter
the. acquu‘:d or_learned behauou:s,. ; :

Both are true. Yet the Schobl is part of ‘man’s cultural
heritage' and every man” inherits” ‘that part of the “tradition
from generanon to generatlon In that sense the 'school is
not dead. It lives on in the wexperiences and feelings of
father to son, mother to. daughter, teacher to pupil. As a
chunk of Lnowledgc a bit of feeling, and a slice. of experiences
falls into the pond of human Iearmng, ripples of understand-
ing, happmess and action catch on.” “He has become, with
respect to ‘(health) certain things, events, meanings, as the
case may be, differéntly sensitive, differently. percipient,
differently disposed......."

137

Digitized by Noolaham Foundation.
noolaham.org | aavanaham.org



A GUIDE TO THE ASSESSMENT OF PROTEIN:ENERGY
UN-DERNUTRITIQN IN CHILDREN-

“Nutritional status .'i§ "an": important determinant of the
physical growth of children. The nutritional adequacy of ‘the
food intake has a direct and major influence on ‘the nutri-
tional status of a child. Therefore, growth in height and
weight over -time of children, may: be used as an . indicator
of theitr. nutritional- status. -1 o b 0 4 Pt

: 'l‘he acoompanymg tables may "be used as a gulde to the
d:agnosns of Protcm—Energy Undernntrmon in school chlldren
Two categories of the condmon ,re ‘acute’ and ‘chromc may
be identified with their help. It:may be noted that a small
proportion of ‘childrén in a communlty may fatl mto both

categories.

It is important to recognize that the dietary deficiencies
leading to growth deficits are not restricted to proteins and
energy (calories), energy and protein deficiencies, however, are
the major dietary deficiencies, that contribute towards poor
physical growth and hence the term “Protein - Energy Under-
nutrition”.

4 Ref: Adapted from WHO document WHO/FAP/79.
1 (Geneva) 1979

Dr. W. D. A. PERERA,
Department of Nutrition,
Medical Research Institute,
Colombo 8.
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This book emphasises the
role of the school and the
teacher in the  formation. .of
health habits and °  suggests
mechanisms for the formation
of healthy behaviours.

The functions of health
personnel in reinforcing the
behaviours of teachers and
parents through integrated school
~—community health projects are
discussed. Perhaps its greatest
strength lies in the concept
of a joint responsibility of the
Ministries of Education and
Health to safeguard the health
and wealth of our children.

“School Health Education
in Sri Lanka” is produced
with the collaboration of the -
Curriculum Development Centre,
Ministry of Education and
the Health FEducation Bureau.
Ministry of Health. UNICEF
has been and is playing a
sighificant role in the colla-
borative efforts between organisa-
tions and peoples, and support
for the production of this
book is an indication of that
commitment.

Dr. Walter K. Patrick is a

medical graduate of the
University of Sri Lanka and
obtained the MPH from the
University of Michigan, Ann

-V Arbor, USA.
U ‘ curative and preventive services
\{ V in rural communities. His work
\\A y . as

———

He has been responsible for

School Medical Officer
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