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Introduction

TheTermsofReferencefor theMid TermReviewoftheHealthAction in Schools
Projectbasedat lED in Karachiwereto reviewprogress,to assessachievements,to
identif~yweaknessesandchallengesandto makerecommendationsfor incorporation
in the nextphaseofHAS.

My timewasextremelywell organisedandmy programmewell designedsothat in
thetendaysin KarachiI wasableto meetandtalk with nearlyall the keypeople
involved in theHAS projectbothatlED andin theproject Schools.

Thereportis divided into threesections.

Section1 considerstheachievementsoftheHAS programmesofar.

Section2 comparestheseachievementswith theoriginal proposals.

Section3 containsacollection ofideasandsuggestionsfor thefuturedevelopmentof
theHAS Project.

My thanksto all thosewho mademy visit sointerestingandvaried,especiallyto Dr
TashininKhamisandthetheHAS Team,Debbie,Farah,ShahidaandNoordin.
Thanksalsoto all thoseat lED for makingmefeel soat home.

William Gibbs January2000
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1,0 Achievements

1.1 Relationswith schools
TheHealthActionSchools(HAS) teamhasestablishedrelationshipsbasedon trust
andmutualunderstandingwith its partnerschools.This is indicatedby theevident
senseofpartnershipthatHeadteachers,teachersandchildren within which the HAS
schoolsshowedfor thework oftheHAS team.TeachersandHeadsresponses
indicated;
• A clearunderstandingofwhat HAS canandcannotprovide.
• An appreciationof the flexibility of the HAS team to different and changing

circumstances.
• An understandingofthe conceptofhealthand healtheducationwithin thecontext

oftheclassroom,schoolandcommunity.

Broughtaboutby theresponsivenessof theHAS teamto
• thevaluesandprioritiesofteachersandheads,
• thetime available,
• thedifferentcharacterof eachschool.

1.2 Usingandstayingwith a varietyof schools
Theschoolsinvolved areonly a tiny sampleofthe wide spectrumof schoolingin
Karachibut theyareall different in significantways. 5 schoolsand 80 teachershave
beeninvolved in theprogramme.

Pir Mehfooz,Governmentschool;split site, poorsemi-urbanarea,mixed boysand
girls,male teachers.
Attiya Bia; GovernmentSchool,doubleshift school,poorurbanarea,girls only,
femaleteachers
Meteroville; communityschoolin narrowthreestory houseabovea store,all but one
arefemaleteachers
SultanMohammadSha;AgaKhanEducationalServicesSchool,doubleshift,
mainly femaleteachers
Generations,privatelyownedfee-payingschool,mixed,high quality purposebuilt
school,femalestaff

Theconditionsin eachschoolhavemeantthattheprogrammehasevolveddifferently
in each.TheHasteamhasovercomespecialdifficulties to keepa programme
presencein Pir Mehfooz causedby stafftransfers,turnoverofheadteachers(4 in the
last 18 months)andconflictsbetweenstaff

1.3 EstablishingHAS within theschoolsasa concept
Evidencethroughtalking to teachersandheadteachersinvolved in the programme
revealedthat theysharedsomethingofthevision of promotinghealtheducation
within the schools,of thevalueofan activeapproachto learning,ofthevalueofan
approachthat wentbeyondthe classroom.The establishmentoftheconcepthasbeen
aidedby theappointmentofoneteacherwithin eachofthe participatingschoolsasa
healthco-Ordinator.
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1.4 Establishing lessonsin health education aspart classroomteaching.
Eachschoolhascontractedwith HAS to teachlessonsin healtheducation.The
contractednumbervariesfrom 25 peryear(SMS)to 36 peryear(Generations).The
recordsshowthat thesetargetshavebeenreachedandthat someschoollshaveadded
extratopicsandlessons.Different schoolshaveadopteddifferentpatterns(8 -10
lessonsper topic in SMS, 4 or5 lessonsper topic in Atiya Bai andMetroville).
Lessonsrangein lengthfrom 20minutesto Ihourandthe timeon analreadyfull time
tablehasbeenfound in different ways.
• Time found within othersubjects(SMS,Metroville, Generationswithin Ginn

themes).
• In governmentschoolsaregularday and time (Friday9.00)hasbeendedicatedto

theteachingofhealthlessons.
Theevidenceof lessonplansandobservationreportsconfirmthat healthis being
taughtin all ofthe 5 pilot schools.As anexamplehereis thedatafrom oneschool:

School Attiya Bai Term 3 1999
Class Action Plan LessonPlan Observation/Follow up

Class2 Homesafety No plan in file 30/9/99

Class3 HomeSafety Jointplan in
file

15/9/99 16/9/9923/9/99
30/9/99
4/11/99

Class4 Homesafety JointPlanin
file

16/9/9923/9/99

Class5 Homesafety JointPlanin
file

In additionto the original SchoolAction Plan, moreteacherstook healthlessonsand
therangeoftopicswasincreasedto includeLice andHygiene.Theclasses3,4 and5
werecoveredby 2 teachers,classtwo wastakenby anewuntrainedteacherfundedby
theFallahfoundation,a local NGOin responseto theHAS programme.

1.5 Improvingchildren’sknowledgeandskills
No comprehensiveevaluationof children’shealthknowledgewascarriedout.
Howeverquestioningof childrenin class,informal
discussionswith small groups,talkingto individual
childrenandlooking atthework children’swork
revealedthatchildrenhadgainedanduseda varietyof
healthknowledgeat avarietyof levels.
For exampleat Attiya Bia Schoolwherethechildren
hadbeenstudyingHomeSafetytheywereasked:

Whereis themostdangerousplacein the
home?
Whatdangersare in yourhome?
Whatdidyoudoaboutthem?

Answersto the first question(in thekitchen)reflectedgivenknowledge.Other
questionsled to variedresponseswhich revealedevidenceofindividual thoughtand
indicatedthat it hadarisenastheresultof independentenquiryoutsidetheclassbut
within the frameworkofthe healtheducationtopic.
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Other evidenceofchildren’slearniri ~is illustratedin this seriesof“snapshots”of
collectedduringvisits to schools.

A child who hadmade up apuppetplay on
Goldilockswasalsoableto improvisea play
with “mother” and“father” and“daughter”
puppets on whatshouldgo in a lunchbox.

This classwasableto intelligently discussthe
safeandunsafefeatureson bicyclesusingthe
teacher’sbikeasanexample.

This child describedhow he had
madethis toy for ayoungerchild.

Childrenin aNurseryclassrepeatedin Englishthewordsof the
teacherin a role play aboutdrinkingtap water.The“mother”
took thesick child to thedoctorwho wroteORSon a slip of
paperandtold thechild not to drink

A pupil at SMS displayingand
describinghis ownFirst Aid Kit

Children actingasthe“teacher”questionothers
on good habits,probingwith “Why “ questions
and“What do you do at home?”

A groupreportingon roadsafetydescribed
differentdangeroussituations,andhadcreated
differentposterswith individual messages.
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Children’s Health Behaviour
Examplesofimprovedhealthbehavioursdueto the
HAS programmewerecollectedfrom teachers.These
includedreportsofimprovedchildren’shygieneand
thegreatercarechildrenin HAS classesare takingof
theirphysicalappearance(Atiya Bai andPir
Mehfooz).Teachersin Genertationsreportedhavinga
“Lice Free”school for thefirst time which teachersput
downto usingthe Child to Child 6 Stepapproachin
theirhealthlessons.
Otherreportedchangesincludedincreasednumberof
childrenbringingboiled waterto school,children
bringinghealthierfood to schoolin lunchboxes,and
at theGovernmentSchools,increasedattendanceon
Friday,theday on whichHealth lessonsaretaught.

1.7 DevelopingTraining procedures,materials,strategies,tracking,school
basedworkshops
TheHAS Teamhasshownimaginationandflexibility in modifying andadapting
training inputsto matchtherealitiesof eachclassroom,schoolandto copewith the
problemscausedby the highrateof transferandthelossofteachers.This is especially
evidentin therethinkingofHAS inputsinto Governmentschools.Heretherehave
beenproblemsofmotivationwith teachersreluctantto attendtrainingwhich involved
travel ortheuseofoutofschoolhours.With thecarefullywon supportof theDeputy
DirectorPrimarySchoolEducationinterventionin theschoolsis now

a) in schoolhoursandat a regulartime,
b) relatedto thetraininglevel alreadyachieved,
c) schoolbased,
d) relatedcloselyto outcomesin theclassroom.

This hasled to a revival oftheprogrammein thetwo GovernmentSchools,Pir
MahfoozandAttiya Bia indicatedby
• Thecreationof a regularweekly time slot for theteachingof health.
• Theadditionofnewtopicschosenby theteachersto theiractionplan.
• Theuseofactivity methodsintroducedin training in theclassroom.

Thetrainingprogrammehasalsobeendevelopedby theTeamto becomemore
responsiveto theneedsofindividual teachers.A detailedrecordingsystemhasbeen
createdwhich “tracks” and“monitors” thedevelopmentofeachteacherinvolved in
HAS. This allowsspecifictraining to beprovided,relatedto the specificlevelsand
needsof individual teachers.

Overallin 1999 13 trainingworkshopsinvolving 79 teachersin the5 schoolshave
beenrun,andthesehavebeenbackedup with monitoring of lessonsandfeedback
meetingswith teachers.

1.8 Developingteachingskills and methods
To supplementthetrainingprogrammea seriesofworkshopscentredon particular
activemethodshasbeendevelopedby theHAS team.TheseFun ActiveMethodsin
Education (FAME) sessionsprovideHAS teacherswith an introductionto usinga

Childrensharesafewater
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wider rangeofteachingstrategiesin theirlessons.Topicscoveredincludeusing
pictures,writing andtelling stories,role play anddrama,usingsurveys,learning
throughgames,makingandusingpuppets,andincreasingLife Skills andSelf
Esteem.

Eachschoolhasbeenencouragedto selectwhich
sessionsit would like from themenuof methods.
Evidenceofeachof thesemethods
wasseenduring schoolvisits andin
theTeam’sdocumentationof
lessonsobserved.Someteachers
involved in HAS alsoreported
usingFAME newmethodsin other
subjectsin thecurriculum.This is
ofenormoussignificanceand
indicatesthat for someteachersthe
HAS programmeis providingan
effectiveschoolbasedform of
“TeacherTraining”.

1.9 DevelopingPlanning Skills in teachers
All HAS schoolsshowedevidenceoftheuseofthe ChildTo Child approachto
planning,andin particularthestrategyofusingtheSixStepsto createa sequenceof
learningactivities.Againthe Teamhasthoughtfullyadaptedthe approachby
modifying it for differentlevelswithin theschoolsothat lower primaryclassesuse
only thefirst four steps.

Theoriginal planningprocesshasalsobeenmodified by the Teaminto a seriesof
simplerstepsbasedon theideasofSmall is Healthy developedby HughHawes.In
thefirst stepteacherscreatea seriesoflearningobjectiveswithin thethreecategories,
Know, Do andFeel. Next theHAS teachershavecreatedaseriesof lessonsona
healthtopic which arethenlinked backto theirchosenobjectives.Evidencethat
teachershavebeenableto developtheirownplanningschemesandusethemwas
foundin theHAS SchoolFiles andduringvisits to schools.

1.10 Establishinga presencewithin lED andAKU
Thephysicallocationof theprojectwithin the Institutefor EducationalDevelopment
(TED) of theAgaKhanUniversityhasbeenof strategicimportance.TED hasa
growingreputationbothwithin Pakistanand abroadfor providingexcellencein both
educationalresearchandprofessionaldevelopmentrelatedto schoolimprovement.

In discussionwith non-HASstaffat theInstitute it is clearthatHAS is seenasa
dynamicandwell structuredpartof lED andits presenceis highly valuedby thelED
Directorate.TheHAS teamhasalreadymadecontributionsto existingcourses
including the

• MasterEducationProgrammeat TED,
• Visiting TeachersProgrammeat TED
• SchoolofNursingCoursesat AKU

And hasestablishedclosetieswith theAKHS AKES CommunityHealthServices
(AKU) InstituteofHumanDevelopment(AKU)

RolePlay; safewater Healthgame
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1.11 Establishing a National presence
ThefundingoftheHAS programmeby the SavetheChildren Fund(UK) hasensured
that theprojecthasstronglinks with an internationalNGOandhasbeenableto feed
informationandtraining into SCFpartnerNGOs,mostrecentlywith theHANDS
projectin Sindh.Invitationsto work on otherprogrammeshavebeenacceptedandthe
teamhasprovidedtraininganddevelopedmaterialsfor healthprogrammesin other
partsofthePakistan,notably with thewaterandsanitationproject,WASEP,in the
northandtheparent/teacher,PEP-ILEsupportedby GTZ andthe Government.

1.12 Documentingtheprocess
TheProjecthasbeenmostthoroughlydocumentedfrom thestart.Eachvisit, letter,
conversation,etc. relevantto the developmentofthe programmein eachschool is
recordedandfiled by teammembers.Whererelevanteachfile notecontainsa
highlightedcomment,reflectionofpoint for action

Eachofthefive schoolshasits own file with subsectionsasfollows:
• Trackingrecordfor eachteacher
• Schoolhealthactionplans
• File notesRecordofeverymeetinganddiscussioncontainingbullet pointsand

highlightsof reflection
• Correspondence
• Training andReports
• LessonPlans
• LessonObservationsnotesandcomments
• Examplesofchildren’swork
• HealthClubrecords if applicable

In additiontheProjecthasdetailedrecordson thenatureofeachschoolat thestartof
theprogrammeandattheendofthefirst yearin theSituationalAnalysisFile.
ConsultancyReports,DeliberationsandDirections,ResourceCentrepapers,HAS
TeamRetreatReport,Correspondencewith AKUSON,Correspondencewith Child to
Childarefiled within aDirectionsFile. TheOutreachFile containsArticles,
correspondencewith NGOandGovernmentPartners,Workshopdetails.
Furtherfiles recordthework oftheprojectin pictures,andits collaborationwith other
projects

TheTeamitself haswrittenregularanddetailedreportsof its own andalist ofthese
is containedin AppendixA. Amongthedocumentationsofar collectedthereis
enoughmaterialto provideseveralPhDstudentswith researchdata.

1.13 Materials Production
Translationandadaptationof Child to Child Readers,MaterialsandActivity Sheets
into Urduandthecreationofculturally appropriateillustrations.The Child to Child
Activity sheetswhich havebeentranslatedaspartof HAS activitieswill, when
publishedin 2000,becomethefirst full lED publication.
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1.14 The HAS Team
Throughpositive leadershipaprofessionalandreflectiveteamhasbeencreatedwith a
clearknowledgeofwhat theprogrammeis about.Eventhoughmembershipofthe
teamhaschangedregularlya clearsenseof purposeanddirectionhasbeen
maintainedandDr Khamis’ leadershipthroughouttheprogrammehasprovided
continuityofpurpose.Thesharinganddelegationofresponsibilitiesandtheregular
weeklymeetingshascreatedastrong senseofteamresponsibility,furtherfosteredby
teamretreats.TheTeamaremovinginto a newsetof roomsprovidedby TED which
will allow for evenclosercommunicationandgreatersharingof ideasandresources.

A SteeringCommitteewasestablishedat thestartoftheproject andmeetsregularly
andis well attended.Its membersrepresentProvincialGovernmentEducationand
Healthservices,communityhealthandeducationsectorswithin theAgaKhan
DevelopmentNetwork (AKDN), SCFandlED. The attendanceandinput
demonstratedatthe meetingonDecember

8th andminutesofpreviousmeetings
showedthatthis SteeringCommitteehashelpedto establisha groupofvaried
interestsandcontactswith whom to sharetheprogressof theproject. It alsohelpsto
spreadownershipandconcernfor thedevelopmentoftheprojectandprovidesan
avenueofaccessto Governmentsupportand responsivenessto theimpactoftheHAS
project.

.
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2.0 Comparing the programme with proposals
This sectionwill comparetheachievementsofHAS with theoriginal intentionsas
outlinedin theProjectProposalandconsidertheuseoftheBaseLine Datacollected
at the startoftheproject.

Theoriginal proposalfor ajoint pilot andresearchprojectbetweenlED andSCF
(Health action Schoolsin Pakistan,HughHawesand TashminKhamis,December
1997)statesthattheprincipalaim oftheprojectis to developHealthAction Schools
usingan integratedapproachto healthpromotionwhich is basedon a comprehensive
schoolhealthprogramme.Thethreecomponentsoriginally envisagedwere
1. Healtheducation
2. Theschoolenvironment
3. Theschoolhealthservices
In particular6 samplecharacteristicswerelisted for an effectivehealthpromoting
school;
• Healthpriorities relatedto children‘s needs
• All teachersand communitiesshouldknowandapprovethosepriorities

• Teachersandchildrenpromotea healthyschoolenvironment
• The involvementofschoolhealthservices
• Developingschoolto communityandcommunityto schoollinkswhichpromote

health
• Designingthe “action programme”tofit theneedsofeachschool

General Analysis
Theprogrammesofar hasbeenfocussedessentially,andin my opinionquite rightly
andrealistically,on the first of thethreeareasofaction,the healthcurriculum.The
successin this area,ashasbeenoutlinedin Section1, is clearandevident.Teachers
areplanningandteachinghealthlessons.By contrastthereis muchlessevidenceof
HAS successin influencing improvementsin theschoolenvironmentandin involving
thehealthservices.

2.1 Impact through Health Education
DetailsandexamplesofHAS successin this areahavealreadybeenhighlighted.This
sectionfocuseson two factorswhich areeffectingthequalityofthis intervention.

1) The useof a secondlanguagein HealthEducation
Theleastsuccessfullessonsobservedwerein English.Usingasecondlanguage
severelyrestrictsthepupil’s ability to expresstheirown feelings,discusstheirown
ideasandsorelateto learningto theirown situation.In generalit hindersparticipation
in learning.It encouragessimple formulasto begivenby theteacher(Goto doctor)
andmemorisationofresponsesby children(First aid is the

2) The needto setHealthKnowledgein arealcontext.
Thework producedby childrenon roadsafetyexemplifiedthetemptationfor the
teacherto providesimplified,unrealisticandirrelevantdata.Childrenhadbeen
splendidlyinvolved in producingposterson RoadSafety.Themajorityhadproduced
informationon traffic lightsandroadsignsandhadpicturesofZebraCrossings.Only
onepairhadthoughtaboutthereality of crossinga roadin Karachiwhereit is
dangerousto believein traffic lights andthesafestway to crossa roadis with lots of
otherpeople.
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Focusofattention
Useofflrst languageandrelevanceandaccuracyofhealth knowledgeand
practices

2.2 Impacton theSchoolEnvironment
Attemptsto influencetheschoolsattitudeto its environmentwithin theHAS
programmehavebeenoflimited effect.Therearereasonswhy this shouldbe so. The
mostimmediateandavailabletargetgrouphasbeenteachersandtheyarefirst and
foremost involved in teachingin theclassroom.Theirmajorconcernis with
transactionswithin the wallsoftheclassroomandtheschooltimetable..Theyhave
beenresponsiveto the structuredinterventionprogrammeprovidedby HAS, which
without too muchtime commitment, fits into theteachersneedsto preparefor the
next topic, thenext lesson.By contrastthe schoolenvironmentis static andits
improvementlies outsidetheconcernandsometimesthepoweroftheteacher.It is
alsohardto maketheimprovementoftheschoolenvironmentajoyful andcreative
teachingandlearningexperience.(No child shouldbeaskedto improvethefaeces
strewnblockedlatrinesatPir Mehfooz). It is difficult to designgeneralintervention
strategiesbecauseofthevariednatureoftheschoolschosenandenormousrangein
theschoolenvironments.

TheChecklist
Oneofthemajorapproachestriedby HAS wasto encourageschoolsto monitor their
own environment.Effort andtime hasbeenspentby theteamdevelopingand
encouragingschools,teachersandpupils, to usea detailedschoolhealth
EnvironmentalChecklist.This list wasdevelopedand modifiedto helpschools
monitortheirown schoolenvironment.It wasbasedon ananalysisoftheir own needs
andto someextentreflectedthenatureofthedifferent schoolenvironments.The
recordskeptby HAS in eachschoolfile containscompletedforms andbelowis a
simpleanalysisof someofthedata.

School Number of
Checklists
Completed

DateLast
Completed

Examplesof commentson form

Attiya Bai 6 Mid 98? Someformscompletedby form 5
Pir Mehfooz 8 Oct 98 “We arevery upsetdue to scarcityof water

andneedyourco-operation”
“No one is readyto run this programme.No
onehasappreciatedthemfor doingthis”

Generations 13 1/1999
Metroville 13 4/1999
SMS 10 1/1999 “After h(ealth)actionnowdustbinsare

presentin manyclasses.Theseadditional
dustbinshavebeenbought in by students”

Schoolshavenow decidedto stopusing thechecklist.Themostdetailedformswere
completedby Pir Mehfoozandtell astory ofrepeatedlackof water,fouledlatrines,
criesfor help. Thesewere not issuesthat HAS wasableto helpwith directlyand this
helpedto underminetheprogrammein this schoolfor aperiod.
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Lackof waterandinadequatesanitationarethemostobviousproblemsin creatinga
healthyschoolenvironment.Theyarealsothehardestfor HAS teachersto solve,
especiallyin GovernmentSchools.But theconceptofa healthySchoolenvironment
involveswider issues,andHAS schoolshavebeeninvolved in developingFirst Aid
Kits andmonitoringchildren’sdiet.

On the positiveside, within thecurriculum interventionprogrammetherehavebeen
clearexamplesoflessons,topicsandactivitiesthat haverelatedcloselyto school
environmentalissues.Examplesalreadywithin theprogrammeinclude

Safety Looking at safetyin theschool
Safewater Looking at sourcesofwaterin theschool,bringingbottled

waterto school
Hygiene Developinga Lice FreeSchool

FocusofAttention
Developingwayswhich involvecreativemonitoring oftheschoolenvironment
leadingto achievableimprovements.

2.3 TheHealthServices
Thepatternofprovisionin thevaryingschoolsis different. In GovernmentSchools
theSchoolHealthserviceemploys2000 doctorsto regularlyvisit (twodaysaweek)
the2532GovernmentSchoolsin Karachi.Thesedoctorshavesofar provedto be
“invisible”. No visitsare recordedatHAS GovernmentSchools.Schools,which are
partoftheAgaKhanEducationservice,areservedby theAgaKhanhealthservices
andSMS hasa schoolnurseDoctorshavevisited theschoolto checkall children on
entry to theschooland do soagainwhentheyareaboutto leave.TheHead(and
owner)ofGenerationsis a medicaldoctor.

Integrationofthe HealthServiceswithin theHAS programmehassofar beendifficult
to achieve.Positiveinitiativeshavebeenthe
• involvementoftheschoolnurseat trainingsessions(SMS) but shehasbeen

extremelyreluctantto considerchangingherrole to includeinteractionwith
teachersand in theclassroom.(“I will comebut only if you do not askme any
questions”)

• inputsby theteaminto thecoursesrun by theSchoolofNursingandconsulting
with theschoolofnursingovertheir practicumin schools(Attiya Bia)

• Input into thetrainingofLady Healthworkerswithin theWASEPprogramme.

FocusofAttention
To developpracticalstrategies,wherepossible,which useandinvolveschoolhealth
serviceswithin theHASprogramme

2.4 TheSchooland Community
Theprogrammefrom the outsetconsideredthecommunityin which theschoolsare
setandevidenceof aconsiderableamountofdataaboutthesecommunitiesis to be
foundin theHAS BaseLine Survey.The“community” asseendefinedby HAS is
essentiallythe familieswith childrenat HAS schools.

Evidenceofchildrenrelatingtheirhealthknowledgeto theirhomescomesfrom the
lessonplansandlessonobservationreports.Simpleexamplesfoundincluded
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• Safetyin my home Childrenlisting objectsathomethat shouldbeputon a
on highershelf?

• Nutrition Childrenmakinga list ofdesirablefoodfor lunchboxes

But within theHAS programmesofar thereis little evidenceofdeveloping
communityto schoollinks whichdevelophealth (ProjectProposal).In fact in
Metroville, which is calleda“community” school,therewasvery markedreluctance
on the partoftheHeadteacherto countenancesuchan idea.It becameclearin
discussionwith theHeadthat shewasverykeento protectherteachersfrom parents
andunderstandablyso.All areunqualifiedandmostareyoungandquite
inexperienced.Theschool is feepayingandselective.Parentspressuriseteachers.

Graduallyduringa generalstaffdiscussionon this issuethepossibility oftheparents
beingofpositivebenefitandcombiningto help in healthactionsbeganto emergeand
without greatconvictiontheHeadtalkedof havingaHealth“Mela” or fair with the
parentshelp. Therewasmoreenthusiasmfor theirown ideaofchildrentakingon the
responsibilityfor being“HealthMonitors” in the colonysurroundingtheschool.

Themostpositivemodel ofcommunityco-operationwithin theprogrammeis at
Attiya Bai Schoolwherea local family is supportingthis schooland othersthrough
the FallahFoundation.TheFoundationprovidesmaterialsandhelpswith the
repaintingofclasses.As a direct resultoftheHAS programmetheFallahFoundation
is employingtwo youngteachersattheschoolandbothhavebecomeparticipantsin
theHAS programme.

FocusofAttention
To explorespec~icandschoolrelatedcommunityschool links that can be
integratedwith the HASprogramme

2.5 Reconsiderationof the original comprehensiveschoolmodel
Diagrammaticrepresentationsof programmesandinputscanoftenbemisleading,
especiallytwo-dimensionaldrawingsto representcomplexrelationships.The
triangularmodel that hasbeenusedby HAS to representtherelationshipofHealth
Education/HealthServices/SchoolEnvironmenthasdangersofimplying that all three
areasof interventionare
• equally important
• equally amenableto influence
• naturallyanddynamicallylinked.
Theseassumptionsarenot trueoftheHAS schools.

FocusofAttention
Needto co,zceptualisenew models,probablyschoolspecjJic

2.6 Using theBaseLine Study
As partof the researchdesignfor this projectabaselinesurveywascarriedout and
thefindings consolidatedin a report(HealthAction Schools,TED, BaselineData
report,SusiePullan,1998).Thereportusedavarietyofstrategiesfor collectingdata
including focusgroupdiscussions,activitiessuchasDrawandWrite, Sentence
Ordering,creatingPondPicture,PictureDiscussion,and WhathappensNext?
FurtherdatawascollectedthroughHomeObservationandHealthKnowledgeand
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Self-EsteemQuestionnaires.Thedatawasconsolidatedin a SituationalAnalysis
Reportandschoolprofile ofeachofthe5 schoolsin the project.

Thereportcontainsanenormousamountofmaterialwhich hashelpedtheHAS team
in its understandingofthe needsofeachschoolandin designingits programmes.
Howeverexplicit in thedocumentis the assumptionthat thisdatawill be
supplementedandusedin combinationwith post-interventiondatacollection.

Theuseofthebaseline datain a pre/post,now! thenanalysisin anyquantitativeway
will beextremelydifficult andoflimited value.As usefulasthedatahasbeenit is
essentiallyqualitativeand shouldnotbeseento drivean attemptto collectdatafor
quantitativeanalysis.Theoneexceptionto this is thedatarelatingto health
knowledge.Unfortunatelyasthedataon healthknowledgeexistsin the Situational
Reportit is opaqueanduninformativedueto combinationof discreteitems. Theraw
data,however,still existssothat specificitemson thehealthtestscouldbeusedagain
duringthe projectandmayprovideusefuldataon thehealthknowledgeofchildren
within HAS classesandHAS schools.

Focusofattention
Formulating realistic, useful andachievableguidelinesfor reporting on the
programme(AppendixR containssomethoughtson researchquestions)
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Section3 Reflectionsand Suggestions
This sectioncontainthoughtsandideaswhich havearisenout oftheMid Term
Reviewprocessandfrom discussionwith theHAS team.It is hopedthey will
stimulatetheTeamin its developmentofthenext phaseofthe programmeup until
March2001.

3.1 Health educationin schoolandclassroom
Interrelatedpriorities to considerfor thecomingyearto helpsustainand improvethe
quality of thehealtheducationcomponentare
• Developingguidelinesfor headsandteachers
• Developingan outlinecurriculumin waiting
• Collectingactivitiesthat haveworkedwell andusing themto stimulateother

teachers
• CreatingnewFAME sessions

3.2 Developingsupport materials
HASStarterPack
This excellentidea,suggestedby theTeam,involvesthecreationofa simpleHAS
StartingGuide, asmall guidefor HeadsandHealthCo-ordinatorsin HealthAction
Schools.Theguidewould givebackgroundideasandactivitiesfor a wholeschool
workshopsto beusedto introducetheconceptoftheHAS schoolhealthimprovement
programmebasedon simplifying materialsalreadyusedanddevelopedby theteam
andincluding:

• What is a HASschool?
• Healthneedsanalysis
• What is Child to Child? - 6stepapproach
• Developinga SchoolHealthActionPlan

SimpleTopic Workbooksfor Teachers
Thecreationofworkbooksfor teachersto beusedin training in HAS schools
following anddevelopingthemodel givenby SmallIs Healthy.Eachworkbookwill
bedevotedto a singlehealthtopic suchasSafety,Hygiene,Foodetc.Theywill
encouragethoughtfulparticipationby theteachersby beingWorkbooksfor teachersto
completeandkeepasresourcesto beusedin theirteaching.

PossibleStructure for Workbooks
Part I HealthInformationsimply andclearlypresentedwith spacesfor teachersto
fill in locallyappropriateinformation(egsourcesofVitamin C, local dangerspots).
“ReactionBoxes” will be setbesidehealth informationandfilled by teacherswith
appropriatesymbols:

Ididn’t knowthis
Iknewthis ©
I would like more information about this ??

Part 2 TopicPlanner.This will bebasedon theformat alreadydevelopedby theteam
andsuccessfullyusedin lessonpreparation.
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~ge I Someexamplesofobjectiveswill begivenandteacherswill generateothers
in eachofthethreecategories:Know,Do, Feel. TheDo categorycanusefullybe
subdividedintoDo in the Classroom,Do in School,Do at Home
Stage2 MakingLessonPlansto covera seriesoflessonson thetopic andmatching
eachlessonto Objectives.

Part 3 Activity Planner
This sectionwill containarangeofsimple activities,games,stories,role plays,
surveysrelatedto thegiventopic. Theactivitieswill begradedby level sothat
suitableactivitiesareselectedrelatedto ageofthe children.

Wherepossibletheactivitieswill ideascollectedby theTeamfrom theirobservations
ofanddiscussionswith HAS teacherssothattheyactivitiesthat otherteachershave
actuallyusedsuccessfullywith theirclasses.In this sectionoftheWorkbook
teacherswill selectandrecord which activitiesthey will usewith eachof their
plannedlessons.

3.3 Developingnew FAME Session
Thesesessionshaveprovedthemselvesasaneffectivewayof wideningteachers
strategies.New sessionsto beaddedto existingmenucould include:

1) Usingsimpleevaluationtechniques
Evaluationremainsadifficult stepfor teachers.A FAME sessionon evaluationcan
introduceteachersto somealternativesto existingformswhich canbebuilt into their
healthlessons.Thesessioncould involve simpleideasrelatedto continuous
assessmentanda includeavarietyoftestingtechniquesincludingquizzeswith
individual or groupresponses,oral tests,childrenmakingup theirown testsfor other
children,etc.Informal andformativeevaluationcanbebasedon children’spicture,
writtenor spokenrecordof“Whatwe did”, “What we foundout.

2)UsingSimpleResources
Ideasto stimulateteachersto makemoreuseofwhat theyhavearoundthemto make
learningcomealive.
Examplescaninclude
• Usingabike to look for safeandunsafefeatures
• Using lunchboxesfor makingagraph
• Usingchildren andtheirown bodies,observingteeth,looking at eachothersfinger

nailsetc

3.4 Developingan outline Primary Health Curriculum.
Teachersandchildrenneedto seelearningin healthasaco-ordinatedand planned
sequenceof activities.HAS cancreateanddevelopwith teachersa planedHealth
Curriculum, a simple scopeand sequencechartfor themajorhealthtopicsthat have
beenchosenby schools.Forexample,a simpleoutlineofthedevelopmentoftopic of
hygienecanbecreatedasthe topic is met first at LowerClasses(1 and2), thenin
middleclasses(3 and4) andfinally in UpperPrimarySchool(Class5). Objectives
andactivitieswithin thetopiccanbe matchedwith classlevel, anda sequenceof
learningoutlinedwhich ensuresbothconceptualandlearningdevelopmentandalso
maintainsreinforcementof importantideasandpractices.
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3.5 SchoolEnvironment
Developingwayswhich involve interaction with the schoolenvironment leading
to achievableimprovements.
Suggestions
I) Identifyingtopicsandlessonsandactivitieswithin eachtopic andlevel thatcanbe
linked to improving theschoolenvironment
Forexample
Class Topic Activity

Class 1, 2 CleanDrinking
Water;

Who hascleandrinkingwater?Do some
childrenbringwater?
How canall childrenhavecleandrinking
water?How muchdo weneed?

Class3 and
4

Safetyin theschool Wherearethedangerousplacesin the
school?How canwemakethemsafer?

Class5 Hygiene Whatkinds ofdifferent rubbisharein
the school?Wheredoesit comefrom?
How doesit get to school?Whatshall
wedo aboutit?

2) Consideringthewider implicationsofthe“healthyschool” in termsof selfesteem
andselfexpressionandtheimplicationsfor theEnglishMediumschoolsin termsof
first languageusein HealthEducation..

3) Experimentingin theoneschoolAtiya Bai in which alocalNGOis involved in a
partnershipapproachto improvingthe schoolenvironment.

4) Monitoring andrecordingthebenefitsofschoolclubs, TheNeatClub, TheSafe
Club andperhapsthe First Aid Club on the schoolenvironment.

3.6 Developinglinks with theHealth Services
To developpracticalstrategies,wherepossible,which useandinvolveschoolhealth
serviceswithin theHASprogramme
ThemostaccessibleHealthServiceswith which theHAS project is in contactare
thoseconnectedwith theAgaKhanNetwork.Twopossibilitiesareto developthe link
alreadyestablishedwith theSchoolofNursingatAKU andto perseverewith
cultivatingtherelationshipswith theNurseandthe AgaKhanHealthServicesin their
work at SMS.

3.7 Consolidation and “writing up” ofAchievement:CaseStudies

Stronganecdotalandobservationalevidenceexistsof theeffectivenessoftheHAS
approachto healtheducation.This needsto be effectively filtered from the existing
documentation,collectedandcollatedandsupportedby furtherevidence.Onewayof
doingthis wouldbe throughCaseStudies.Casestudiescanprovide illustrativedatato
illuminatethefactorsthat havebeencritical in the successesandfailuresofthe
projectandprovidedatathat theanalysisofthesuccessesofthe programmebecomes
bothsharperanddeeper.Possiblecasestudiesare:
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1) A detailedcasestudyof individual schools.Thestoryofkeepingthe programme
alive in Pir Mehfoozis bothdramaticandfull of illustrationsofsignificantproblems
andsuccesses.

2)Casestudiesofselectedteachers.As an alternativeto askingteachersto keepa
reflectivejournalsshortfocussedinterviewswith selectedteacherscouldbeusedto
bringout theirown experiencesofchangedattitudes,useofnewmethods,
understandingofhealtheducation.Theseinterviewsneednot be long andcouldbe
integratedintoexistingschoolvisits.

3) Focusstudieson particularchangesbroughtaboutby theprogramme.
Identify threeorfour areaswherechangehasalreadybeenevidentandcollectand
examples,data,anecdotesandcommentsfrom teachers,childrenand parents.Such
topicscouldinclude
• Changein HealthBehavioursby children
• Growthin HealthKnowledgeofchildren
• Useofnewmethodsby teachers
• Useofout ofschoolhealthactivities

4) Casestudiesin particularschoolsoftheimpactoftheprogramme
The detailedstory told throughteachersandchildren’scommentsandpicturesofthe
developmentofcertaininitiatives.For example
• Creatinga Licefree school
• ImprovingChildren ‘s Diet
• Bringingsafewater to school
• Developinganddesigningschool,class, individualFirst AidKits
These“stories” might involve the“recreation”of someprogrammesorthe transfer
and monitoringoftheideain a different school.

5) Casestudiesofhowideashavespreadfrom oneteacherto another,oneclassto
another,oneschoolto another.

3.8 ResearchQuestions

Thedesignoftheprogrammehasmeantthatthoughonly a limited numberof schools
are involvedthereis awide rangeofvariableswhich areimpactingon its
implementation.In AppendixI arelisted someofthesevariables.All or someof
thesecan be analysedaspart ofthefinal reporton thePilot stageofthis programme
and their impacton theeffectiveimplementationoftheprogrammeconsidered.

Decidenow what the form of theFinal ResearchReport is going to look like and
structure documentation over the next year to feed into this.
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3.9 Disseminationstrategiesand thespread ofideas
TheHAS Projectis still in thepilot phasebut it is essentialthatat this stagethe HAS
Teamplanshowto widentheimpactofthe successesofthe innovationaswidely as
possible.Thepotential for thereplication,diffusion, andadvocacyofthestrategies
andmaterialsdevelopedneedsto beasfully realisedaspossible.Herearesome
suggestionsfor considerationto help in theseprocesses.

Identifying thenecessaryfactorsthat haveled to successfulimplementation
within theexistingprogramme.
Creatingachecklistofessentialcomponentsoftheprogrammecoveringthe following
issues;
• Whatis arealisticTime Frame?
• Whatlevel of funding is required?
• How areworking “contracts”with participatingschoolsestablished?
• Whatstructureneedsto be establishedin the school?
• Whattraining is required?
• How muchcontinuingsupportis requiredfor eachschool?
•. WhatmakesaHAS Team?

Identifying a Strategyfor the Replication of the Programme
In theirwork with otheragenciestheTeamhasusedthe strategyofinviting them to
work alongsidetheteam.A possiblestrategyfor thereplicationofthemodelwould
involve
I) identifying an opportunityfor working in anotherareaorwith anotherNGOin

which theessentialcomponentsoftheprogrammecouldbeguaranteed.Already
approacheshavebeenmadefor helpwith otherprogrammeswithin SCF
(HANDS) andwithin the nextyearevenbetteropportunitiesmayarise.
Alternatively, replicationwithin the AKES systemcanbe linked to its
ProfessionalDevelopmentCentres(e.g. Gilgit).

2) Inductingany newHAS projectteamthroughworking alongsidetheexistingHAS
teamandHAS teachers.

Monitoring and investigating possibledisseminationstrategiesthat have
naturally arisen during the project
TheTeamhasalreadyfoundthattherehasbeena naturallyspreadoftheideasfrom
theschoolsandteachersalreadyin theproject. Thisdiffusion ofideasfrom whatcan
beseenasmodelschoolscanbeaccelerated.TheHAS teamcanconsiderwhichof
thefollowing opportunitiescanbe fosteredanddeveloped:

Diffusion within theHAS Schools
• From morningsessionto afternoonsession’
• From HAS teacherto non Hasteacher
• From Healthco-ordinatorto newteacher

Diffusion between schools
• Within schoolsofthesametypeespeciallythosesupportedby thesame

organisàtionse.g. AKES schools,Schoolssupportedby the FallahFoundation
• From classto classvia transferredteacher.
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experimentingwith activeandcreativeapproachesto healtheducationand promotion
in schoolsin Pakistan.Positiveopportunitiesfor realsustainabilityexist.

ThroughtheHealthEducationFacultyat TED.
AKU is long terminstitution. TheestablishmentofaFacultyof HealthEducation
with lED is a substantialstepin maintainingHealthEducationasanactiveforceanda
vital ingredient of everychild’s education.It canensurethatthe lessonsofHAS are
knownandusedbut it is alsoessentialthat at theend ofthepilot phasethe Health
EducationFacultycontinuesto berootedandgroundedan a continuingschoolaction
healthprogramme

.

Throughtherecruitmentto theFacultyandto theHAS teamof well qualifiedand
motivatednationals.
TheHealtheducationcomponentoftheMEd programmecanbeseenasakey
recruitinggroundfor nationalsto takeon thecontinuationofHAS programmes.

Throughtheproductionofwrittenmaterials

.

ThroughtheadvocacyoftheChild to ChildNetworkworld-wide

ThroughintegrationofkeyHAS conceptsinto SCFprogrammes



Appendix A Documentation of HAS Reports

Reports
• School Health Intervention Programme,Report Water and sanitation Extension

Programme,October1999

• SHIP Health and Hygiene Promoters Guide, HAS Team 1999

• PEPILE Parent TeacherRelations,Units 9-12,HAS TeamTED, Dec 1999

• Health Action in Schoolsin Pakistan,Annual Report April 98-99,For SCF

• Health Action in Schoolsin Pakistan,ProgressReport, The First 6 Months,
April 98-Sept98

• Health Action Schoolsin Pakistan — a pilot ResearchProject, Report
0f5th

Quarter,April-June 1999,for SCF

• Health Action Schoolsin Pakistan, a pilot ResearchProject, July- Sept 1999
for SCF

• Health Action in Schools;TeacherTraining workshop,July 1999

• Health Action Schools;TeacherTraining Workshop, Feb 1999

• Health Action School; BaseLine Data Report, 1998,SusiePullan

• Health Action Schoolsand SpecialEducation, Farah Shivji, Dec 1999

• Health Action Schools-from Practice to Policy; a casestudy from Pakistan,
TashminKhamis , June1999
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Appendix 1 Researchvariables

ResearchReport
Thereare manyfactorsthat differentiatetheprogrammesbeingrun in thefive
different schools.It mayhelpwhencomposingthefinal ResearchReportto reflecton
which ofthesevariablesplays asignificantrole in thesuccessfulimplementationof
the project.Muchofthedatais alreadyin the filesbut if therearevariablesthatat this
stageunderdocumentednowis thetime to considerthemand to prepareto collect
more information.

Variables
Natureof Schools A wide rangeofManagementStructures:Government,
Governmentwith NGOsupport,Community,InternationalNGO Schools(SMS),
Private,
Gender:Boys/ girls
NatureofShift: Morning/afternoonOneshift/wholeschool

NatureofTeachers
Untrained!trained
Experienced!inexperienced
Men/Women
Committednot Committed
Present!absent
Numberof teachersinvolved
Continuityofteachersin programme

NatureofIntervention
lED training
SchoolBased
TopicBased
MethodBased

NatureofClassroomIntervention
First language/Secondlanguage
Integratedinto othersubjects
Enhancementofothersubjects
SeparateHealthEducation

Level of input
Lower/Middle/Upperclasses
Ageofchildren
Weekly, irregularly



Picture Report
Pir Mehfooz

Talkingaboutsafetyon roads
aroundthe school

Givinga report on safetyat home
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Executive Summary

Children who are healthy are happy and learn better.

A Policy Dialogue washeld by the HealthAction SchoolsResearchProject basedatThe
Aga Khan University, Institute for EducationalDevelopmenton January

24th and 25th

2001.The overarchingobjectiveof the Policy Dialogue wasto advocaEehealtheducation
andpromotionasakey determinantof quality educationbasedon theexperiencesof the
initial pilot phaseandoutcomesof the Health Action Schoolsproject.

The Health Action Schoolsproject beganas an initial three-yearaction researchproject
in partnershipwith Savethe Children, UK. The principal objective of the Health Action
Schoolsprojectwas to developprototypesof healthpromotingschoolsin differentsocial
andeducationalcontextsin Pakistan.The HealthAction Schools’ model is basedon the
WHO (1996)GlobalSchoolHealth Initiative andlinks schoollearning with healthaction
in the home,basedon theChild-to-Child Approach.

The Policy Dialogueattractedrepresentativesfrom the federalandprovincial ministries
of health and education as well as public and private sector NGOs, INGOs, and
internationaldonor agencies.The Dialogue was facilitated by Hugh Hawes, Professor
Emeritus Institute of EducationUniversity of London and co-founderof the Child-to-
Child movement,andDr. TashminKassam-Khamis,Principal Investigatorof the Health
Action Schoolsproject.

Resultsof thepilot phaseof HealthAction Schoolswerepresentedwhich havemet
successin thefollowing areas:

• HealthEducationandSchoolImprovement.

• HealthEducationandTeacherDevelopment.

• HealthEducation,Quality Education,andBenefitsfor Children.

Lesson learned from the pilot project have included how best to impact children’s
learning,teachers’training anddevelopment,andschoolimprovementusing the concept
of comprehensiveschoolhealthpromotionin Pakistanischools.

Participantsat thePolicy Dialogueagreedto thefollowing asstrategiesto impactpolicy-
makersaswell asfurther implementationofhealtheducationacrossPakistan:

• An agreedandpublishedlist of minimum healthknowledgeandskills that all primary
schoolchildren in Pakistanshouldacquirebefore leavingClassV.

• An agreedhealthentitlementfor all primary schoolsin Pakistan,which both schools
andthosewho provideandsupervisethem shouldstrive to meet.
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• Proposedhealtheducationcurriculum scopeandsequencechart for ClassesI—V to
planhealtheducationacrossawholeschoolprogram.

• A publishedsetof lessonsaroundapriority healththemes.

• A publishedguide for schoolsto become‘HealthAction/HealthPromotingSchools’.

Upon the conclusionof the Policy Dialogue the Sindh Minister of Education,Professor
Anita Gulam Ali, welcomedthe adventof healthactionschoolsandcommittedthe Sindh
EducationDepartmentto developa minimum of 40 models in at least two government
schools in each district throughout Sindh. In addition through the Sindh Education
Foundation 100 Community SupportedSchoolsare including health educationin their
curriculum with AKU-IED conducting the training and SEF monitoring and
implementingtheproject. Similarly, the UNICEFEducationOfficer is keento developa
partnershipbetween public sector agenciesworking in close collaboration with the
private sectorto promotehealth action schoolsthroughoutPakistan.Save the Children,
UK, the original partnerof the HAS project with AKU-IED, hascommitted additional

S resourcesto extend the lessonsof the project andto disseminatethesethroughout the
regionaswell asdevelopahealtheducationdatabase.

Emerging key issues, such as, computer literacy, population and
environmental education, health education, AIDS education, and
values education, ... shall be introduced and integrated in the
curricula (National Education Policy 1998-2010, Government of
Pakistan).
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Health is a state of complete physical, mental, social and spiritual
well being and not merely the absence of disease (WHO 1996).

1) Introduction: Why a Policy Dialogue of School Health
Promotion?

p eople sometimes think of education as the accumulation of
facts and basic skills. They sometimes think of health as the
opposite of illness. But education and health are broader, richer

concepts ... and they are inseparably linked (WHO Global School
Health Initiative, Geneva 1996).

Over the last decadetwo global trendshave emergedto make the provision of school
healtheducationan absolutepriority. First, therehasbeenthe emergenceof greathealth
challengeswhichcanonly bemetby a populationthat is literate in theirknowledgeabout
thesehealth challengesand who havethe skills of making decisionsand taking actions
that are required to overcomethesechallenges.The secondreason — somewhatmore
subtle — is the awarenessthat health education extendsfar beyond the conventional
hygiene learned at school. Health education now needs to encompassmental and
emotionalissuesconcernedwith modernpressuresof living, adoptingsaferlifestyles, and
promotinghealthierenvironments.

This Policy DialogueReport,building on the lessonslearnedfrom a Pilot HealthAction
Schools(HAS) Action ResearchProjectbasedat The AgaKhan University Institute for
EducationalDevelopment(AKU-IED), highlights significantsuccessesin meetingthese
healtheducationchallengesinclusiveof thefollowing areas:

• HealthEducationandSchoolImprovement.

• HealthEducationandTeacherDevelopment.

• HealthEducation,QualityEducationandBenefitsfor Children.

The Policy DialogueReportendswith recommendationsmadeby a panel representing
both federal and provincial level officers in the health and educationsectoras well as
membersof donor,NGOandtheacademiccommunityin Pakistan.

TheAims andObjectivesof thePolicy Dialogueheld in KarachionJanuary24-25,2001,
wereto:

• Shareexperiencesanddiscussthe needfor ComprehensiveSchool HealthPromotion
(CSHP)in Pakistanischools.

• Identify what is possiblein theareaof CSHPbasedon lessonslearnedfrom the pilot
HealthAction Schools(HAS) researchproject.
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• Considerwhetherthereareminimumhealthentitlementsfor everyschoolgoing child
andhow anyschoolcanachievethis.

• Considerhow health educationmay be plannedacrossa whole school programme
and recommendwhetherand how a core set of lessonsshould be included in the
curriculum.

• Considerand recommendwhethera special categoryof Health Promoting/ Health
Action Schools might be created and expandedand how such schools might be
supported.

• Receivea copy of theUrdu Child-to-Child activity sheet(Sehat-Ki-Batein)and learn
from teachersand children how thesematerialshave been used to teach health
educationin the pilot HAS schools.

For all schools to become health-promoting schools, a variety of
supportive actions are required by organisations at various levels. No

S organisation or sector can meet these requirements alone. We musttake these steps together (WHO Global School Health Initiative,
Geneva 1996).

2) The Pilot Health Action Schools (HAS) Action Research Project

Children who are healthy are happy and learn better.

J

t is now evident that the remit for health educationhaswidened.However,health
doesnot conveniently fit into the establishedpatternsrequired by school subject
panels,teachereducatorsor examinationboards; health extendsright acrossthe

curriculum.

The pilot HAS action researchproject provides important lessonsto bridge this gap
betweennewly identified health challengesand establishedsystemsof planning and
delivery of healtheducation.

Using the WHO ComprehensiveSchoolHealthPromotionModel (1996), the HAS pilot
action researchproject hasintegratedthreecomponentsin comprehensiveschoolhealth
promotion that usually work separately in schools. Thus health education, health
environment,and schoolhealth servicesor healthcareare integratedin one programme
that aimsat developinga HealthAction School.Further,the HAS projectusestheChild-
to-Child Approach linking children’s learning at school to the realities of the
communities in which they live. Through this approach,children’s learning at school
complementswhat they have found out for themselvesin the community. Thereby,
children’s learningis intrinsically linked to theirbehaviourandactions.

The HAS project hasbeenworking in five (5) primary schools,including pre-schools,
representingdifferent social and educationalcontextsover the last three years: 1998-
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2001. Two government,two private and one community-basedschool comprisethe

original HAS pilot schoolsrepresentingurbanandpen-urbancontexts.

2.1 LessonsLearned from theHAS Pilot Action ResearchProject

Whereasall threeaspectsof CSHP are important, teachersand schoolshavebenefited
mostfrom the healtheducationprovision with the schoolenvironmentand schoolhealth
servicesaugmentingtheprovision.

For Schools:

• Healtheducationcontentcan be taughtin 30 lessonsperyearoronelessonperweek.

• HealtheducationtopicscanNOT be taught in onelesson,but over a seriesof steps
that link lessonsatschoolwith actionat homeor in thecommunity.

• Healtheducationcanbe taughteither separately,assomeschoolshavedecidedupon,
or acrossthe curriculumusing othercarrier subjectssuchasEnglish, Mathematics,
Islamiat, Science,and Social Studies.All thesesubjectshavecontentmatterin the
curriculum related to health, or health content that can be used to enhancethe
teachingof skills of thesesubjects.

• Schools, teachers,and children are drawn to health educationas it relates to their
daily lives, it is personal,it is child-centred,and helpsteachersto usemethodsthat
promoteunderstandingandrelevance.

4
?~“ Thç.. ,~ .1
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Childrentendingto thehealthenvironment
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Children learn and have fun at the same time when we
teach health. More children come to school on the day
when health is taught.

We used to have at least five accidents a day in the
school. Now after the topic ‘Preventing Accidents’ the
nurse only has to attend to one or two accidents a week.

For Teachers:

• Teachersnow regularlyplan lessonsand useactivemethodsto teachhealtheducation
which requireschildren to apply what they have learnedat school and rely on the
situation in thecommunityto further inform theirlearningat school.

S This is the first time I have used stories in my teachingover the last eight years and the children really enjoyed it.
They were all listening.

For the first time our school is lice-free! The children
understood the problem and found the solutions
themselves. I think it was the Child-to-Child approach that
did it.

• Teachershavestartedplanning their lessonsandusingactiveapproachesin the other
subjectsthey teach,once they havegainedconfidenceto teachusing theseskills in
health.Theabsenceof examinationsora setcurriculumin healthgives teachersroom
to experimentwith newteachingapproaches.

ForChildren:

• Thereis markedimprovementin children’shealthknowledge,skills, andbehaviour.
That is, health knowledge is being translatedinto health action and healthy
behavioursasthefollowing quotesfrom childrenshow.

We do not buy food from hawkers because there are
many flies, which cause germs. We like to bring clean
food from home to eat at school.

We enjoy making charts, performing dramas, and
conveying health messages to others at school and at
home.
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• Evidencefrom the ongoingresearchshows that life-skills and self-esteemhasalso
improvedaschildrenfeel:

• Concernedaboutthe safetyandcleanlinessof theirschoolenvironment.
• Responsiblefor conveyingmessages,for example,about road safetyto thoseat

school,at home,andin thecommunity.
• Confident in spreadingawareness,for example,through postersabout drinking

cleanandsafewater.
• Pridein taking actionon issuessuchasfoodhygienethroughpicturesanddramas.
• Empoweredto conductsurveysabouthealth issuesin thecommunity.

3) Beyond the Pilot Phase

T he HAS project has had significant successand has expandednationally and
regionally.Lessonsthat havebeenlearnedhavebeensharedwith otheragencies
who have, in turn, requestedservicesfrom AKU-IED and SC-UK in terms of

training healtheducators/promoters;developingcurricula;consultingon thedevelopment
of theirown programmesthat include health educationwhich aim at both raisinghealth
awarenessas well as improving the quality of educationchildren are receiving. The
following organisationshaveaskedfor assistancefrom HAS to inform theirown work:

• Northern Areas and Chitral: School Health Intervention Programme,Water and
SanitationExtensionProject(WASEP).

• North-WestFrontier Province(NWFP): Primary Education Programme-Improving
theLearningEnvironment(PEP-ILE)andAfghan ReliefandRehabilitation(ARR).

• Interior Sindh:HealthandNutrition DevelopmentSociety(HANDS).
• Afghanistan:SavetheChildren(UK).
• Karachi: In Karachi, HAS has worked with more than 3,000 children and 250

teachers,healthandcommunityworkers.

3.1 Health Education Curriculum in Pakistan

Emerging key issues, such as computer literacy, population and
environmental education, health education, AIDS education and
values education, ... shall be introduced and integrated in the
curricula (National Education Policy 1998-2010, Government of
Pakistan).

Both official governmentpolicy andsubsequentadditionsto thenationalcurriculumhave
highlightedthe importanceof healtheducationin schools.The 1995 and 1974curricula
considerhealtheducationas important and crucial for the needsof the overwhelming
majority of the populationandan essentialcomponentof theeducationsystem.Areasof
health educationcoveredin the currentcurriculum are: personalhygiene,elimination
habits (smoking, spitting), accident prevention, food and nutrition, environmental
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sanitation, communicable diseases,growth and development, and human physiology
which coversthebroadrangeof healthrelatedissues.

A review of primary level textbooksrevealsa host of health-relatedtopics that have
mention:

In Scienceareascoveredincluded: animals,plants, environment,water, air, pollution,
microbesanddiseases.
In Social Studies: environment,community around us, our neighbourhood,healthy
habits,rights andduties,andsafetyfrom accidents.
In Islamiat: ways of eating, cleanliness,prayers and punctuality, love for religion and
country,andtaking careof others.
In LanguageSubjects:play, crossingtheroad,beneficialplants,and foodfor the family
(English); taking careof health,immunisation,andhelpingothers(Urdu).
In Mathematics:measurement— height, weight, andvolume, including ORS, and graphs,
for example,growthcharts.

S It is evident that scopeexistswithin the presenteducationalsystemto further enhance
healtheducationsince:

• Theeducationpolicy acknowledgestheimportanceof healtheducation;and

• Thecurriculumandsyllabusoffer amplespaceto teachhealth.

3.2 HAS Beyond thePilot Phase— NeedsIdentified

Theoverarchingaimof thepost-pilotphaseof HAS is:

To advocatehealth educationand promotion asa key determinant of quality
education.

In orderto moveexpeditiouslytowardstheaboveaim five actionsneedto be takenby the
relevantauthorities,which were endorsedby all the participantsat the Policy Dialogue.

S
Further, the participantsdeliberatedupon the following proposedactivities to facilitate
schoolsto becomehealthpromoting:

1) An agreedandpublishedlist of minimumhealthknowledgeandskills that all
primaryschoolchildrenin PakistanshouldacquirebeforeleavingClassV.

2) An agreedhealthentitlementfor all primaryschoolsin Pakistan,which both
schoolsandthosewho provideandsupervisethemshouldstriveto meet.

3) Proposedhealtheducationcurriculumscopeandsequencechart for ClassesI-V to
planhealtheducationacrossa wholeschoolprogramme.

4) A setof lessonsaroundapriority health theme.

5) A publishedguidefor schoolsto becomehealthpromoting/ healthactionschools.
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The templatesthat servedto initiate discussionleading to the proposedactivities are
appendedto theendof this report(Appendix 1-5).

A further step taken by AKU-IED in partnershipwith SC-UK has been to developa
Child-to-ChildResourceCentreas a first concretesteptowardsthe abovefive actions.
Theresourcecentreis alreadyoperationalandbasedat the AKU-IED. It assiststeachers
and children from HAS schools to develop their own health education materials in
addition to servingasa venuefor continuedtraining and developmentalneedsfor other
schoolswho wish to becomehealthpromoting.

3.3 Participants’ Sugj~estionsfor Action

3.3.1 An agreed and published list of minimum health knowledgeand skills that all
primary schoolchildren in Pakistan should acquire before leaving Class V.
(Appendix 1)

S Participantsagreedthat such a published list would be a useful documentfor future
health educationplanning. Discussionshighlighted the importanceof using culturally

appropriatelanguageto support children to disseminateideas about sensitive health
issuessuchasHIV/AIDS. Participantsemphasisedthecrucial importanceof developinga
simple to understanddocumentfor easycomprehension.

Further,it would beusefulto translatesucha documentinto local / provincial languages
by representativestakeholderscomprising of the Ministry of Health and Ministry of
Educationas well as parents,teachers,and other private sectororganisationsso that a
broadertargetaudiencecanbe reached.

3.3.2 An agreedhealth entitlement for all primary schoolsin Pakistan, which both
schoolsand thosewho provide and supervisethem shouldstrive to meet.
(Appendix 2)

The participantsagreedon theneedto publisha documentlisting the healthentitlement
for all schools.Participantsnotedthat teachersandchildrenthemselvesmustbe involved
in the materialsdevelopmentprocessto aid the relevanceof suchmaterialsand so that
thematerialscan be localisedandownedby thebeneficiariesof thematerials.

Participantssuggestedthe developmentof provincial networks to enable sharing of
experiencesand creatingof synergybetweenand amongthe provinces.Materials that
havealreadybeendevelopedwith theassistanceof HAS were endorsedasgoodmodels
for otherorganisationsandthe governmentaswereothermaterialsdevelopedby WASEP
andthePunjabMiddle SchoolProject.
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3.3.3 Proposedhealth educationcurriculum scopeand sequencechart for Classes
I—V to plan health educationacrossa wholeschoolprogramme. (Appendix 3)

It was consideredby participantsof the Policy Dialogue that the scopeand sequence
charts would best be promoted through the provincial textbook boards, health and
education departments,subdivision offices, examination boards, teacher education
institutes— especiallythe Provincial Institutes for TeacherEducation,which have now
beenestablishedthroughoutthecountry.

A further recommendationwasthat thereis a concurrentneedto devisehealtheducation
programmesfor headteacherswho can provide teacherswith the requiredclassroom-
basedsupport.

3.3.4A setof lessonsaround a priority health theme.(Appendix 4)

Theimportanceof identifying specificmaterial linked with essentialhealthpriorities was

acknowledgedby thegroupand hadgeneralagreementto publishsuchadocument.
It was the consideredview of the participantsthat teachersrequire their training to be
adaptedusing a stepwise approachto health education according to the time and
resourcesavailablein theircontext.

The Policy Dialogue advocatesfor training mastertrainerswho would, in turn, train
teachersto teachhealth education.To ensuresustainability,experiencefrom ongoing
projectssuggeststhat school-to-schoolinteractionwill benecessaryto shareexperiences
andresources.

3.3.5How can a schoolbecomea health promoting I health action school?
(Appendix 5)

A published guide for schools to become ‘Health Action/Promoting Schools’ was
consideredto be important by the participantsof the Policy Dialogue.Participantsfelt

S that the idea of developing ‘Health Action Schools’ will be more plausible in ruralcontexts where ‘community’ is more easily defined and becauseof the lack of
examinationpressureswhich allow moreexperimentationanduptakeof innovations.

To encouragesustainabilityof healtheducationinitiatives in all schools,it will becrucial
for schools themselvesto lead the initiative and for the head of the school to be
committedfrom the outset. Schoolswill needto involve their communities,possibly
throughtheexistingvillageeducationcommittees,parent-teacherassociations,prominent
communityleaders,and imamsof mosqueswho canparticipatein therelevantdecision-
making asit affectshealtheducationin theschools.

Associatedwith basing the initiative in schools,associatedand complementaryaction
needs to be taken at the federal, provincial and local government levels to create
awarenessand support initiatives within communities.Awarenesscampaignson the
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themeof the desirability of establishingHealthPromoting/HealthAction Schoolswere
envisagedby the participantsof thePolicy Dialogue.

Associatedwith the developmentof health promoting schools is a requirementof an
oversight mechanismsuch as a steering committeeat federal and provincial levels,
publication and training committeesat district and local level, and networks of private
and public sector organisationsto ensurethat a programmeto reach all schools is
implemented.

4) Panel Discussion: Implications and Recommendations — What
was Committed

T he two-day Policy Dialogueoffered ample room to discussand debatepossibleavenuesfor expansion of health action schools; policy level options; andcollaborationpotentialbetweenpublic andprivatesectoragencies.Issuesof going
to scaleand how quickly; a review of existing policy and its implications for health
education;examplesof good inter-sectoral partnershipsthat are bearing fruit; and
questionsof relevancyand flexibility cameunderdiscussion.Below is a list of statements
thatwereconsensuallyaffirmed by all theparticipantsof thePolicyDialogue.

4.1) A StrategicVision andGoals

Participantsof thePolicy Dialogueaffirmed:

• That health promotion and educationis a vital componentin both the organisation
andteaching/learningprocessin primary schoolsandthat health in schoolsis a key
determinant of quality both for children now and when theygrow up into healthy
citizens.

• That the conceptof comprehensiveschoolhealth promotionsuggestedby the WHO
(1996)integratingthethreecomponentsof healthenvironment,healtheducation,and
healthservicesfor andfrom theschoolis valuableandacceptable.Thesecomponents
now needto beco-ordinatedbothat schooland higherlevels.

• That the conceptand practice of identifying and supporting health action schoolsis
educationally valuable in the government andprivate sectors.

• Thatparticulargainsmaybeexpectedin developingthis processin rural schools.
• Developmentof health action schoolsneedsto be guided by certain established

criteria and require commitment, advise, and supportparticularly at the initial stages.
• Expansion of health action schoolsshould be gradual and will dependon two

factors:
• A statementof currentinterventionsin healtheducation.
• Pilot andsmall healtheducationprogrammesaspartof existingNGO initiatives.

• That the conceptand practiceof children taking healthmessagesand taking part in
practical actionin thehomeand communityis commendableand reinforceslearning
in healtheducation.
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S

• Thatall messagesand actions should reflect and respectcultural valueswithin the
community.

• That a statementof minimum health competenciesnecessaryto be acquired by
all school leaversin Pakistan needsto be madenationally and locally asa basisof
further planning. The statementshould link the health of the individual with the
healthof theenvironment.

• That the statement shouldbewidely availableandreflect maximumconsultation.
• Considerationneedsto be given to deciding and describing the entitlement to

healthof children from schoolsand the measureof supportwhich schoolswill need
to deliversuchan entitlement,which reflectsall threeareasof theWHO definition.

• At the local level statementscould involve children both in discussionand in the
illustration of any locally producedstatements.

• Facility surveys currently being undertaken should be used when determining
entitlement.

• Health is already strongly represented in the government’s curriculum
document both in a separatelisting for upper primary classes and across the
curriculum.It needsto beextractedin a separatedocumentthe contentof which can
bemadewidely available.

• In the longer term, and in view of its importance,considerationmay be given to
offering health asa separatesubjector as a dedicatedpart of existing high status
subjects.

• Textbook revision should reflect emerging health themesand examplescould be
integratedinto new content.

• Materials for teachersto reflect a methodologywhich links learning with action
are essential.Such materialsneedto be developedat various levels and must be
introducedinto teacherpreparationcourses.ThenewChild-to-ChildResourceCentre
at AKU-JED amongotherscanbe usedasa sourceof a growingbankof materialsto
beusedby plannersandteachereducators.

Spreadinghealthmessagesthroughactivemethods
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5) Outcomes of the Policy Dialogue

5.1 HAS Expansion— First Stepswith the Sindh Ministry of Education

T he Sindh Education Minister ProfessorAnita Ghulam AU who is also theManagingDirectorof theSindh EducationFoundationaskedfor a presentationbyDr. Tashmin Kassam-Khamis,Principal Investigator of the HAS team, uponwhich the Minister committed to begin health education in 100 Community Support

School (CSS) supportedby SEF. HAS’ pilot phasework was sharedwith the Minister
Education at the SEF office immediately following the Policy Dialogue, where she
stated:

Children who are healthy are the ones who benefit from schooling.

~ An outcomeof the meetingand thus the Policy Dialoguehasbeenthe commitmentof
SEFto implementandmonitor its own programmeof HealthEducationby establishinga
‘Health EducationUnit’ within SEF.AKU-IED via theHAS project will supporta needs
identification study, train teachers,assist in capacity development,and material and
curriculumdevelopment.

The Minister of Educationfurtherstatedthe needfor the involvementof the Ministry of
Health as suchan initiative is inter-sectoraland thus will herself approachthe Sindh
Minister of Health, Major GeneralAhsan Ahmed (Retd), HI (M) , in order for both
ministriesto takethejoint initiative forward.

5.2 Meetingwith the SecretaryofEducation

TheSindhSecretaryof Education,Mr. NazarHussainMahar,expresseda keeninterestin
benefitingfrom the HAS projectandtheoutcomesof thePolicy Dialogue.

fOurJ students are from poor class/society. They require this
education on a priority basis because we believe that educating
children on health, sanitation and environment issues would lead to
transfer of awareness to the whole family and surrounding abadies.

He endorsed the idea of expanding health education in governmentschools initially in
five (5) districts in Sindh: Karachi, Hyderabad,Sukkur, Larkana, and Mirpurkhas to
reach40 schools.

5.3 UNICEF

Ms. StanelaBeckley, UNICEF EducationProgrammeOfficer, statedduring the Policy
Dialoguethat UNICEF wouldwant to supporttheexpansionof healthpromotingschools
in Pakistan.Discussionsare currently underway betweenUNICEF and AKU-IED to
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support such a joint venture targeting public sector schools, which forms a part of
UNICEF’s broaderinter-sectoralstrategyto improve the quality of educationvia the
avenueof healtheducation.

5.4 Health Education Database

Anotheroutcomeof thePolicy Dialoguehasbeenthe identificationof otherorganisations
involved with healtheducationin schools.Many suchorganisationsare ableto conduct
relevant and context-specific training throughout Pakistan for other organisations
interestedin promotinghealtheducation.Mr. SteveAshby, CountryDirectorSC-UK, has
committed SC-UK to work with AKU-IED to develop a comprehensivedatabaseof
organisationsandprojectsworking in theareaof healththroughschools.Sucha database
will facilitate sharing, dialogue, and information disseminationin an efficient and
targetedmanner.

We expect schools to be places of learning. We expect in vestments

O in education to yield benefits to individuals, communities, andnations. Schools are in a position to contribute to social and
economic development, increased productivity, and a better quality
of life for all. ... This could be achieved if all schools could promote
the healthy development of young people as actively as they promote
learning (WHO 1996).

6) Conclusion

At the end of it’s three-yearpilot phase, the HAS project has been successfulin
developing prototypes of Health Action Schools in different social and educational
contexts in Karachi. These lessonshave been applied to other health education
programmesthroughoutPakistan.The findings of the action research project formed the
basis of the Policy Dialogueon School HealthPromotion. Participantsendorsedthat
healtheducationand promotion is akey determinantof quality educationparticularly in
Pakistan’sprimaryschools.Strategiesto promotehealtheducationwereagreeduponand
work hasbegunin this regardat AKU-IED with partnersin thegovernmentandtheNGO
community.
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Appendix I

L TEMPLATE 1 11111
AN AGREED AND PUBLISHED LIST OF MINIMUM HEALTH KNOWLEDGE
AND SKILLS THAT ALL PRIMARY SCHOOL CHILDREN IN PAKISTAN
SHOULD ACQUIRE BEFORE LEAVING CLASS V.

Justification
Although mereknowledgedoesnot necessarilyleadon to effectivehealth action,actionmust
be basedon knowledge. Thegreattake-upof UNICEF/WHO’s ‘Facts for Life indicatesthat
governmentsseevalue in lists emphasisingsuch knowledge.What is proposedhere differs
from ‘Facts for Life’ in two respects.First it is targetedon children. Here we specifyprimary
school leavers.Secondit alsoincludessomeessential‘doing skills’.
This documentcouldbe generatedandmadeavailableto schoolswith minimumdifficulty. It
would be most valuable if it were supplementedwith additional information and, perhaps
teachingtips. Local authoritiesand teacherscollegescould choosehow and how far they
supportedits use.

Text

Children should achievemasteryof basic conceptsand skills in the following six priority
healthareas. Masteryis definedas knowledge+ understandingandeffectiveperformanceby
80%or over of thetargetgroup.Mastery needsto be understoodin thecontextof the ageand
experienceof thechild.
Theconceptsandskills listed arenot the only oneswhich needto be taught. Its is hopedthat
schools will attempt to teachfar more andin greaterdepth.Theknowledgeand skills listed
are thosedeemednecessaryfor survival of any citizen ratherthan thosewhich are merely
socially desirablelike goodgrooming.

The six priority health areasare:
A. Personal Hygiene andCommunityHygiene.
B. DiseasePreventionandManagement.
C. Nutrition andFoodSafety.
D. Growth andDevelopment.
E. Safety& SafeLifestyles.
F. Social Health.

Minimum knowledgeandskills in thesix areasarelisted asfollows:
A. PersonalHygieneand Community Hygiene
All children should know:
1. That germsfrom faecescan getonto fingers and from fingers to food. Such germscan

causeseriousillness.
2. That handsmustbe washedwith soapbeforeeatingand after touching stools including

cleaningup afteryoungerchildren.
3. Thatflies spreadgermsfrom dirty places(especiallyhumanandanimalstools)onto food.

Theycanalsobring infection to eyes.
4. Thatcoveringfood andburning or burying rubbishpreventsflies from spreadingdisease

andbreeding.
5. That illness can be preventedusing clean drinking water, which should be boiled for 20

minutesif it is not from a safepipedsupply.
6. Thatillnesscanbe preventedby using latrines.
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B. Diseaseprevention and management
All Children should know:
1. That deaths from diarrhoea (and they are very common in babies) are causedfrom

dehydration (the body doesnot have enoughwater). Those with diarrhoeashould be
givenplenty of cleanwaterto drink andpreferablyoral rehydrationsalts(ORS).

2. Thatpneumoniais oneof the greatestkillers of Pakistan’sbabies.A baby with possible
pneumonianeedsto be takenspeedilyto a doctoror clinic.

3. How to recognisesignsof possiblepneumoniain a baby.
4. How to protectthemselvesfrom mosquitobites,especiallyat night.
5. That immunization protectsagainst several dangerousdiseases. A child who is not

immunizedis morelikely to becomeundernourished,to becomedisabledandto die.
6. Thata child recoveringfrom fever (or otherdisease)needsplentyof liquids andfood.

C. Nutrition andFoodSafety
All childrenshouldknow:
1. Breastmilk aloneis the bestpossiblefood anddrink for the baby. No otherfood or drink

is neededfor aboutthe first six monthsof life.
2. Children needfood for their minds as well as their bodies. Good food in the first years

increasespotentialfor doing well atschoolandliving a successfulandhappylife.
3. Breastfeedinghelps to protect babies and young children againstdangerousdiseases.

Bottle-feedingcanlead to seriousillnessand death.
4. All childrenneedaccessto thebestfood availablein thefamily, girl aswell asboys.
5. Raw food is oftendangerous. It should be washedor cooked. Cookedfood should be

eatenstraightaway,not left to stand. Warmedup food shouldbe thoroughlyreheated.
6. Thatorangeor yellow fruits andvegetables,anddark greenleafy vegetables,areeasyto

grow andnecessaryfor providingvitamins whichprotect thebody from illness. A small
amountof oil is necessaryin everydiet becauseit helpsthebody absorbcertainimportant
vitamins.

D. Growth and development
All children should know:

1. That children from birth to the age of three yearsshould be weighed every month. If
thereis no weightgainsfor two months,somethingis wrong.

2. That all childrenneedto be given the opportunityandencouragedto eatfrequently, they
needa varietyof availablefood to helptheir growth.

3. Thatsmallchildren havesmallstomachs.A child underfive yearsneedsfood5-6 times a
day.

4. That babiesbegin to learn rapidly from the momentthey are born. By ageof two the
growth of the humanbrain is already complete. For good mental growth the child’s
greatestneedis the love andattentionof adults.

5. That play is importantto a child’s development.By playing, achild exercisesmind and
body, andabsorbsbasiclessonsaboutthe world. Parentsand older siblings can help a
child to play.

6 Thatchildrenneedfrequentapprovalandencouragement.Physicalpunishmentis badfor
a child’sdevelopment.
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E. Safetyand SafeLife Styles
All children should know:
1. That childrenunderfour yearsold areparticularlyat risk in thehome. This is wheremost

deathsandseriousaccidentsoccur. Almost all canbe prevented.
2. That children underfive yearsold are particularly at risk on the roads. They should be

watchedand taughtappropriatesafetybehaviourassoonastheycanwalk.
3. That all families needto know simplefirst aid- particularly that relate to burns,cuts and

wounds, and swallowing poisons and other objects. Many common practices are
dangerousto health.

4. That medicinesshould only be used when it is needed.Often rest, plenty of drinks and
good food are enoughfor the body to fight off the diseaseand get better. Injections are
not usually better than medicines taken by mouth and should only be receivedby a
trainedperson.

5. Thatsmokinginjurespeople’sbodies. It causescancer,bronchitisandheartdiseases.
It is easy to start smoking, but it can be difficult to stop. The body gets hungry for
cigarettes.

6. That AIDS is an incurabledisease. It is causedby a virus, which can be passedon by
sexualintercourse,by infectedblood,andby dirty hypodermicneedles.

F. SocialHealth
All children should know:
1. That it is very importantthat children who seeandhearwell play and learnwith those

who do not.
2. Never to bully or makefun of people with a mental disability. They may not seemto

understandwhatpeoplearesaying,but theycanbe very upsetby unpleasantcommentsor
gestures.Jokesabouthandicapsencouragebadattitude.

3. That disabledchildrenneedto be acceptedby other childrenasfriendsandfellow pupils.
Theyshouldbe helpedonly whennecessaryandneverpitied.

4. That young children who are sick needcompanionship,comfort, lots of drinks, food,
cleanliness,sleepandplay.
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DISCUSSION

VALUE AND USE
1. Would it be usefulto producesucha document?
2. Who would produce,agreeandrecommendits contents?
3. How far would it be likely to be usedand would therebe any way in which the mastery

could be stimulatedandtested (e.g.throughcertificatesandbadges)?

THE CONTENT
1. Are the areassuggestedthosewhich would be mostvaluable?
2. Given that the strengthof the proposeddocumentlies in its selection (e.g. small number

of vital healthmessages)how would theybe selected?
3. Whatshouldbe policy with regardto culturally sensitivemessagese.g.on HIV/AIDS?

GENERAL
1. Whatgains or problemsmaybe anticipatedin producingsuch adocument9

Poljc
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Appendix 2

S

TEMPLATE 2

AN AGREED HEALTH ENTITLEMENT FOR ALL PRIMARY SCHOOLS IN
PAKISTAN, WHICH BOTH SCHOOLS AND THOSE WHO PROVIDE AND
SUPERVISE THEM SHOULD STRIVE TO MEET.

Justification

Primary schoolsin Pakistanvary in their contextandconditions.Yeteveryschoolneedsto be
mindful of the health and safety of its teachersandpupils and also has a right to certain
supportfrom the authoritiesunder which it operatesto enableit to performthesefunctions.
Listing such an entitlementunderthe four areasof comprehensiveschool healthpromotion,
advocatedby the WHO and the Child-to-Child Trust, indicatesa goal for schoolsto achieve
andthe conceptof entitlementhasa political forcewhich a meredirectivelacks.

Text
Every school and the authoritieswho provide for it needs to provide for four aspectsof
health:
1. Providea healthyschoolenvironment
2. Health teachingto developbasichealthknowledge,skills andattitudes.
3. Help andguidancewhenchildrenareunwell, injured or in distress.
4. A schoolhealthpolicy andsomeoneresponsiblefor it.
The ability to perform thesefunctions will vary according to school conditionsbut some
action is necessaryin everyschoolin respectof eachof the four listedareasbelow.
Eachof the functionshastwo aspects:
i. Entitlementof the learnersfromthe school
ii. Entitlementof theschool from its managers
Schools in Pakistanvary in their ability to meet the entitlement and while all can do
somethingin eachof the categoriesno schoolshouldbe askedto do what is impossible(and
thenblamedfor not doing it!).

1. A HealthySchoolEnvironment
Entitlement For the Children and Parents

from the School.
For theSchool from its Managers

Cleanclassrooms
andsurroundings

Encouragementforchildrento
participatewith teachersandparents
to supporta cleanschoolpolicy,

Thebestpossibleschoolfacilities
togetherwith supportand
encouragementfor the efforts madeby
the school.

Provisionof
sanitation

Encouragementof thebesttoilet
hygienepolicies giventheprovision
available,

Bestefforts to supply schoolassoonas
possiblewith handwashingand latrine
facilities.

Provisionof clean
water

Encouragementof all pupilsto make
useof availablefacilities,to provide
andmonitorcleanwaterfor drinking
andhandwashingandencourage
little onesto developsafehabits.

Thebestpossiblefacilitiesof clean
wateror elseapolicy to encourage
cleandrinking waterto be brought
fromhome.

A school
environmentsafefor
childrento learnand
playin.

Encouragementto practicesafe
habitswhenplayingand
implementingapolicy against
bullying andwith equalparticipation
from girls andboys.

Ensuringsafetystandardsincluding
good ventilation and light, safe
furniture,buildingandboundarywalls.
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2. Health Teachi~~gtoDevelo) BasicHealth Knowledge,Skills and Attitudes.
Entitlement For the Children and

Parentsfrom the
School.

For the School from its
Managers

Effectivecoverageofkey
healthtopics:
Childrenshould be taught
basicknowledgeandskills
in the following areas.
1. PersonalHygieneand

CommunityHygiene
2. DiseasePreventionand

Management
3. Nutrition andFood

Safety
4. Growthand

Development
5. Safety andSafe

Lifestyles
6. Social Health

> Correcthealth
knowledgebasedon
an appreciationof
NationalandLocal
priorities,

> Leadingto mastery
of a manageable
numberof key
conceptandskills
which all children
needto know anddo
to stayhealthy.

> Essentialandup to date
knowledgemadeavailableto
teachersbasedon realistic
knowledgeof what teachers
areable to teachandwhat
pupilsare ableto learn.

> Accessby teachersto up-to-
datehealth knowledgebased
on emerginghealthissuesin
thecommunity.

Taughtin a methodology
which links learningat
schoolto healthactionat
homeandin thecommunity,

A teachingstylewhich
ensuresthat children
think anddo andnot
merelymemoriseand
copy.

> Written helpon methodology
which takesinto account
conditionsin whichteachers
teach.

~ Inservicehelpfor teachers
at apracticalandaffordable
level.

Needsto be accompaniedby a list ofbasiccompetenciesin the six health areasin which
masteryis vitally necessaryfor all children (Template 1)

S

S
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3. Helu and Guidance when Children are Ill, Inlured or in Distress
- Entitlement For the Children and

Parentsfrom theSchool.
For the School from its

Managers
Knowledgeof how to Schoolsability within > Guidanceto schoolson
identify sicknessand reasonto identify: procedures,what teachers
apply simplestfirst aid. > Whenchildrenneedto should or should not do.

be senthomeor to see > SimplestFirst Aid
healthworkers. provisions e.g.First aid box

> Whenchildrenare
unhappyand may
haveemotional
problems.

> Simplestfirst aid
within the capability
of the school.

Knowledgeof whereand Schoolsshouldknow~ Co-ordinationbetween
how sickchildrencanget wheredifferentkindsof educationandhealthservicesto
the bestavailablehelp, helpareavailable(paid or bestprovidewhat health

free). servicesareavailable.

Ability to deal with long Sympathetichelpand > Adviceandsimplest
termhealthproblems. encouragementto children training available.

with disabilities. > Reportsandfollow-up
procedures.

4. A SchoolHealth Policy and Someoneto Administer t.
Entitlement For the Children and For theSchool from its

Parentsfrom theSchool. Managers
A recognitionof health To know whatpriorities Help schoolsto setpriorities
prioritiesanda simple areandhow theymay accordingto knowledge
planto dealwith them, participatein helping to of localandnational needs.

meetthem.
Someoneresponsible To know who is Providesupportandtraining for
for makingthat policy responsiblefor planning, thoseresponsiblein schools.
work. takingandevaluating

healthactionandhow they
maybe assisted.
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DISCUSSION

r

VALUE AND USE
1. Is therevaluein the conceptof an ‘entitlement’. Or might it memorevaluableto devisea

more conventionalbookletentitled,Health in Our Primaryschools?In eithercasewould
such adocumentbepotentiallyuseful?

2. Who would produce,agreeandrecommendits contents?
3. How far would it belikely to beused?

THE CONTENT
1. Are all four areasdesirableor should theybe reduced?
2. How can the documentbe mademore readableand relevant ... especially to poorer

schools who need to be convinced that they can contribute in all areas despite their
poverty?

GENERAL
1. Whatgainsor problemsmaybe anticipatedin producingsucha document?
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Appendix

TEMPLATE 3

PROPOSED HEALTH EDUCATION CURRICULUM SCOPE & SEQUENCE
CHART FOR CLASSES I - V TO PLAN HEALTH EDUCATION ACROSS A
WHOLE SCHOOL PROGRAMME

Justification
Health is at presentnot a core subject at school. However, for a school to teach health
education linked with health action an effective plan has to be developed.A scope and
sequencechartwould facilitate schools to makedecisionson what should be taught in each
class.

Text
Template 1 identifies six priority health areasthat all children leaving primary school in
Pakistanshould know about. Thesepriority areasor health themesfall under three main
strands:

STRAND HEALTH THEMES
HygieneandDiseasePrevention PersonalHygiene

Nutrition andFoodSafety
DiseasePreventionandManagement

EnvironmentalandCommunityHealth CommunityHygiene
Safety

Family andSocialHealth GrowthandDevelopment
SafeLifestyles
Social Health

Thesestrandsand healththemesaresequencedinto units or health topics for particularage
groups andclassesin the primaryschool in a scopeand sequencechart asbelow:
- CLASS HYGIENE &

DISEASE
PREVENTION

ENVIRONMENTAL
& COMMUNITY

HEALTH

FAMILY & SOCIAL
HEALTH

1 • CleanHands
• CleanTeeth

• CleanSchools
• CleanHomes

• Playingwith young
children

• UnderstandingChildren’s
Feelings

2 • Foodat home
• FoodHygiene

• HomeSafety
• Preventing

Accidents

• Caringfor sickchildren
• Properuseof Medicine

3 • BalancedDiet
• Growing

Vegetables

• First Aid
• Road Safety

• Childrenwith disabilities
• Children who can not see

or hearwell
4 • Coughs& Colds

• Immunisation
• Diarrhoea
• CleanSafeWater

• Feedingyoungchildren
• Breastfeeding

5 • Polio
• Malaria

• SafeStools
• IntestinalWorms

• HI V/AIDS
• Smoking

I

S
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• The strandscould be usedas SchoolHealthThemeswith the units / topicsas classhealth
themes.

• Each unit or topic would be taught in a seriesof 4-6 lessonsandsteps (Template4) that
links learningin classwith actionat home.

• Per term oneschoolhealththememay be chosenso that in a year2-3 healththemesare
covered.

• Some4 -6 healthtopics would be coveredin eachclass in a yearover some30 health
educationlessons.

DISCUSSION I

VALUE AND USE
1. Would such a scopeand sequencechartbe a usefuldocumentto definea corehealth

educationcurriculum?
2. How might it be sanctionedandusedto teachhealtheducationas acoresubject?
3. How might thesecorehealththemesandunits be widenedacrossthe curriculum?

THE CONTENT
1. Do the healthtopics/ units in the scopeandsequencechartappearappropriatefor the

particularagegroups?
2. Are the areassuggestedthosewhich would bemost valuable?
3. Is thereoverlapin healthtopicsin the scopeandsequencechartwith similar topics in
othersubjectsin the curriculume.g. science,socialstudies,language,maths,islamiyat?

GENERAL
1. Whatgainsandor problemsmay be anticipatedin producingsuch a document?
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Appendix

r~ TEMPLATE 4

A SET OF LESSONS AROUND A PRIORITY HEALTH THEME

Justification
If we believe that health is about learning (knowledge)and doing (behaviour)we can not
think of it being merely classroombased.That means that health topics will have to he
targetedovera seriesof lessonsrather thanjust in oneclassroomperiod. Someol the action
in the series takesplace at home(e.g. a child finds out something:takessome action: passes
on a healthmessa~e)andthis is discussedlater in class.

Text
The Child-to-Child stepapproachhasbeenusedwith successin the Karachi as well as in the
Water and Sanitation Extension Programme(WASEP) Northern Areas l-lealth Action
Schoolsto teach health topics acrossa series of activities both in the classroomarid in the
homeandcommunity.

Step 5
Discussingresultsof

the action

Knowing abouthealth priorities needsto be transferredinto ActiveThinking andActionfor
Healthor Doing health in orderfor thereto be behaviourchange.However, for a changein
behaviourto occurtheremustbe a changein attitudei.e. to Feelthe needto want to change.
The examplebelow showshow KNOW, DO, FEEL objectivescan to set on a particular
healthtopic (RoadSafety)and how theseare coveredover a series of steps both in lesson
time andoutsideof theschool in the home.

Chi~d-to.Ctii~d: An approach
Living Place Learning Place.

S

Step 2
Finding out more

Step I
Choosing the Tight

health idea.
Understanding it well

Step 4
Taking action

I and We

Step 3
Discussing what we
found out and.then

planning action

Step 6
Doing it better and

sustaining the action
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r AN EXAMPLE ON ROAD SAFETY
Objectives: By theendof the topic, children should:

IIKN0W:II
Kl) Why roadaccidentshappenwhenchildrenarewalking
K2) Why childrenget into accidentswhen riding a bicycle
K3) Thewaysdriverscan causeaccidents
K4) Rules for crossingthe roadduring day andat night

I~I
Dl) Obeyroadsafetyrulesand teachthem to others
D2) Obeybicyclesafetyruleswhenriding abicycle
D3) Reportaccidentsthey seeon the road
D4) Crossthe roadsafelyatnight

IFI~’EEL:I1
Fl) Feelresponsiblefor thesafetyof themselvesandothers
F2) Feelpridein knowing safetyrulesandspreadingthem to others

STEP 1 (Choosing & Understanding)

.

INTRODUCTION (10-20mins)
• Ask children how much theyalreadyknow aboutthe topic like: Whatdo you knowabout

roadsafety?Howmanyofyouhaveseenor beenin an accidentbefore?
• Tell story about a road accidentsor show studentspictureson accidentsand ask some

questionslike, What is happeningin thepicture? Whatwill happennext?Whatmessage
about roadsafetyis thispicture conveying?

MAIN ACTIVITY (20-40mins)
• Ask children either individually, in pairs, or in groups,to do an activity basedon 1 or 2

healthmessagesrelated to road safety. They may draw pictures,write up their own
story,make up a songor gameaboutroadsafety.

ENDING (10-15mins)
• Children can sharewhat they havedonein the main activity with the whole class or in

smallgroups.
• Teacherreviews with the childrenwhattheyhavelearntabout roadsafetyby askingthem

questions like What are some of the causes of accidents? How can accidentsbe
prevented?Whatare someofthe rulesfor crossingthe road(day & night)?

• If step 2 is to be done at home, either give studentsoneor two survey questionsto
conducta survey in the school,home,or communityor if thechildrenareolderand more
familiar with surveys,encouragethemto comeup with theirown questionsasa class.
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STEP 2 (Find out More)

STEP 3 (Reporting,Discussing& Planning Action)

INTRODUCTION (10-20mins)
• Either the teacheror class decide 1 or 2 survey questions. For example,the question

couldbe” How manytimeshaveyou beenin anaccident?”
• Ask children if theywill go to anotherclassto askquestionsor do thesurveyin theclass.
MAIN ACTIVITY (20-40mins)
• The teacherrecords the survey information on the board or on chart paper and asks

childrenthequestion,Whatdo theresultsofthesurveytell usabout road safety?
ENDING (10-15mins)
• Allow a few volunteersto tell theclasswhat theyhavealreadylearnt aboutthe topic on

roadsafety.
• Ask children if theyhaveanyquestionsaboutthe topic.

INTRODUCTION (10-20mins)
• The teachercanask childrenwhat theyhavefoundout in the surveyandrecordthe results

on the blackboardor on the chartpaper.
• After recordingthe results,the teacheror childrencanreport the resultsof the survey.
MAIN ACTIVITY (20-40mins)
Ask children the following questionsto helpthemdiscussandplan the action they will take
in the next lesson(step4):
Whatdidyoufindoutfrom thesurvey?
Whyareyougoing to takeaction?
Whatmessagesareyougoing to spread?
Are you going to take actionat HOME, at SCHOOL, or in the COMMUNITY?
Who is the action going to impact? (i.e. Younger siblings, peers, another class,family
members,community,our own class, wholeschool)
How areyou going to spreadmessagesandtake action?(i.e. poster,play,puppetshow, etc.)
Encouragechildrento startplanningfor the actionto usethis timeeffecteffectively.
ENDING (10-15mins)
Askchildrenquestionsto reviewthe KNOW, DO andFEELobjectives.
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STEP 4 (Taking Action)

STEP 5 (Discussingwhat wedid) & STEP 6 (Doing it better)

INTRODUCTION (10-20mins)
• Reviewthe plan for actiontheclasscameup with in thepreviousstep.
• If studentsare going to do aplay, puppetshow,song,story telling, or other activity for

anotherclassor school,remind themof sometips on how to do a good performance.(i.e.
use loud voices, don’t forget health messages,ask the audiencequestions,face the
audience)

• Help childrendecidehow they are going to evaluatethe action if is a performance.(i.e.
askaudiencequestionsto seewhattheylearnt)

MAIN ACTIVITY (20-40mins)
• Children can either usethis lessonto preparefor the action (i.e. makingpostersto take

home)or takeaction if theyaredoing it at school(i.e. drama,puppetshow,etc...)
ENDING (10-15mins)
Tell childrenthat in the nextlesson(STEP5) theywill evaluatethe action theyhavetakenor
workedon in this lesson.

INTRODUCTION (10-20mins)
• Ask children some of the following questionsthat they can either write about, draw

pictures,ordiscussasa class,in pairs,or in small groups:
• Whathealthmessagesdidyou spreadthroughyouraction?
• Whatwassuccessfid?Whatwaschallenging?
• Whatactionwouldyoutake nexttime to improve?(if successful,what canbe doneto do

it evenbetter?)
MAIN ACTIVITY (20-40mins)
• If the classfelt the action did not work, plan anotheraction and allow studentstime to

preparefor it.
• If the class felt the action worked, allow students time to prepareto repeator improve it

for anotheraudience.
ENDING (10-15mins)
• Ask childrenwhatworkedanddid not work thistime whentheytook action.
• If time,_reviewKNOW, DO, FEEL objectiveswith studentsto endthetopic.
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DISCUSSION

VALUE AND USE
1. Wouldit beuseful to havedetailedguidanceon keyhealthtopics, laid out overaseriesof

lessonsandpossiblyalsoin relationto the life of theschoolandits interactionswith the
community? Healthtopics mightbe identified accordingto needandgradually
accumulatedandrefined.

2. Whatis yourview of theapproachandcontentof themodel provided?(Seemoredetailed
questionsbelow on content)in particularhow importantdo you seeit to baseactivities
aroundtheChild-to-ChildSix-Stepapproach.

3. Whatothermodelsmight be available?
4. Whatmightbe the possibilitieson takingactionon this issuein the shortandin the long

term: Whatdifficulties mightbe envisaged?

CONTENT
1. Is the documenttoo detailedandprescriptivefor teachers’?
2. Shouldteachingaids (e.g.pictures)be included?
3. How could the documentbe mademoreinteractiveto tap into teachers’own ideasand

creativity?

GENERAL
1. Whatgainsorproblemsmay be anticipatedin producingsuchadocument?
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Appendi~

TEMPLATE 5

HOW CAN A SCHOOL BECOME A HEALTH PROMOTING / HEALTH ACTION

SCHOOL?
Justification

To integratehealthfully into our primary schools in Pakistanwill require planning,thought
andcommitment.One effective way to do this is throughestablishinga numberof model
‘light house’ schoolsto show theway. Suchschoolsaregrowing up all over the world called
HealthPromotingSchools.In Karachisuchschools,called HealthAction Schools,havebeen
establishedandhavebeenshownto improvethe quality of learning as well as the quality of
health.

Text

Let usagreeon what is involved in becominga healthpromotingschool.

Thereare4 componentsto a schoolhealthprogramme:

1. BasicHealth Instruction:HealthEducation
Children needto understandspecific health facts and ideas. They needto be taught in a
methodology which developslife skills and self esteemso that health knowledge can be
translatedinto healthaction.In orderto do this there has to be time availableand setaside
on the timetablefor health education.

2. Goodhealth practisedaroundtheschool:HealthEnvironment
This involvesmaking the schoolasafe,clean place with the bestpossiblenutrition for the
children. In order to do this the schoolneedsto setpolicies and school health rules with
children, teachersandparentstaking activeresponsibilitiesto seethesethrough.

3. SchoolHealthServices
Links needto be establishedwith health workers so that together with the school ill health
canbe prevented,the healthof children canbe monitored,simple conditionscan be treated,
correctmessagescan be passedon to the communityand children who are unwell or need
specialattentioncanbe referredfor furthercare andbe supported.

4. Joint HealthAction betweentheSchoolandCommunity
This involves active community participation in school health promotion, through the
involvementof parentsandthe transferof knowledgefrom schoolto communitye.g. through
the Child-to-Childapproach(Template4).
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10 Stepsnecessaryfor a schoolto becomehealth promoting:

1. The schoolidentifieshealthpriorities (healththemes)to becoveredin the year.

2. The schoolcommitsto 30 plannedlessonsof health educationa year (approximately
10 lessonsperterm) for eachclass.

3. Each class identifies 1-2 topics per term to be taught over a seriesof lessonsand
homework.

4. Teachersteachhealthusingapproacheswhich encouragethought, link learning with
doing andmakelearninginterestingandrelevantfor children.

5. Health teachingis enrichedand enhancedin othersubjectsof the curriculum where
possible.

6. The schooldefinesa set of health rules to ensurea safeandclean environmentthat
promotesgood food habits.

7. The school identifies how such rules will be promoted and monitorede.g. through
schoolhealth committees,children’shealthclubs,healthmonitors.

8. The school builds partnershipswith health workers around the school in order to
provideservicesfor, from andby the schoolto preventill health,identify andmanage
problemsandtakeearlyaction.

9. The school decideson any school / community eventswhich might be organized
duringthe yeare.g. healthmelasandcampaigns.

10. The schoolagreeson how the programmewill be managedand monitored e.g. by
appointing1 or 2 teachersin charge(healthco-ordinators);school healthcommittee
meetings;healthchecklists.

[ DISCUSSION

VALUE AND USE
1. Doessuchadocumenthelpin guidingschoolson howto becomehealthpromoting?
2. How canthe gradualspreadof suchhealthpromotingschoolsbe facilitated?
3. Whatsupportis necessaryfor schoolsto becomehealthpromoting?

CONTENT
1. Is the documentuseful,clearandeasyto follow?
2. Are theregapsthatneedfilling?

GENERAL
1. Whatgainsor problemsmay beanticipatedin producingsucha document?

Pleasenotethat this documentis a summaryof a larger andmore ‘userfriendly’ document
producedby HAS. Thepresentcontentmerely illustrates the points coveredin the larger
document.
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Health Action Schoolsin Pakistan — a pilot researchproject

1.0 IDENTIFICATION

1.1 Project Name: HealthActionSchoolsin PakistanPilot ResearchProject
1.2 Project code:
1.3 Location: Karachi
1.4 Reporting Period: April 2000— December2000
1.5 Author ofReport: Dr. TashminKassam-Khamis
1.6 Dateof Report: December2000
1.7 Name of implementing partner agency: The Aga Khan University, Institute for

EducationalDevelopment
1.8 Funding Sources:Savethe Children(UK) andAKU-IED

1.9

Project duration: 3 years

2.0 PROGRESSREPORT

This reportis thethird annualreportoftheHealthAction Schools(HAS) pilot action
researchprojectandfollows the

10th quarterlyreportsubmittedto SC(UK) in September
2000.

2.1 CHANGES IN PROJECT CONTEXT
Following theexternalmid termreviewtheHAS teamhelda retreatto processthe
suggestionsandrecommendationsmadewhich wesubsequentlydiscussedin meetings
with SC (UK). Thefollowing changeshavebeenagreedto by bothparties:
• An extensionyearis requiredin orderto consolidatelessonslearnedandproduce

materialsbasedon this to aid expansionandsustainabilityofthe programme.A
proposalhasbeensubmittedto SC(UK) for funding. Themain activitiesenvisaged
are;developingaguideto becomingahealthactionschoolfor self-identified
expansionschools;developinginteractiveworkbooksfor teachersto helpthemteach
specifichealthtopics;developingacurriculumin waiting on healtheducationfor
Pakistaniprimaryschoolsandascopeandsequencechartbasedon this. In addition
an internationalschoolhealthforum hostedby lED is plannedfor nextyearto bring
togetherthoseworking in theschoolhealthfield in theregion,to shareandlearn
lessonsfrom eachother’sexperiences.

• TheSportsAid TrustthroughSC(UK) hasfundedtheChild-to-Child (CtC) Resource
Centrewhichwill bea partofthePrimaryEducationResourceCentreatAKU-IED
named“Primary EducationandChild-to-ChildResourceCentre“. TheCtC resource
centrewill alsobe mobile andwill providea placefor teachersandchildrento come
to be supportedwith trainingandmaterialsfor healtheducationusingCtC
approaches.Ms. ShahistaMir, formerlywith WASEPin theNorthernAreaswhere
shewastrainedby HAS on CtC,hasjoined theteamto look after this area.

• Building on this SC(UK) hopesto raisemoniesfrom theEC to allowAKU-IED to
takeCtC nationallyover theperiod2002—2004.A conceptpaperby Khamisand



Ahmed(March2000)wassubmittedto SC (UK) chalkingout apathwayto longer
term partnershipbetweenAKU-IED andSC (UK) (Appendix I).

• Dueto theextensionyearSC(UK) hasagreedto ano costextensionto allow the
final externalevaluationto takeplacenearertheendofthe fourth year.As per
recommendationsmadeby the mid term reviewer (Gibbs, December 1999) thefinal
internalresearchreportwill bebasedmoreonqualitative(case)studiesratherthana
repeatingthebaselinestudy to comparemorequantitativedatain abeforeand after
way aswasinitially envisaged.

• In line with themid termreviewsuggestions,thefinal yearofthethreeyearpilot
would focusmoreon healtheducationbasedon it’s success,with theareasofhealth
servicesandtheenvironmentlessofafoci but linked to thehealtheducation
curriculum.

• In the extensionyearit is envisagedthatproductionof thesecondpublicationof
translationandadaptationinto Urdu ofCtC materials(Children for Health and
HealthPromotionin Our Schools)will be completedonceUNICEF publishesthe
newfactsfor life on which Childrenfor Health is based.This hascausedthe delayin
the secondpublication.

2.2 BENEFITSACHIEVED AND OTHER OUTCOMES

2.2.1 School Improvement and ProfessionalDevelopmentofTeachers
TheareaofSchoolImprovementandProfessionalDevelopmentofTeacherscontinuesto
be the areaof main impactasdocumentedpreviouslyby themid termrevieweraswell as
is evidencedin thethird SituationalAnalysis(Appendix2).The reasonsfor thisappearto
bedueto thefollowing:
> Training individually tailoredbasedon theneedsof theparticularschools.
> Schoolbasedtraining.
> More follow up in schoolslinkeddirectly with thetraining.
> Teachersupportin schoolslinked with lessonobservations.
~ Fun Active MethodEnhancementSessions(FAME) asrequestedby individual

schoolsfor both HAS andNon-HASteachers.
> Despitetraining’s beingshort (afew days/hours)asequenceof trainingsareprovided

basedon needandthelevelsdeveloped.In total 13 workshopswereconductedfor
HAS schoolsin 2000.

> Health Education is related to daily life and henceeasilymadepersonal thus
naturally child-centred. Onceteacherstry out child-centred methodsin the
health classesand find that the children enjoy them, take an interest and appear
to be more involved, especiallywhen linked with life at home, they gain the
confidenceto try out such methods in other subjects also.

2.2.2 SituationaLAnalysis
Appendix2 reportson the

3Id SituationalAnalysis(basedon thechecklistofHawes1997
—SeeFirst Six Monthly Reportfor Details)conductedin March-June2000.Whilst each
schoolmustbe viewedseparatelyandquantitativedataviewedwith caution,dueto the
subjectivenatureofassigningscoresto what is viewedqualitativelyby theresearcher,
overall an improvementis seenin all indicatorsof thehealthprogrammei.e. theschool
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environment,healtheducationandhealthservices.However,the quantumofchangein
mostcasesis lessbetweenthe

2m1 and 3rd SituationalAnalysisthanwasseenbetweenthe
1st (baseline)and2nd situationalanalysis.Thismight suggestthatanysmall changewas
initially viewedasamajorimprovementfrom whatexistedpreviously.However,further
changeappearsslowparticularly in areasthat arenot directly linked with the curriculum
for whichteachershavelittle controlover e.g. schoolinfrastructurerelatedto the
environment-the lackof waterin theschoolandhealthservices.Whilst the programme
had focusedall areasof comprehensiveschoolhealthpromotioni.e. theschool
environment,healtheducationandhealthservicesaswell asmanagementof the
programme,teacherswerethemaintargetastheywereto implementtheprogramme.In
additionin orderto ensuresustainabilityandownershipno financialincentivesor inputs
were givene.g.for improvementof infrastructurewith teachertraining,schoolsupport
andteachingmaterialsbeingthemaininputsfrom thelED HAS team.

Ô 2.2.3 SchoolStatus Reports
Appendix3 givesan overviewof currentschoolstatusfor eachof thepilot schools
identifyingthehighlights,constraintsfacedandmain lessonsteamedthis year.In total
some134 teachersof HAS pilot schoolshavebeentrainedandover 170 teachers,health
andcommunityworkershavebenefitedfrom CtCtraining’s.This translatesto over3,000
childrenwhohavehadsomedirectbenefitfrom HAS with severalthousandmore
potentiallybenefitingfrom healthpromotionactivitiesthatthesechildrentakehometo
theirsiblings,families,friendsandcommunities.
• Onebenefitwitnessedthisyearhasbeentheexpansionfrom onepilot schoolsection

to another.For examplein SMS thegirls sectionis nowaHAS althoughwehave
only intervenedin theboysschool.In Generation’sasimilar thing is happeningwith
the expansionoftheprogrammethisyearfrom thepre-primaryandjunior sectionsto
themiddlers.

• Sustainabilitywill only occurif theHAS programmeis an integralpartof school life.
In two schools,SMS andMetrovillehealtheducationis now apartof theongoing
assessment.

• In theCommunityschool,Metroville, healthmessageshavebeendisseminatedto the6 communityin thecoloniestheschoolservesthroughcampaignssuchasthe diarrhoea
campaign.This hasmeantevennon-schoolgoingchildrensuchas theAfghan
refugeesin theareahavehadsomeexposureto healtheducation;

• Onemajorhighlight in Atiya Bai Governmentschoolhasbeen100%retentionof the
HAS trainedteachersthis yearwith nonetransferred.This hashelpedensure
smootherrunningoftheprogramme.In additiontheprogrammehashadapositive
influencein bothGovernmentschoolsofensuringfull staffing oftheschools.In Pir
MehfooztheDirectoratehasnow assigned6 teachersincluding theHeadso that the
schoolis nowno longermulti-gradeandeachclasshasateacher. In Atiya Bai the
supportingNGO,FalahFoundation,hassuppliedan extrateacherto theschoolwhose
salarytheypay asthis KMC schoolis understaffed,astheNGOsawthebenefit to the
childrenof theHAS programme.
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2.2.4 Children’s Participation
The Child-to-Child approachenhanceschildren’sparticipationthroughlinking the school
with the homeaspart of thehealthtopicsexploredby children(SeeKhamisarticle on Six
StepApproachfor CtC newsletter,Appendix4). In this thirdyearwehaveseenmore
ownershipof the HAS programmesby children in someof theschools,particularly in the
areasof thehealthenvironmentandhealthserviceswhendefinedbroadlyto include
safety, nutritionandhygiene.Both theprivateschoolshaveorganisedchildren’s‘health
clubs’ or ‘junior healthworkers’ that monitortheschoolenvironmentandwork on health
promotionin schoolaswell asareassuchassafety(SeeAppendix5 for reportson these).
Whilst sucha systemhasnotyet developedin thegovernmentschoolsthelevel of
confidenceofchildrenattendingthesehasbeenshownto haveincreasedsincethe startof
the project.Visitors familiarwith PakistaniGovernmentschoolscommenton the
questionsaskedofthemby thechildrenwhichshowssomethingpositiveis goingon here.
At theHAS roomopening(

9th QPR)the childrenfrom theseschoolswerevisibly more‘ confidentthat thosepresentfrom otherHAS schoolsin performingtheirskitsand poems.

2.2.5 Outreach and Dissemination
Interestin theproject continuesbothnationallyandinternationally.Themid termreview
wasdisseminatedwidely andnetworkingthroughtheCtC Trust (UK) andSC(UK) has
definitely helpedin thisprocess.Major outreachimpacthasoccurredthroughWASEPin
theNorthernAreasofPakistan,PEP-ILEin NWFP,SC(UK) Afghanistanin refugee
campsin Quetta,NWFPandAfghanistanandHANDS in rural Sindh (See2~Annual
Report).In the lastquarterthefollowing outreachactivitieshaveoccurred(for previous
activitiesseeQPR8 and9).
> The PrincipalInvestigator(TKK) hadtheopportunityto presentto theAKU Boardof

Trusteesforum, at which theChair,SahebZadaYaqoobKhanwaspresentandtook a
keeninterestin theproject (November2000).

> Jim Irvine, EducationAdvisorfor UNICEF (Bangkok)(December2000).
> Threevisitors from theleadin ProfessionalDevelopmentCentre(PDC) oflED and

AKES in EastAfrica (November2000).
~ A Faculty ResearchSeminarwasheldatlED looking at an advocacyand

S disseminationstrategyfor HAS (November2000).
~ Mr. DavidNormanSC (UK) educationAdvocacyofficer visited HAS (October2000)
~ Workshopto SHADE(SchoolHeadsAssociation)washeldon HAS for 50+Head

teachersfrom Karachi,someof whom haveshownan interestto becomehealth
promoting(October2000)(Appendix6).

~ Teachingon lED Visiting Teachercoursessuchasthe MEd. PrimaryModuleand
EnglishVTP (Appendix7). Thishasadditionalbenefitswith teacherson these
courseshavingdevelopedhealthactionplansfor their particularschoolsand
requestedhelpfrom theteam.

> Disseminationof HAS brochureandSehatki barein (Appendix8).
> SindhTextbookReviewof healthcontentin the SocialStudiesandScience

Textbooks(Appendix9).
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2.2.6 ProfessionalDevelopmentof HAS team members
With thepilot phasecoming to an end and the areaofschoolhealth promotion becoming
a coreareaoflED activitiesin thenextphasetheprofessionaldevelopmentof local staff
hasbeena priority to strengthensustainability.HAS staffhaveattendedthe following
courses:
> Ms. SadiaMuzzaffarhasattendeda two anda halfweekscourseon Children’s

Participation facilitatedby theCtC Trust (UK) at theInstituteofEducation,London
University(Appendix lO). At thecourseexamplesof HAS in Pakistanwereusedto
sharewith participantswhat waspossiblewhenusing theCtC approachin schools.

> Ms. ShahistaMir attendedathree-daylibrary workshopat TED onManagingLibrary
in Schools.This will helpherwith settingup theCtC resourcecentre.

> Mr Noordin Merchantattendedatwo-daycourseon basicSPSS.

2.3 CONSTRAINTS

4 2.3.1 TeacherTurnover
Sincethe startoftheprojectwehavetrained124 HAS teachersof which 72 are still with
us i.e. 58%of thosewehavetrained.Theother42%haveleft thepilot HAS schools.This
of courseinterfereswith the runningof theprogrammeandis acauseof concernfor
sustainabilityofthehealthprogrammein thepilot schools.Whilst it is hopedthat trained
teacherswill applythemethodslearnedin thenewschoolstheymay havejoined Or been
transferredto,we know thatmanyteachersleavetheteachingprofessionaltogether.

Table to Show HAS Staff Turnover sincethe start oftheProgramme (1998-2000)
School RetentionRateof

teachers
Number of Heads

~
Number of Health
Co-ordinators HC

Atiya Bai Govt. 33%(1/3) 2 2
Generation’sPrivate 68%(15/22) 1 3
Metroville CBS 35% (7/20) 2 3
Pir MehfoozGovt. 33%(2/6) 3 2
SMS Private l8%(4/21) 1 3

As thetableaboveshowsno schoolhashadthesamehealthco-ordinatorsincethe start
oftheprogramme.Untiirecentlyoneofourbestteachers,the I-IC of PM school,wasthe
oneHC who hadbeenwith HAS sincethe startoftheprogrammeandwasinstrumental
in the successof HAS in his school.He hasnow left PM. Whilst bothPrivateschools
havethesameHeadwho hadcommittedto the intervention,SMShastheworstretention
rateof HAS teachers.In all otherschoolswe arenow dealingwith thesecondor even
third Headteachersincethebeginningoftheprogrammewith only athird of teachers
who initially begantheprogrammestill teachingin theseschools.This hasundoubtedly
causedconstraintsto theprogrammeasmoreteachershaveneededto be trainedarid
trainingshavehad to be repeated.It is hopedthattheactivitiesplannedfor thenextyear
ofextensionthatallow materialsto be producedfor HAS to expand,will alsohelp these
schoolswhereall teachersteachinghealtharenot trainedandmaynot receivethe same
schoolsupportand follow up astheirpredecessorsdid in thepilot phase.Our materials
arebeingpilot-testedon thenewgroupsofteachers.
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2.3.2 InstitutionalisingHAS
The HAS projectwasbasedon a bottomup approachwith ownershipcomingfrom the
schoolsandactionplannedbasedon individual schoolneeds.However,moreand morea
constraintto progresshasbeenthelack of anequalreinforcementin a ‘top down’
manner.Forexamplein theGovernmentschoolswe still seea lackof commitmentfrom
teacherswith high absenteeismnot only of the teachersbut theHeadas well and in one
Governmentschoolfrequenttransfers.In Privateschoolsalso,until the managementdo
not seeHAS asa rOutinepart of the schoolcultureit will continueto be an additional
‘programme’andhencelessimportantthanotherschoolactivities.

In January2001 apolicy dialogueis plannedwhich the SindhEducationMinisterwill
presideoverwhereHAS hopesto advocatefor approachesandcontentto health
educationwith recommendationsto policy makersto ensureimplementationofhealth
promotionin primaryschools.We hypothesisethat for greatersustainabilitybotha top
down aswell as abottomup approachis required.

2.4 PROGRESSTOWARDS OBJECTIVES

2.4.1: To developprototypes of health promoting schools

> Eachschoolhasdevelopedtheirown schoolhealthactionplanswhich arebeing
executed(Appendix 11) with some20-30healtheducationlessonsper year.Whilst
schoolswith betterresourcesandtrainedteachersarenow enhancingtheir curriculum
usinghealth(e.g. Generation’s,SMS) theschoolswith lessresourcesand teachersnot
usedto usingthenewermethodspreferto teachhealtheducationasaseparatesubject
usuallyonelessonper week.Of the initial comprehensiveschoolhealthpromotion
modelused(WHO), healtheducationis seenas the fulcrum with healthenvironment
andhealthservicesviewedbroadlyandlinked wherepossibleto thecurriculum.

> The SituationalAnalysisandschoolstatusreportsshowprogresstowardsobjectives$ set(Appendix2 and3). As hasbeenmentionedbefore,in-servicetrainingboth of
projectstaffas well asof teachersandHeadshascontinuedto beamain activity this
yearwith issuesof sustainabilityandevaluationbeingtackledin suchtraining’s.
However,thehigh teacherturnovercontinuesto be achallengeto theprocess.

> A clearpathwayto developteachingmaterialshasbeendefinedandwill be the main
activity for thenextyearwith the CtC resourcecentresupportingteachersto usethese
materials.

> Someinternalmechanismsof monitoringarebeingdevelopedwith healthco-
ordinatorsin someschoolsnow holding themonthly teacherssharingexperience
meetingsrather thanthe HAS teamandteachersalsoplanningtopics with less
support from the lED team.Children’s involvementin managingaspectsof the
programmesuchastheenvironmenthasbeenrewardingto seebut parentsarestill
not as involved in managingtheprojectas we hadhoped,althoughtheir participation
throughtheuseoftheCtC six stepapproachhasbeendocumented.
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2.4.2 To encouragepolicy makers to support the project

Thesteeringcommitteehasmetregularly(oneeverytwo months)and lent theirsupport
-different constituenciesto differing levels.Theschoolhealthservicesin Sindhhavecut
back on activitiesandoperateon amuchsmallerscale.HoweverGovernment
representationis strongon thesteeringcommitteefrom botheducationandhealthsectors.

On January
24th and25th2001 HughHawes,co-founderof CtC andfriend of HAS, will

behelpingusfacilitateapolicy dialoguewhereSindhMoE Anita Ghulamaliwill be
ChiefGuestfor theopeningceremony.We expectrepresentationfrom Federaland
Provincial levelsofbothEducationandHealth,including thecurriculumbureauandtext
book hoards,aswell as theprivateand(I)NGO sector.The aim is to advocatefor content
andapproachesfor healtheducationin schoolsbasedon the conceptofcomprehensive
schoolhealthpromotion. It is hopedthattheoutcomewill be areportaddressing‘ recommendationsmadefor contentandapproachesto healtheducationto be
disseminatedto thepolicy makers.The publicationSehatki batein(Urdu CtC activity
sheets)will be launchedanddistributedat theclosingceremony.

2.4.3 To sharelessonswith other systems

As hasbeenmentionedunderoutreachthis continuesto be oneof our major areasof
impactbothnationallyandregionally andwill be an areaof concentrationas we expand
in thecoming yearthroughselfidentified HAS and thematerialsdevelopmentprojects
aimedto supportthis expansion.The CtC resourcecentrealsoaimsto beacentreof
training to supportsharingof lessonsin orderto enhanceexpansion.

2.4.4 To introduce schoolhealth education into lED’s programmes

Oneimportantvehicleto sustainabilityis throughteachereducationinstitutionslike the
lED. The professionalprogrammesco-ordinatorhasinstructedALL professional
programmesat lED to haveat least2 daysof healtheducationaspartof the training
offered,andthis is now beingimplemented.In additionasix weekM Ed. Module
electivein HealthEducationin Action: healthpromotionthroughschoolsis being
proposedfor the first time at TED (Appendix 12 for Outline).The graduatesof this
modulewill add to improvingthehumanresourcecapacityavailablein theareaof school
healthpromotionbothat lED and in schoolsnationally andin the region.The aimof the
moduleis: To enableCPsto promotehealththrong/i schoolsasa vehicleto school
improvement.It is envisagedthatamoresymbioticrelationshipwill bebuilt betweenthe
HealthAction SchoolsandlED throughgraduateslearningfrom practisingin these
schoolsandcontinuingto strengthentheprogrammethroughthe researchtheymay
conduct,so that beyondthe pilot phasetheschool-universitypartnershipcontinues.

2.5 PROGRESSTOWARDSLEARNING OBJECTIVES

Themain areasthat SC(UK) hasgainedfrom lessonslearnedthroughHAS are:
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• UseandapplicationofChild-to-Childasachild centredparticipatoryapproach
SC,(UK) partnerNGOshavedirectly benefitedthroughCtCtraining’sthat the HAS team
hasconductedfor them aswell asfor theSC(UK) Afghanistanoffice.
• Advocacy
HAS’ experienceof usingactionresearchasastrategyfor advocacyhasbeenusedby SC
(UK) an examplein it’s recentlypublishedadvocacymanual.In addition the Education
Working Group(EWG) of SC (UK) may learnlessonsfrom thewayHAS hasworked
with Governmentthroughthesteeringcommitteeand their liaison with Government
schools.Thepolicy dialoguewill be an importantforum to sharelessonsoftrying to
influencepolicy from lessonsofapilot projectsuchasHAS.
• MaterialsDevelopment
Sharingof materialshasandwill continueto occurthroughpublicationssuchasSehatki
bateinwhich is to be sharedwith all SC (UK) partnersaswell asmaterialsto be
generatedto supportteachersand thoseplanningschoolhealthor CtC programmes.
• SharingInformation: TheChild-to-ChildResourceCentre(CtC RC)
The newly establishedCtC RC will enableSC (UK) partnersto obtainsupportwith CtC
training aswell as resources.Partnerswill gainfrom sharingof materialsandsupport
with theirCtC programmes.
• Areasof NewEmphasis
HAS hasgainedexperiencein areasnot initially envisagedaspart of it’s remit suchas
ECCD, Inclusiveeducation,HIV/AIDS andRefugeeeducation.Theseare all areasthat
SC(UK) EducationStrategyaimsto targetin theregionand lessonscanbe learnedfrom
HAS in this regard.The multisectoralnatureof mostof theseareasalsoteachesus
lessonsasto howto work in an interdisciplinaryarea.

2.6 ACTIVITIES/PROCESSES COMPLETED

As per theprojectproposalandLFA activitieshaveoccurredasplannedwith thepilot
schoolsimplementingtheprogrammesasper theirSchoolHealthAction Plans.Teachers

I
havereceivedtraining,schoolsupport,encouragement,monitoringandadviceand
childrenhavealsobeeninvolved in activitiesandin someeasesmanagingof the
programme.Materialsdevelopmentcontinueswith onebook alreadypublishedand work
hasbegunon expansionof theprogrammethroughoutreachactivitiesaswell asself-
expansionschoolscomingforward.Progressis monitoredthroughongoing lesson
observations,topic plansandschoolmeetingsall of which arewell documented,aswell
asperiodicallythroughtheSituationalAnalysis. Thesuggestionsmadein the mid term
reviewhavebeentakenon boardandareguiding the nextphaseof theproject.
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3.0 FORWARDPLANS

As per the proposal,LFA andextensionproposalthefollowing activitiesareplannedin
the nextquarterand beyondthepil6t phasein theextensionyear.Thetablebelow
addressesthese(3.1)aswell asmonitoringandevaluationplans(3.2).

Time Period

4.0 RESOURCES

Activity By Whom

INPUTSANDBUDGETNARRATIYE WILL BESUBMITTEDSEPARATELYBYIED
FINANCESECTION.

Next Quarter
Jan-March2001
Next reportingperiodtill
endof initial pilot phase

PolicyDialogueandreport
Schoolteachertraining
Developmentof SHAPs
Final SituationalAnalysis
On goingmonitoring
Infusing IEDs programmes
Materialsdevelopment
Settingup ofCtC RC
Confirmationofextensionmonies

HAS, HughHawes
HAS

SC(UK)

ExtensionYear
April 2001—March2002

MaterialsDevelopment
-Starterpack
-Teacherworkbooks
-Curriculum in waiting
-Video
DisseminationStrategy
Self-identifiedexpansionschools
Runningandmobility of CtC RC
ExternalEvaluation
Researchon consolidatingcase-
studiesfor apublication
InternationalSchoolHealthForum
M. Ed.Electiveon HAS
ConfirmationofEC funding

HAS

ExternalReviewer
TK andHAS

SC(UK)
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5.0 SUPPORT AND ADVICE RECEIVED

This yearno formalconsultancieshavebeensoughtfrom outside.HAS increasinglyfinds
itself perceivedas the‘expertise’ in theareaof schoolhealthpromotionandChild-to-
Child in Pakistanandasis documentedearlierin this reportmuchwork hasoccurredin
theareaof outreachandexpansionalready.However,theexternalmid termreview
(Gibbs1999)hashelpedHAS setdirections.In additiontheCtC Trust (UK) continuesto
be a mostsupportiveresourceto HAS with onelocal HAS teammemberhavingattended
oneof their coursesin this year.In particularwe shouldlike to thankChristine
Scotchmer,HughHawes,William Gibbs,PatPridmore,RachelCarnegie,andClare
Hanbury—all working with, or friendsof, theCtC Trust whohavetakenakeeninterestin
ourwork, offeredusadviceandalsodisseminatedourwork internationally.This has
occurredthoughpublications,visits,dialogueandan invitation to TK to speakata
seminarhostedby the CtC Trust (UK) at the Instituteof Education,London,in January
2000.

The HAS teamwould alsoto thankSC (UK) for beingamost supportiveand
understandingpartnerin theprocessparticularlyMr. JeewanDas,ProgrammeOfficer
Karachi. In additionwe shouldlike to thankthe TED managementwho havelent their
supportto HAS particularlyDr. GordonMacLeod,Acting Director,Dr. RobertBaker,
formerDirector,Dr. Pardhan,DirectorAdmin aswell asDr. MohammedMemon,
professionalprogrammesco-ordinatorandmemberofoursteeringcommittee. We are
grateful to all steeringcommitteemembersfor their participationandadvice.

6.0 ISSUESRAISED BY PARTNERS/BENEFICIARIES

No majorissueshavebeenraisedby partnersor beneficiaries.Themain issueof
sustainabilityis onetheteamandschoolsaregrapplingwith. It is hopedthat the
extensionyearwill enablesustainabilityto betacklednot only in avertical waybut also
horizontally,not throughreplicationof thepilot projectbut applicationof lessonslearned
for expandedactivities.

The following issuesneedaddressingwith SC (UK):
• Confirmationof amountof funding for extensionyear
• EC Fundingto 2004
• A long term partnershipbetweenTED andSC (UK) andthe DSS (Development

StudiesSchool).
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Karachi
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EducationalDevelopment,Karachi
1.8 Fundingsource(s):SavetheChildrenFund(UK) andTheAgaKhanUniversity,

Institute for EducationalDevelopment

1.9 Project/programme duration: 3 years

2.0 PROGRESSREPORT

This reportis thesecondannualreportoftheHealthAction Schools(HAS) Pilot
Research Projectandfollows theseventhquarterlyreportsubmittedto SCF(UK) in

December1999.

2.1 CHANGES IN PROJECT CONTEXT

No majorchangeshaveoccurredin theprojectcontext.Theinitial 5 pilot HAS from
differentsocialandeducationalcontextscontinueto implementtheprogrammeto
differing degreesashighlightedin the externalevaluationmid termreviewreport(Gibbs

• 1999).Staffchangeswerealsomentionedin thelast quarterlyreportandtheproject is on
thewhole following whatwasplanned(SeeProposalandLFA - March 1998).Below are
highlightedthekey changesorevents,which haveinfluencedprogressoftheproject in
this lastyear.



//

2.1.1 StaffTurnover

Sincethestartoftheprojecthumanresourceandstaffturnoverhasbeenaconstraintto
the progress.This hasbeenat boththeteacherslevel aswell ason theHAS teamitself
whereover thelastyeartherehavebeenchangesoffive memberson theteam. This
inevitably affectsprogressasnewmembersandteachersneedtraining andprofessional
development.However,Gibbsstatesin his mid termreviewreport(page7) Through
positiveleadershipaprofessionalandreflectiveteamhas beencreatedwith a clear
knowledgeofwhattheprogrammeis about. Eventhoughmembershipoftheteamhas
changedregularlya clearsenseofpurposeanddirectionhasbeenmaintained...The
sharinganddelegationofresponsibilitiesandregular weeklymeetingshascreateda
strong sense of team responsibility, furtherfostered by team retreats.

2.1.2 TeacherTraining and Follow up

As hasbeenhighlightedpreviouslythe HAS teamhaveexperiencedthat trainingalone
with monthlyvisits arenot enough,andthatteachersrequiremoresupportin schools.It
wasenvisagedthattraining’swould beheldinitially twiceayearandthenonly oncea
year.Dueto thelargenumbersofteacherstrained(dueto transfers,leavingand many
carriersubjects),andmoreindividual schoolbasedtraining’s,teachereducationhas
continuedto takeupmoreof theHAS timethanwasenvisaged.Eighty teachersfrom the
HAS pilot schoolshavereceivedtraining in 1999. Oftheseonly 58%hadbeentrained
andwerein theHAS programmein 1998,therest(42%)werenewto theprogrammein
1999.The HAS teamconducted14 workshopsin thelastyear,ofwhich only onewas
heldfor all schoolsatlED. All theothershavebeenschoolbasedthat catersto the
individualschool’sneeds.Whilst this hasprovedto bemoreeffectivein termsofreturns
seenin teachingandlearningin theclassroomaswell asin teachersattendance,this is
extremelyresourceintensive.Topicplanningsessionsandschoolhealthactionplanning
havealsobeenconductedin the individual schools.
In additionto themonthly schoolmeetings,morelessonobservationsareconducted.This
meansthat everyweektheteamvisits schoolswith eachschoolvisited at leastoncea
weekduringhealtheducationterms.This is taxing on thelED teambut avery necessary
partofthe actionresearch.

2.1.3 Materials Development

Oneof theobjectivesoftheprojectwasto identify anddeveloprelevanthealtheducation
materials.TheChild-to-Childmaterialshavebeentriedandtestedout in theschoolsand
aproposalsubmittedto SCFfor professionaltranslationandadaptationofthesematerials
into Urdu wasfundedin July 1999 throughagrantof500,000rupees.Thefirst book is
dueto bepublishedin thenextmonthandshouldbeofbenefitnot only to thepilot HAS
schoolsbut to all schoolswishingto becomehealthpromoting,enhancingthe
sustainabilityoncetheprojectcomesto anendin its presentform. However,dueto one
ofthe booksbeingrevisedby UNICEF andChild-to-Child,SCF(UK) is beingrequested
to allow delayin publicationofthis bookbasedon thenewversionofFactsfor Life and
Childrenfor Healthratherthanpublishinganoutof dateversion.

2



2.1.4 Mid Term Review

William Gibbsfrom theChild-to-ChildTrust (UK) carriedout anexternalmid term
reviewfrom

1g to 10th ofDecember1999(SeeReport).Whilst overall he is most
complimentaryin his reviewof HAS’ successandachievements,hehighlights theneed
to reconsiderthecomprehensiveschoolhealthpromotionmodelasoutlinedin the
proposal.Hesuggestschangingthefocusof attentionofthe lesssuccessfulareasof
healthenvironmentandhealthservicesandlinking theseto the moresuccessfulhealth
educationcurriculum.Thereviewalsorecommendsareasthat needfurtherdevelopment
in this nextphaseofHAS in orderto helpotherschoolsandteachersdevelophealth
promotingschoolsthroughthedevelopmentofcurriculum,starterpacksandworkbooks
for teachers.In addition,thereviewermakesrecommendationson focusingand
consolidatingresearchnot throughabeforean&aftercomparisonwith baselinestudyas

S wasinitially envisagedbut throughwriting upqualitativecasestudiesfrom the rich
documentationHAS hascollected.Theteamhasconsideredthesesuggestionsin ateam
retreatin March2000andthiswill meanre-lookingat theoriginalwork plansandLFA
andmodifying themaccordingly.

2.2 BENEFITS ACHIEVED AND OTHER OUTCOMES

2.2.1 Government Schools

Currentlythethird situationalanalysisis underwayto assessprogresssincebaselinein
the areasofhealtheducation,environment,healthservicesandcommunitylinks. The
differing contextofeachschoolhasmeantthatthemodelhasevolveddifferently in each
setting.However,this yearHAS hasmadestridesin theGovernmentschoolswhichare
moreresponsivethanin thefirst year.Thereasonsfor this appearto bedueto:

~ A moreindividually tailoredprogrammeandparticularlytraining.
> More follow up andlessonobservationsin schoolsdirectly linked to thetraining.
~ Greaterrapportwith theDirectorateof PrimaryEducationprovincially leadingto

less frequentteacherandheadtransfers.
~ Greaterinvolvementand hencesupportoftheHeadin theplanningofthe

programme.
~ Teachersperceivingimportancebeinggivento themby externalvisitors comingto

look at a HAS schoolin action.
> Commitmentandindividualpersonalitiesof HAS teammembersthathavebuilt

rapportwith theteachers.

2.2.2 School Improvement and ProfessionalDevelopmentof Teachers

At theoutsetthis actionresearchprojectaimedat school improvementwith healthaction
asa vehicle.The actionresearchmodel hasallowedtheteamto continuouslymonitor,
reflectandmodify theinterventionaccordingto theneedsofthe programme.This has
resultedin progressin theuptakeofnewteachingmethodsto teachhealtheducationin
thesecondyear. In the lower incomeschoolsmorechild centredactivemethodshave
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beenusedfor the first time in theclassroom.Teachersreportalsousingthesemethodsin
other subjects.To supplementlonger trainingprogrammes(1-3days)throughrequestsby
teachersaswell asobservationsby teammembersandasa follow up to the last large
training in February1999on activemethods,FAME (FunActive MethodsEnhancement)
sessionswereintroduced.Theseare 1 hoursessionsheldin schoolsattheir requestwhere
any teacher(HAS orNon-HAS)mayparticipate.Schoolsdecidewhich activemethods
they would like training on. Theseincludepuppets,dramalrole-play,surveys,stories,
picturesandlife skills. Thereis evidencethat following FAME sessionsteachersmodify
their lessonplansandHeadshavereportedthatteachersusethesemethodsin subject
teaching.Openingupofthesesessionsto non-HASteachersseesatransferof ideas
within schoolsbutalsobetweenschoolse.g. in doubleshift schoolslike SMS. Themid
termreviewerstates(page5)Some teachers involved in HASalso reportedusingFAME
new methods in other subjects in the curriculum. This is of enormous sign~Icanceand

• indicates thatfor some teachers the HASprogramme i~providing an effective school. basedform of “Teacher Training “.

Planningskills amongstteachershasalsoimprovedasteachersnowplantopicsaswell as
theirschoolhealthactionplans(SHAP)with thesupportofotherteachersandtheHAS
team.TheChild-to-ChildSix StepApproachenablesteachersto createa sequenceof
learningactivitiesandteachersnow donot try to teachahealthtopic in onelessonbut
promoteunderstandingthrougha seriesoflessonsthat makehealtheducationpersonal
andcontextual.(SeeAppendix1 for examplesofHealthTopicPlansandAppendix2 for
SHAPsfor 2000).

2.2.3 Improvingchildren’sknowledge,skills andbehaviour

Evidencefrom ourownprojectdocumentationaswell asfrom themid termreviewreport
reveal that children had gained and used a variety ofhealth knowledge at a variety of
levels.(Gibbs,1999,page2). Teachersalsoreportimprovedhealthbehaviouramongst
pupilsparticularlyin theareasofpersonalhygieneandenvironmentalhygieneincluding
greateruseofboiled waterat schoolandhealthylunchboxes.Childrenaresaidto enjoy
thehealthlessonsandat onegovernmentschoolteachersstatean increasedattendance
on Friday, the dayon which health lessons are taught (Gibbs,1999, page4).

Dueto oneteammember(FarahShivji) havingabackgroundin specialneeds,theareaof
inclusiveeducationandawarenessraisingon childrenwith disabilitieswasintegrated
with HAS usingtheChild-to-Childapproach.A studyon teachersattitudestowards
inclusionwasalsocarriedout amongstourHAS teachers(See

7th QuarterlyReport).

2.2.4 Outreach

A nationalpresencehasbeenestablishedin this secondyearofthepilot project.HAS’
hassupportedthespreadofhealthactionat theschoollevel throughtraining,curriculum
development,sharingofmaterialsandconsultancyin the following areas:
> In NWFPthroughthe PEP-ILE(PrimaryEducationProgramme,Improvingthe

LearningEnvironment)programmeworking throughGTZ with theNWFP Primary
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Education Government Department. Some20,000teachershave beentrained on First
Aid throughPTR(parent-teacherrelations)unitsdevelopedin collaborationwith
HAS thatenableteachersto link with parentsregardingthe healthof their children.

> In the Northern AreasandChitralover40 primaryschoolsfrom Government,
Private,CommunityBasedand AKES sectorsnow receivehealthand hygiene
educationthroughWASEP’s(theWaterandSanitationExtensionProgramme)SHIP
(schoolhealthinterventionprogramme).HAS helpeddeveloptheircurriculumand
trained30 healthandhygienepromoterson theChild-to-Child approach.

> In rural SindHAS is supportingtheexpansionandmodificationofthe model to 10
communitybasedfellowshipschoolsthroughthelargeandestablishedNGO,
HANDS (healthandnutritiondevelopmentsociety).

> In Peshawar,Quetta,IslamabadandAfghanistanthroughtrainingofSCF(UK)
partnerNGOsworkingwith Afghanchildrenin campsin Pakistanor in Afghanistan

• onchild focused:healtheducationactivities(SeeAppendix3).
> In addition,HAS is nowbecominga resourcebasefor otherswho aredeveloping

healtheducationprogrammesin Pakistanor in theregion.Referralsto HAS come
from TRC, theAKDN aswell asSCFAlliance.Recentvisitors to HAS have
includedschoolsandNGOsfrom Karachi,lED evaluatorsfrom theEuropean
Commission,SCF(US) in QuettaandAKF workingonhealtheducationGovernment
schoolsin Tajikistan(SeeAppendix4).

2.2.4.1PublicationsandPresentations

Publicationshavealsohelpedto spreadandshareideasonhealththroughschools
throughnewspapers,newslettersandinternationallye.g.throughtheChild-to-Child
newsletter(SeepastquarterlyreportsandAppendix5). In additionpresentationshave
beenmadeon HAS bothnationally (atlED, AKU andto theEducationWorking Group)
andinternationallyin Brazil at an SCFAlliance meetingaswell asin Londonat the
InstituteofEducation,LondonUniversity. In May 2000apresentationon HAS will be
heldat a conferenceon teacherEducationat theUniversityofBritish Columbia,Canada
(SeepastquarterlyreportsandAppendix 6).

2.3 CONSTRAINTS

Someof theconstraintshavealreadybeenalludedto previouslyin this documentand
previousquarterlyreports.Below arediscussedsomeofthemajorchallengestheproject
hasfacedthis lastyear.

2.3.1 Focusof Attention

Lackofhumanresource,differing needsof individual schools,highteacherturnoverand
limited teaching/learningdaysparticularly in Governmentschools(approx. 100 daysin a
year)hasmeantthat theprogrammehasfocusedon healtheducationandteacher
development.As Gibbs(1999,page8) statesThe programmesofar hasfocused
essentially, and in my opinion quite rightly and realistically, on thefirst ofthe three
areas ofaction, the health curriculum. The benefits of this have alreadybeen
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highlighted in section2.2.However,there is therefore lessevidenceofHAS’ successin
the other two areasof themodel namelyhealth environment andhealthservices.Whilst
the triangular modelassumesequal importance andinfluence ofthe three areas
experiencesuggestsotherwiseandthatperhapsthecurriculumneedsto be thecarrierto
enhancetheothertwo areas.In this final yearofthe pilot an attemptis beingmadeto
definehealthservicesandenvironmentin abroaderwayandlook for avenuesto link
thesewith healtheducation.

2.3.2 DevelopingCommunityLinks

HAS definedcommunityin suchan urbansettingasthefamiliesofchildrenattendingthe
HAS schools.Whilst thereis evidenceofchildrenrelatinghealthknowledgeto their
homesandtakingmessagesandactionhomethroughthesix stepapproach,thereis little- - • evidenceofactuallydeveloping community to schoollinks which develop?iealth (Project
Proposal,HawesandKhamis,December 1997). It wasenvisagedthatschoolhealth
committeesmaybeestablishedbuteventhecommunityschoolhasbeenreluctantto do
so. Reasonsascertainedarelack of policy onparentalinvolvementandparentalpressure
andjudgementofteachers.Capacityhasnotexistedamongstteammembersto mobilise
communitiesandwhilst ownershipoftheprogrammedoeslie with theschoollackof
moredirect communityinvolvementjeopardisessustainabilityoftheprogrammebeyond
thelife ofthepilot.

2.3.3 Sustainability

Thepilot hasbeenhumanresourceintensivedueto thedifferencein evolutionofthe
modelaccordingto thedifferentcontexts.In addition, finding theskilled localmanpower
to runtheprogrammehasbeenachallenge.However,themajority ofteammembersare
now localwith oneM Ed. Graduate(ProfessionalDevelopmentTeacher—PDT) having
joined theprojectteamfrom theGovernmentsector.Capacitydevelopmentoftheseteam
membershasbeenanintegralpartoftheprocessandtrainingofHAS teachersaswell as
othersmeansthatacritical massofChild-to-Childpractitionersarenow availablein the. country.A proposalhasbeensentto SCFfor the fundingofa Child-to-Childresource
centreat lED in orderto supportteachers,developmaterialsandprovidetrainingbeyond
thepilot.
AKU-IED hasalsobeensupportiveseeingHAS asan integralpartof it’s upcoming
programmesandPhaseII proposal.It hasbeensuggestedthatanelectivemoduleon
HealthAction aswell ashealtheducationunits in theprimarymoduleofthenewM Ed.
programmebeestablishedin the upcomingyear.Otherareasof considerationof
sustainabilityat lED andAKU includethroughtheVisiting Teacherprogrammesand the
work of theProfessionalDevelopmentCentresaswell astheproposedInstituteof
HumanDevelopmentofAKU (Gibbs,1999).ThePrincipal Investigator(TK) also
teachesunitson schoolhealthto nursesat AKUSON.

In orderto addresstheissueof sustainabilitybeyondthepilot SCF(UK) andtheHAS
teamneedto developadisseminationandexpansionstrategy.
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2.4 PROGRESSTOWARDS OBJECTIVES

2.4.1 Obj 1: To developprototypes of health promoting schools

2.4.1.1- Basedon the comprehensiveschoolhealth promotion model

Eachschoolhasnowdevelopedtheir third SchoolHealthActionPlan(SHAP)(App. 2)
that prioritiseswhathealththemesperterm,healthtopicseachtargetclasswill work on
usingthe6 stepapproach,numberof lessonsfor health(n=20to 30 peryear),carrier
subjects,co-curricularactivitiesrelatingto theenvironmentandlinking thehomewith
theschool. Eachschoolhasalsoappointedahealthco-ordinatorto managethe projectin
theschool.
As previouslymentioned,thecomprehensiveschoolhealthactionis beingreconsidered
with thecurriculumasthefulcrum.Work-is currentlyunderwayto link theotherareasof
themodel to healtheducation.

2.4.1.2 - To monitor the progressto test the hypothesisthat there will be an increase
in health knowledgeand health behaviour; improvement in children’s life skills, self
esteemand participation in learning; improvement in teachingmethodology;
evidenceof positive educationalresults

Evidencefrom researchdocumentationandthe mid termreviewsuggestthat to differing
extentsin eachschooltherehasbeenan increasein healthknowledgeandbehaviouras
well asimprovementin teachingmethodologythroughtheschoolbasedtraining’s,
FAME sessions,regularschool follow up, topicplanninganduseof Child-to-Child.The
teachinglearninganduseof Child-to-Childmethodologyis beingmonitoredthroughthe
actionresearchby wayoflessonobservationsandtopic plans.

Thethird situationalanalysiswill providefurtherevidenceofprogresswith the final
evaluationandcasestudyresearchsupplementingthis.

. 2.4.1.3- Inservicetraining for project organisers,headsand teachers

The regularweeklyteammeetingsand teamretreats(May 1999,March2000)allowfor
theongoingdevelopmentof HAS staff. In additionorganisingworkshops,presentingat
conferences,researchstudiesandwriting theseup aswell asworking with consultants
suchasHughHaweshasbeenapartofthe professionaldevelopmentprocess.Two
previousteammembersarenowpursingMastersstudiesin this areaandtwo otherteam
membersarenow co-ordinatingprogrammesin thehealthpromotion field in other
countriesin development.It is hopedtheEducationCo-ordinatormayalsoattenda
courseon Child-to-Childin the UK this year.

As hasalreadybeenmentionedin this lastyear 14 workshops,mostlyschoolbased,have
beenheld at whichover 80 teachershaveobtainedtraining on Child-to-Childandactive
methods. In addition in the last yearsome75 otherparticipants(SCFpartnerNGOs
(n~=40),WASEP(n=32),PEP-ILE(n=3))werealsotrainedonChild-to-Child.
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2.4.1.4- Internal monitoring mechanisms

It wasproposed that simpleandeffective internal mechanismsof monitoring would be
developedwith theschools.Initial attemptsthroughthe EnvironmentalChecklistsfailed.
In additionin thesix stepapproachteachersand studentsappearto get to stepfor of
Action but notbeyondto steps5 and6 onEvaluation.

The mid-termreviewerhassuggestedthat schoolsperhapsassesshealtheducationaspart
of theircurriculumgiving thesubjectaseriousnesson thetimetable.In oneschool (SMS)
this is alreadyoccurring.Thechallengeis to ensurethattheappealofhealtheducation,
currentlybeingtaughtin a moreinteractivewaywithoutatextbookorsetsyllabusunlike
othersubjects,is not lost if it is assessed.

2.4.1.5- Developandidentify teachingmaterials

Muchprogresshasbeenmadein thisareawith the first professionallytranslatedChild-
to-Child Urdu activity sheetscurrentlybeingprintedanddue out in April 2000.A second
CtC resourcebookbasedon Childrenfor Health andSmall is Healthypart I, takenfrom
HealthPromotion in our Schools (Hawes,1997)is delayed(Seesection2.1.4)until the
revisededitionis published.

2.4.1.6- Managementstructures

Someprogresshasbeenmadein thewaythe schoolmanagestheprojectthrough
committedhealthlessons,enhancedandreinforcedthroughcarriersubjects.Eachschool
hasanappointedhealthco-ordinatorthat managesthehealthprogrammein theschool.
Challengeshaveoccurredin trying to involve parentsandchildrenin themanagementof
theproject.

2.4.2 Obj 2: To encouragepolicy makersto supporttheproject

On
anongoingbasissteeringcommitteemembershavemetregularly,oncein two

months,andlent theirsupportfrom thedifferentGovernmentandINGO sectors
(Appendix7 for TOR). It is plannedthat with thefacilitationof HughHawesin
November2000anotherpolicy seminarbeheldto disseminateHAS’ suggestionsand
experienceon developmentofaschoolhealthcurriculum.

In additionwith HAS andlED representedon theEducationWorkingGroup thoughDr.
Khamis,aswell as involvementwith SCF’sRegionalStrategyon Educationthroughthe
OSCARoffice, disseminationof HAS’ experienceto policy makersis occurring.

2.4.3 Obj 3: To sharelessonswith othersystems
This hasbeenamajor activity in thesecondyear.
(See2.2.4Outreach)

a
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• 2.4.4 Obj 4: To introduce schoolhealth education into lED’s programmes

Oneimportant way to ensuresustainabilityof health education in schoolsis through
teachereducationinstitutionse.g. lED. ThelED Directorandmanagementhave
continuedto lendsupportto theproject,the Directorhimselfandothervisitorsto lED
havingvisitedHAS schools. RecommendationshavebeenmadethateachVTP cover
two daysminimumof healtheducation(SeeAppendix 8). Plansareunderwayto develop
a HealthEducationin Action ElectivefortheupcomingM ED. programme.

2.5 PROGRESSTOWARDSLEARNING OBJECTIVES

2.5.1 Child CentredParticipatoryApproaches; Sharing Information

Beforethe initiation ofthispilot very little work existedin Pakistanon theuseofChild-
to-Child approachesparticularlyin schools.Thelargenumberofrequestsfor helpand

~ trainingaspartofHAS’ outreachactivitiesshowthat thereis aneedand scopefor such
approachesin the countryandindeedtheregion.Lessonshavebeenlearnedonhow to
relatetheactivitiesto children’srightsprogrammesandSCFpartnerNGOshavegained
from HAS’ experienceofmonitoringChild-to-Child. In additionsharingofrelevant
materialshasoccurred.

2.5.2 Multi-sectoral work

We believethat healthandeducationareinseparable.In thissecondyearthelessonshave
beenadaptedandgoneto scalethroughboththehealthandeducationsectorsin the
NorthernAreas(WASEP)andNWFP(PEP-ILE). In additionthesteeringcommittee
providesaforum at whichhealthandeducationsectorscometogetherfor thefirst time
with thoseadvocatingchildren’srights.Learninghasalsooccurredon theintegrationof
Child-to-Childandinclusiveeducation.Currentlywork is beingdoneto assessthe
usefulnessoftheChild-to-Childapproachonpre-schoolagechildrenforwhom materials
ortheapproachwerenot designed.

2.5.2 SharingInformation

Sharingof informationhasoccurredin variouswaysasoutlinedabove - through
workshopsto SCFpartnerNGOsincluding the Aids AwarenessProgramme(AAP),
materials,sharingmeetingsandpublications.TheUrdu publicationwill enablefurther
sharingamongstGovernmentandlower SESschools.Thispublicationis thefirst major
publicationof lED andlED hasthuslearnedlessonson publicationdevelopmentthrough
this process.
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2.6 ACTIVITIES!PROCESSESCOMPLETED

As per theprojectproposalandLFA the following activities have occurred asplanned:

• Schoolshavemadetheirthird schoolhealthactionplansbasedon schoolhealth
themesand30 lessonsperyear.
• On thejob monitoring,adviceandencouragementofteachersby theteammembers
throughmonthly meetings,topic planningdaysand lessonobservations.Monitoring
throughthesituationalanalysisandregulardocumentationis ongoing.
• Developmentandsharingofmaterialsthroughthe Urdupublications,testingout
existingChild-to-Childmaterialsin theclassroomandteachersupportthroughFAME
sessions.
• Teachertrainingeithergroupingschoolstogetheror individually school-based
trainingshaveoccurredonaregularandneedsbasisasandwhentheschoolcanmange

‘Disseminationdayshaveoccurredduringthemid termreviewandthenbetweena

coupleof schoolson theSHAPplanningday.
• A mid termreviewwasexternallycarriedout in December1999.(Seereport
attached).

3.0 FORWARD PLANS

As pertheproposalandLFA thefollowing activitiesareplannedin thecomingyearas
partofthe final phase(III) of thepilot project:
• Ongoing interventionin thefinal yearofthepilot.
• A policy seminaron thedisseminationofa HealthAction SchoolProgrammeis

plannedfor laterthis yearwith workonacurriculumstatementfor healtheducation.
• Consolidationofmaterials(starterpack;teachersworkbook)andcurriculumasper

the suggestionsoftheMid TermReview.
• Encouragingself identifiedexpansionschoolsto comeforwardbasedon a

disseminationstrategythatwill bedrawnup with thehelp ofSCF(UK) andthe
ResearchSupportUnitof lED.

• Beginwork onthewriting up andpublicationofcasestudiesfrom theresearchwith
helpfrom experiencedresearchersat lED (Dr. Iffat Farah).

• BeginDevelopmentofanM Ed electivemoduleonHealthEducationin Action.
• Final Reportreviewingtheprojectandmakingrecommendationsto be compiled.
• Visit ofanExternalReviewteamto evaluatetheprojectat completionofthepilot.
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3.1 ACT!VITIESIPROCESS PLANNED

Quarter Activities By Whom
April, May,June2000 RetreatReport

FinaliseSituationalAnalysis 3
MaterialsDevelopmentand
dialogueon

2nd publication
DisseminationStrategy

HAS team
HAS team
SCFandHAS team

HAS team,RSU,SCF
July, August,September
2000

Training/ Sharingexperiences
CurriculumDevelopment
ResourceCentreDialogue
Researchcasestudies

HAS team
HAS team
SCF andlED
TKIIF

Oct.,Nov., December2000 Policy Seminar
CurriculumDevelopment
Expansionschoolcriteria
DevelopmentofM Ed.elective

HAS team,SCF,HH
HAS team---
HAS team
TK andHH

Jan.,Feb.,March 2001 Externalreview
CompleteMaterialsDevelopment
Final SituationalAnalysis
Final Report
A wayforward

External,SCF,CtC
HAS team
HAS team
HAS team
SCF,IED,HASteam

3.2 MONITORING AND EVALUATION

MonitoringandEvaluationwill occurasplanned(SeeLFA, proposaland 1st Annual
Report).However,it is proposedasperthe suggestionsof themid termreview(j~.lS,16,
21)that a morequalitativeevaluationthroughcasestudiesof processesinvolved in
developingHAS beconductedratherthana replicationofthebaseline studyin abefore
andafterstudy.

4.0 RESOURCES

INPUTS AND BUDGETNARRATIVE WILL BE SUBMITTED SEPARATELY BY
lED FINANCE SECTION.

5.0 SUPPORTAND ADVICE RECEIVED

5.1 Savethe Children (UK)

The HAS teamwould like to acknowledgethesupportgivenby SCF, particularlySadia
AhmedandJeewanDas.They haveprovedto be real partnersin theprocess.In addition
SCFhavehelpedwith disseminationoftheprojectthroughinvolvementofthePrincipal
Investigatorat SCFcountryandregionalmeetings,theEducationWorking Groupand
workshopswith partnerNGOs.
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5.2 Child-to-Child

Although in thissecondyearthe only formal consultant to the project hasbeenthemid
termreviewer,William Gibbs,whoworkedin a mostparticipatorymannerwith theteam
professionallydevelopingaspartof theprocess,weshouldlike to acknowledgethe
supportgivento usby theChild-to-ChildTrust,especiallyHughHawes,who wehave
theprivilegeofhavingasa ‘Mentor’, andChristineScotchmer,ExecutiveSecretary,who
hasdisseminatedourworkwidely andsupporteduswith materials,reportsand
continuousadvice.

5.3 MaterialsDevelopment

The Child-to-Childmaterialsdevelopmentprojectwasco-ordinatedby Mr. Yassir
Hussain,headingthepublication’sdepartmentin collaborationwith HAS. We are
gratefulto himandthosewhoworkedon theprojectparticularlyMs. FatimaImamthe
reviewerandSpiralCommunication’swho areprinting thebook.

5.4 lED

I shouldlike to acknowledgethe supportlent to theHAS projectby thelED andin
particulartheDirectors,Drs. RobertBaker,SadruddinPardhanandAlan Wheeler.The
supportandinterestin theprojecthaveensuredthatlessonslearntfrom theprojectinform
lED programmes,which in turnsupportsustainabilityofhealthpromotionin ourschools.
In addition the commitment to professionally developteammemberswill ensurethat an
expertisein this areabebuilt at the lED to carryonworkonhealthpromotingschoolsin
Pakistan.

6.0 ISSUESRAISED BY PARTNERSIBENEFICIARIES

Whilst no majorissues(otherthanwhathasalreadybeenmentionedin theprogress
reports)havebeenraisedin thelastyearby partnersorbeneficiariesthefollowing issues
needaddressingwith SCF (UK):
• Follow up on suggestionsmadein the Mid TermReviewReport(herewithattached)
• Dialogueon theSecondUrduCtC Publication
• Fundingof theCtC ResourceCentre
• A way forwardbeyondthepilot phase
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1.0 IDENTIFICATION

1.1 Projectiprogrammename:HealthAction SchoolsPilot ResearchProject

1.2 Project/programme code:

1.3 Location: The AgaKhanUniversityInstitutefor EducationalDevelopment,Karachi

1.4 Reporting period: From April 1998 to March 1999

1.5 Author ofreport: Dr. Tashmin Khamis

1.6 Dateofreport: April 1999

1.7 Nameof partner implementing agency:The Aga Khan University Institute for

EducationalDevelopment,Karachi
1.8 Funding source(s):Savethe Children Fund (UK) and The Aga Khan University, Institute

for EducationalDevelopment -

1.9 Project/programme duration: 3 years

2.0 PROGRESSREPORT

This reportis the first annualreportof theHealthAction Schools(HAS) projectand follows thesix
monthlyand third quarterlyreportsubmittedto SCF.

2.1 CHANGESIN PROJECT CONTEXT

No majorchangeshaveoccurredin theprojectcontext.The initial 5 pilot HAS from differentsocial
andeducationalcontextscontinueto implementtheprogrammeto differingdegreesashighlighted
later in this report.Staffchangeswerealsomentionedin the third quarterlyreportand theproject is
on thewholefollowing what wasplanned(SeeProposalandLFA - March 1998).Beloware
highlightedthekey changesfrom theLFAfProposal.

2.1.1 Situational Analysis

Althoughtheprojecthascometo theendof it’s first yearofimplementationin mostschoolsa full
yearof implementationhasnot occurred.Whentakinginto accountholidays,examinationand
registrationtimeandstrike daysmostschoolshavehadonly halfthat time (6-8 months)actually
engagedin teaching-learning.Originally it wasproposedthat thesituationalanalysistool be
administeredon a six monthly basisin eachschool,in orderto monitorchangein a moreformalway
on thevariouscomponentsof thecomprehensiveschoolhealth promotionmodel.Thetool is largely
aqualitativeonethat takestime to administer,relyingon observationand interviewswith theHead,
teachers,pupilsand theirparents. It hasthereforebeendecidedthat this tool nowbe administeredon
ayearlybasis- thenext oneplannedfor October1999. Howeverothermechanismsfor ongoingand
internal monitoringwill occuron acontinuousbasis.
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2.1.2 SteeringCommittee

Pre-intervention,thesteeringcommittee,madeup of healthandeducation representativesfrom both
theGovernmentandAKDN sectorsmeton afortnightly basis.In this firstyearwehave held
monthly meetings.However, turn outhasbeenpoorrecentlyand it is felt that the momentumofthe
project is nowsufficiently underwayto merit lessfrequentmeetings.It is proposedthat meetingsbe
heldevery2 months,unlessanurgentneedarisesin between.

2.13 TeacherTrainingandFollow up

As hasbeenhighlightedpreviously(Six monthly report)theHAS teamfelt that trainingalonewith
monthly visitsarenotenough,and that teachersrequiremoresupportin schools.It wasenvisaged
that training’swould be held initially twiceayearandthenonlyonceayear.Dueto thelarge
numbersof teacherstrained(dueto transfers,leavingandmanycarriersubjects),and more
individual schoolbasedtraining’s,teachereducationhastakenup moreoftheHAS time thanwas
envisaged.Some85 teachersfrom theHAS pilot schoolshavereceivedsometraining butofthese

just underhalf (n40)havingonly attendedonetraining. Some45 HAS teachershaveattendedmore
thanonetrainingofthepossible4 conductedsofar (January1998- Introduction,March 1998-Pre-
launch,July 1998Refresher,February1999-ActiveMethods).Topicplanningsessionshavealso
beenconductedin the individual schools.
In addition to themonthlyschoolmeetings,morelessonobservationsareconducted.Thismeansthat
everyweektheteam visits schoolswith eachschoolvisitedatleasttwice amonthduringhealth
educationterms.This is taxingon thelED teambutavery necessarypartoftheactionresearch.

2.1.4 Materials Development

Oneoftheobjectivesoftheprojectwasto identifyanddeveloprelevanthealtheducationmaterials.
The Child-to-Childmaterialshavebeentried andtestedout in theschoolsandaproposalsubmitted
to SCFfor professionaltranslationandadaptationofthesematerials into Urdu (SeeMaterials
DevelopmentProposal).This would beofbenefitnot onlyto thepilot HAS schoolsbut to all schools
wishingto becomehealthpromoting,enhancingthesustainabilityoncetheprojectcomesto an end in
its presentform.

2.1.5 Schools

Two oftheschools(Fir MehfoozGovernmentschoolandMetroville CommunityBasedschool)have
changedlocationto a newsite,butwithin theoriginal locality. Baselinesituationalanalysiswas
conductedin the original sitewith thesecondsituationalanalysisin thenewlocation.

In addition it appearsthatalthoughwe have5 pilot researchschoolsa sixth HAS schoolhasbegun.
Duetojoint planningsessionsbetweentheSMS boysschoolwith thegirls school,teachershave
attendedtrainingandareteachinghealthlessons.We hopein thecomingmonthsto do a casestudy
on this first expansionschool,despiteit not beingoneofour researchschools.

Whilst the researchaimedto focuson primaryclasses,flexibility wasgiven to theschool asto which
classesshouldbe involved. Someschoolschoseto involve thewhole primarysection(Metroville, Pir
Mehfooz)whilst othersdecidedto startwith certainsections(Generation’s,Atiya Bai,SMS).
However,two oftheschoolshavealsoinvolved theirpre-primarysections(Generation’sand
Metroville).Theseappearto bepioneersofhealthpromotingpreschoolsperhapsglobally,andwhilst
theChild-to-Childapproachhasnotbeengearedfor theseveryyoungagegroups,theexperimentis
beingwatchedanddocumentedclosely.
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2.1.6 Mid TermReview

The proposal statesthat SCFwill conduct an external mid term review in April 1999.As far asI am
awareateamhasnot been identifiedby SCFto conductedthis yet.As statedpreviouslythe
interventionhasonly occurredfor 6-8 monthsin mostschools.It is thereforeproposedthat if amid
termreviewexerciseisconductedthisshouldoccur‘mid term’betweenDecember1999andMarch
2000.

2.2 BENEFITSACHIEVED AND OTHEROUTCOMES

2.2.1 Five Pilot Schools

Appendix 1 givesa thoroughstatusofeachofthefive pilot HAS (compliedby teammembers,Dr.
OmerandMs. Shivji).Below is a summaryof benefitsachievedasshownfrom a comparisonofthe
situationalanalysisII with that conductedatbaseline.

2.2.1.1 Atiya Bai Girls Government School

Somechangeswereseenin theenvironmentoftheschool. Therewasvisibly lesslitter with dustbins
filled in theclassrooms.In termsofsafetyandthesurroundingtherewaslessofa visibledifference.
However,whilst the latrineswerestill in anundesirablestate,soapfor washinghandswasnow being
broughtin by childrenthemselvesandmorechildrenwerebringingcleanwaterfrom hometo drink.
Teachersalsonotedthebetterappearanceof childrenandtheirwillingnessto takecareofandclean
theirschoolandgreaterawarenessabouthealthyhabitssuchaswashin&handsTh~is~sehooLhacLa
poorstartwith only onehealthteacherand thehealth co-ordinator(now ‘promoted’ to a secondary
school)interestedandattendingtraining.However,at leastin healthlessonstheparticipating
teachersshowsomechangefrom theusualrotelearningto morediscussionandquestion/answers
from thestudents.Thegeneralimpressionis that studentsappearedto bemoreconfidentwhen
interactingwith theteamandappearedlessfrightenedduring interviews- thoughthis could be due to
beingmorefamiliar andcomfortablewith theteammembers.Sowhilst someheadwayhasbeen
madewith theenvironmentandhealthlessons,therehasbeennoneor little impacton involving
parents,in theareaofhealthservicesor co-curricularactivities,thoughthe toy makingworkshop
usingjunk materialwentdownwell (App. 2).

2.2.1.2 Generation’sPrivate School

Thisschool,despiteit’s privilegedenvironmenthasalsonotedchangesincetheproject intervention.
Forthe first time in eightyearsit boastsit is ‘Lice Free’with teachersconvincedthis is due to the
Child-to-Childsix stepapproachusedon the topicof Lice. The assemblyspotsanddisplaysaround
the schoolshowit is clearly a healthpromotingschool.Teachers,althoughburdenedwith arigid
curriculumandmanyotherschool interventions,reporttheirenjoymentwith theprojectanda real
focuson healthin ‘an organisedmanner’.Their enthusiasmatourmonthly meetingsis evidentfrom
their eagerstoriesofwhat happenedin their classes.Although activemethodswerepreviouslyused
in theschoolthosewho at leastattendedpartoftheFebruaryactivemethodsworkshoparetrying out
newmethodsin theirclassroomssuchas surveysandpuppets. It is hopedin thenextphasemore
involvementofhealthservicesand theparentswould occur.
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2.2.13 Metroville CommunityBasedSchool

The schoolsitehaschangedsincethe baselinesurvey.Whilst no major changeshave beennoticed in
theenvironment,children appearto takemore responsibilityof health issuese.g.Displaying health
signsaroundtheschoolandbringing cleandrinking water from home. Work howeverstill needsto
occuron useofactivemethodswith ‘activity’ and ‘practicals’ seenasactivelearning.The schoolhas
hadtwo healthco-ordinatorsandalthoughtheheadis very supportiveoftheprogramme,more
ownershipneedsto be takenby theteachers.Thereis muchscopefor morecommunityinvolvement
in this schoolaswell asco-curricularactivities.
Anotherbenefitthroughthis schoolbeingaHAS is the link thisschoolhasnow madeas aco-
operatingschoolwith lED. Thishasenabledtheheadandteachersto attendVisiting Teachers(VTP)
coursesandADISM (advanceddiplomain schoolmanagement).
Thelower secondaryclasses(6 and7)arealsobeinginvolved in theproject.

2.2.1.4 Pir MehfoozGovernmentSchool

This schooltoohaschangedlocation.Comparedto baselinedustbinsarenow presentin classrooms
and althoughthegeneralwaterandsanitationsituationhasnot improved,morechildrenarebring
cleandrinkingwaterfrom home. Theschoolinitially wasamulti gradeschooldueto lackof
teachers(only2 in theschool).Howeverdueto HAS links with theGovernmenthierarchythereare
now 5 teachersin theschool.In healthclasseswhereteachershavehadtraining, thereis a small
moveawayfrom purerote learningwith morediscussionandquestionandanswersbeingused,with
thehealthco-ordinatorusingactivemethodssuchas~suiey-s~an4.stories.In generalit wasfelt that at
leastsomechildrenappearedmore confidentthancomparedto our initial interactionswith them.
Therewasalot ofresistanceto traininginitially by teachersfrom thisschool.Howeverwith the
supportoftheDirectorateofEducationandtheDEO’s office,teachershavingbeenmadetoattend
trainingatlED actuallyexpressedadesirefor moretraining. It wasunprecedentedwhenthe lasthead
actuallycameto seekpermissionfrom theHAS teamto transferto a local schooldueto personal
problems,with thatheadhavingattendedall ourteachertraining’s.It alsoappearsthatwhilst change
is still slow in thecomponentsofcomprehensiveschoolhealthpromotionthereis lessteacher
absenteeism.
A verysuccessfultoy makingworkshopwasalsoheld in thisschool.

2.2.1.5 SMS BoysAXES school

Thefirst visible changesincebaselinearoundtheschoolis thatchildren’swork is beingdisplayed
aroundtheschool,includingon healthtopicssuchasmalaria.Whilst thereis muchroom for
improvementin theschoolenvironment,that waterand sanitationsituationhasimprovedwith better
stateoflatrinesandmorechildrenbringingboiled waterfrom hometo drink. Teachershavealso
begunto usemoreactivemethodsin theirteachingsincethe interventionsuchassurveys,stories,
role playsbut thereis scopeto furtherchallengethinking. Assemblyhealthspotsarealsobeingheld
with parentalparticipationin preparingtheseevident. As mentionedpreviouslythehealth
programmehasspreadto thegirls schooldue to theirjoint planningsessions.The statusof health
educationhasalsobeenraised,asquestionson healthtopicsarepart oftheexaminationsystemin
thesetwo schools.
There is scopeto involve the nurse more in this schoolother than in health serviceswhich is meeting
someresistance,althoughshereportsthat the levelofhealthawarenesshasbeenraisedin the last
yearamongstpupilsandstaffalike.
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2.2.2 Toy MakingWorkshops

Twotoy making workshops wereheld in the poorly resourcedGovernmentschoolsusingjunk and
scrapreadilyavailable materials,whichwere alsoattendedby membersof the SCFpartner NGOs
(App. 2). The messageofolder children stimulating youngersiblingswith toysandplay waspartof
theexercise.An articleon ToysRHealthywaspublished in the Children’s magazineof the Dawn
Englishdaily newspaperon March 13th 1999(App.3).

2.2.3 Child-to-ChildIntroductoryWorkshopfor SCFPartnerNGOs

In January1999attherequestof SCFatwo day introductoryworkshopon Child-to-Child
approacheswasconductedby Dr. Khamiswith thehelpoftheHAS team.Participantsincludedthose
workingwith workingchildrenandtheAids Awarenessprogramme.In additiontwo personsworking
with theUSAID fundedAKES communitybasedschoolsin Sind alsoattended.A sharing
experiencesfollow up is plannedin thenextquarter.(SeeWorkshopReport).

In addition, Dr. Khamis is amemberoftheEducation WorkingGroupsetup by SCFafter the
regionaleducationmeetingin Nepallastyear,which aimsto promotequalityeducationin Pakistan.
Throughthis forum theworkofHAS maybedisseminatedandlearntfrom.

2.2.4 Outreach

The six monthlyreporthighliglited.outreachactivitiesandpublicationson HAS in themediaand
elsewhere.Sincethatreportotheroutreachactivitiesincludedthefollowing:

2.2.4.1 Publications
• lED, PakistantranslatesChild-to-Childmaterials.CtCNewsletter‘98
• Linkinghealthandeducation.AKHS internationalnewsletter,Oct. ‘98
• NutritionEducationandChild-to-ChildUN-SCNNews,Dec. ‘98
• Mediaarticles;TheJang,13/2/99;TheNews13/2/99;Star13/2/99;Urdu Press13/2/99;Young
World Dawn, 15/3/99,Star3/12/98,TheNews14/10/98.
(App. 4)

2.2.4.2 Meetings
• AKU TaskForceon HumanDevelopment-presentationto Dr. J. last on 22/3/99.
• WorldBank,WaterandSanitationProgramme- 29/1/99.
• Child-to-ChildandInclusiveEducation- March 1999,London.
• ProvincialEducationDirector,PrimarySchools- April 1999.

2.2.43Materials
Materialshavebeenrequestedandsharedwith the following:
• SCF PartnerNGOs
• AK}IS,P, CFIS andAK}IB -WASIP.
• AKES, CommunityBasedUrbanandRural schoolsprojects
• Rah-e-Nagat,Community developmentNGO
• Punjab middle schoolingproject
• Pattan- non formal schoolprogramme
• HealthEducationOfficer, Kohat
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2.2.4.4 Training

Although 85 teachersfrom participating HAS pilot sàhoolshavereceivedsometraining,a further13
peoplehave benefited from thetrainingcoursesfrom other organisationsandschoolse.g.SCF
partner NGOs, AKES teachers,communitybasedschoolteachers- AfghanAcademy,Government
officials from PEP-ILE in NWFPandnurses. Thus in total 98 personshavehad exposureto Child-
to-Child andcomprehensiveschoolhealth promotion training through HAS training workshops. In
addition through workshops for SCF partner NGOsChild-to-Child approacheshavebeen explored.
Awarenesson the approachhasalsobeenraisedthroughlED programmesat the VT andM Ed.
coursesand teachingthat the Principal Investigator (TKK) conductson schoolhealth for nursing
studentsatAKUSON;

2.3 CONSTRAINTS

Someof theconstraintshavealreadybeenalludedto previouslyin this documentandthesix monthly
report.Belowarediscussedsomeofthemajorchallengestheprojecthasfaced.

23.1 GovernmentSchools

Workingwith theGovernmentsectorcontinuesto be ourmajorchallenge.In both theGovernment
pilot HAS schools,we areworkingwith differentHeadsthanatthebeginningofthe intervention,
with4:heads.beingtransferredin oneschool.Thisof coursehasa major impact on the continuity of
the implementationandrequiresmuchefforton thepartoftheHAS teamto orientthenewHeadto
the ideasunderpinningtheproject.
Teachertransfersareanotherissue,with severalteachers,includinghealthco-ordinators,havingbeen
transferredafterreceivingtraining.With mostteachersin theschoolnotbeingpartoftheinitial
decisionto becomeaHAS, a lackof ownershipovertheprogrammeis an outcome.This translates
into lethargyon thepartoftheteacherswhich affectstheircommitmentto attendtrainingorconduct
healthlessons.

The HAS teamhasworkedhardon the inclusionoftheGovernmentsectorwith morehoursanddays
spenton averageperGovernmentschoolasopposedto our otherPrivateschools,with individual
schoolbasedtraining’sand follow up.This is becauseweareawarethatsustainabilityiscontingent
on showingthat themodel canwork in theGovernmentsector.Howeverthis requiressupportfrom
theGovernmentAuthoritiese.g. from theEducationDirectorate.Mr. M. SuE,ProvincialDeputy
EducationDirectorfor PrimarySchoolsis amemberofthesteeringcommitteeandhaslent his
supportto preventtransfersandenableteachertraining. A meetingwasalsoorganisedwith the
ProvincialEducationDirectorfor PrimarySchools,Mrs. M Essani,atwhich someofthese
constraintswerehighlightedanddiscussed,with hersupportextendedto theproject. Thefunders
andpartners(SCF)need,however,to be realisticasto what is possiblein theGovernmentsectorand
whattheymeanby ‘sustainability’,with expectationshavingto be differentin thedifferentcontexts
accordingto thestartingpointsandconstraintsfaced.
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2.3.2 TeacherTurnover

As mentionedpreviously, teacherturnoverin all our pilot HAS schoolshashamperedtheprogressof
the project. High teacherturnover meansthat moreteacher training is neededto train newteachers
which requiresmoreofthelED team’stime. In someoftheschoolsasystemof information sharing
through internaltraining is encouragedbut this hasonly beensuccessfulin a coupleof thePrivate
schools.

Thedifferencesin training inputshasmanifestedin different levelsof healthactionandhealth
educationlessonsin the schools.Thishasrequiredtheteamto organisemoreneedsbasedtraining
andmore schoolspecifictraining.

2.3.3 Human Resource

The lED HAS organisers/researcherswork asateam(n~~5).However,most team membersare
relatively inexperiencedanddevelopmentespeciallyofthemorejunior memberstakesup muchtime
ofthemoreseniorteammembers,whoselongevityon theproject is alsolimited eitherbecausethey
aspireto highereducationor arenotPakistaninationals.Thus the fragility oftheproject is a
concern,alsovoicedby HughHawes- consultantto theproject,despitetheevidenceoftheproject
growingin strengthmonthby monthandtheenormouspotentialit hasasa model for school
improvement.(App. 5)

2.4 PROGRESSTOWARDS OBJECTiVES

2.4.1 Obj 1: To developprototypes ofhealth promoting schools

2.4.1.1 - Basedon thecomprehensiveschoolhealth promotion model

Eachschoolhasnow developedtheirsecondSchoolHealthAction Plan(SHAP) (App. 6) that
prioritiseswhat healththemesperterm,healthtopicseachtargetclasswill work on usingthe6 step
approach,numberoflessonsfor health(n=20to 30 peryear),carriersubjects,co-curricularactivities

• relatingto theenvironmentand linking thehomewith theschool. Eachschoolhasalsoappointeda
healthco-ordinatorto managetheprojectin theschool.

2.4.1.2- To monitor theprogressto testthehypothesisthat there will be an increasein health
knowledgeand health behaviour; improveschildren’s life skills,selfesteemand participation
in learning; improves teaching methodology;showspositiveeducational results

The six monthlyreportdescribedthe researchtoolsbeingemployedto monitor theabove.The
baselineanalysisreporthasnow beencompiled(SeeBaselineReportattached)andwill allow for
comparisonattheendoftheproject.In additiontwo situationalanalyseshavebeenconductedwhich
will berepeatedon an annualbasis.
The teachinglearninganduseofChild-to-Childmethodologyis beingmonitoredthroughtheaction
researchby wayoflessonobservationsand follow up.
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2.4.13- Inservicetraining

Sincethe sixmonthly reportatrainingworkshopwasheld in February1999 on the useof active
methodsin healthteachinganddesigningtheSHAP for thesecondyearof intervention,with thehelp
of Hugh Hawes,co-founder of Child-to-Child andco-authoroftheoriginal HAS proposal.(See
TrainingReportattached).In addition, theprincipal investigatorattendedathreeweektraining
courseattheInstituteofEducation,LondonUniversity,on InclusiveEducationandChild-to-Child:
includingchildrenwith disabilitiesinto regularclassrooms.Inclusion,aspartofHAS is now being
looked,to enhanceall thecomponentsofthecomprehensiveschoolhealthpromotionmodel.

2.4.1.4- Internalmonitoringmechanisms

Someprogresshasbeenmadein thisareain termsoftheEnvironmentalChecklists,but
unsatisfactorily.More work is neededin thisareaand it is hopedaretreatto beheld in May for the
projectorganiserswill look at a strategyto developbetterinternalmonitoringmechanisms.

2.4.1.5- Developand identify teachingmaterials

Progresshasbeenmadein thisareawith SCFbeingapproachedwith a proposalto professionally
translateandadaptChild-to-Childmaterialsin Urdu.As a follow up to theFebruaryworkshopit is
hopedthatmorelocally school producedmaterialscould be collectedandshared.

2.4.1.6- Managementstructures

Someprogresshasbeenmadein thewaytheschoolmanagestheproject throughcommittedhealth
lessons,enhancedandreinforcedthroughcarriersubjects.Eachschoolhasan appointedhealthco-
ordinatorthat managesthehealthprogrammein theschool.It is hopedin thenextphasethatparents
andchildrenmaybe involved morein themanagementof thehealth programme.

\2.4.2 To encouragepolicy makersto support the project

In November1997 apolicy seminarwasorganisedto raiseawarenessamongstpolicy makersabout
HAS. Thesteeringcommitteeis madeup of membersfrom Government,AKDN andNGOsectors
from both HealthandEducationfields. TherelevantProvincialGovernmentsectorareinvolved in
continuousdialogueon theprogressofHAS andhavelent their supportalso. Morework on this area
will be necessaryin thenextphaseto ensuresustainabilityandexpansionoftheproject.

2.4.3 To sharelessonswith other systems

(See2.2.4Outreach)

2.4.4 To introduce schoolhealth education into lED’s programmes

Oneimportantwayto ensuresustainabilityis to involve thoseteachereducationinstitutionse.g. LED.
The lED Directorandhierarchyhavelent muchsupportand takeninterestin theprojectasit fit the
PhaseII mandateandvisionoflED. However,alreadyhealtheducationis an integralpartof most
VT courses(Primary,Maths,Science,Social Studies)aswell asthePrimary M Ed. moduleand the
Primarysubjectspecialisationwith at leastadaydevotedon all thesecoursesto health promotion.
(App. 7)
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23 PROGRESSTOWARDSLEARNING OBJECTIVES

23.1 Interdisciplinaryresearch

In this first year of interventionlessonshavebeenlearnt in researchterms on multi-sectoral work as
healthandeducationsectorscometogetherwith theirdifferingquantitativeandqualitativeparadigm.
We believethat thetwo paradigmscan compliment eachother andour researchtoolsaredesignedin
thatway(SeeBaselineReportattached).

2.5.2 Sharing Information

Sharingofinformationhasoccurredin variouswaysasoutline above - throughworkshopsto SCF
partnerNGOsincludingtheAids awarenessprogramme,materialssharing,meetingsand
publications.

2.53 Schoolllealth Action Plans

Throughthework ofplanningtheprogrammelessonshavebeenlearntasto how to setup School
HealthAction Plans(SHAPs)in primaryschools(SeeTrainingReport,Feb. 1999).Disseminationof
this throughpublicationwould be animportantcontributionto expansionofhealthpromoting
schoolsin Pakistan.

2.5.4 Integration

As schoolschosecarriersubjectsforhealthlessons,teachersoftenpushedintegrationwhere it would
not fit. Theirnarrowview of integrationmeantthat healthtopicsofpriority would get left out.
ThroughtheActiveMethodsworkshop(SeeTrainingReport,Feb. 1999) the ideaofhealthtopics
enhancingteachingofothersubjectswasexploredandteachersfelt morecomfortableusingthis idea
andin turnnot losingthe focuson prioritisedhealththemes.Lessonsfrom thishaveinformedthe
wayhealtheducationis introducedinto lED’s VT subjectareasalso.

2.6 ACTIVITIESIPROCESSESCOMPLETED

As pertheprojectproposalandLFA thefollowing activitieshaveoccurredas planned:

• Completionofbaselineandsecondsituationalanalysis,asreportedearlier. SituationalAnalysis
will nowoccurannually,to monitorchangeandprogressin all thecomponentsofcomprehensive
schoolhealthpromotion.

• Materialsdevelopment- professionaltranslationandadaptationof relevantChild-to-Child
materialsinto Urdu.

• Teachertraining andtoy makingworkshops,including facilitation by HughHawes,consultantto
theproject.

• Schoolhealthactionplanningand topic planningof healthlessons.
• Schoollessonobservationsand follow up.
• Monthly meetingsto shareexperiencesofteachersin a school.
• Steeringcommitteemeetings.
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3.0 FORWARDPLANS

.

As perthe proposalandLFA the following activitiesare plannedin the comingyear:

• A retreatwith theHAS teamat lED to takestockafteroneyearof interventionandlook at future
directionsfor theprojectin thecomingyear.Thiswill includeanalysisoftheconsultancyreport
(App. 8)andsuggesteddirectionsprovidedby HughHawes(App. 5); suggestionson improving
lessonobservationtoolsandmethods;trainingneeds;healthenvironment;healthservices;health
managementand internalmechanismsofmonitoring;involving childrenandparents.

• A sharingexperiencedaywith SCFpartnerNOOsthatattendedtheChild-to-Child introductory
workshop.

• Finalisingtheagreementwith SCFforMaterialsdevelopmentandstartingthematerials
developmentproject.We alsohopeto dialoguewith theSindh TextBook Boardon thematerials
project.

• Trainingofteachers,follow up in schoolsandsharingof experiencesbetweenschools.
• Dialoguewith SCFandlED aboutthepotentialChild-to-ChildResourceCentrein Pakistan,as

theHAS teamhavedevelopedsubstantialexpertisein Child-to-Child approaches,trainingand
materialsdevelopment.

• Ongoing research,documentationandmonitoring.
• Steeringcommitteemeetings.
• Dialoguewith policy makers.

.

3.L~..ACTWITIES/PROCESSPLANNED

Quarter Activities By Whom
April, May, June1999 HAS retreat

SCFSharingexperiences
Beginmaterialsdevelopment

HAS team
SCF
SCFandHAS team

July, August,September1999 Training/ Sharingexperiences
Materialsdevelopment
Follow up/ Monitoring
ResourceCentredialogue

HAS team
Spiral communications
HAS team
SCFandlED

Oct., Nov., December1999 Interschoolvisits
Third SituationalAnalysis
Follow up/ Monitoring

HAS team
HAS team
HAS team

Jan.,Feb.,March 2000 Disseminationdaywith policy
makers- minimum entitlement
Externalreview
TeacherTraining
CompleteMaterials
development
Expansionschoolcriteria

HAS team,SCF,policy makers

SCF
HAS team
SpiralCommunications

HAS team

10



3.2 MONITORING AND EVALUATION

Monitoring andEvaluation will occur asplanned(SeeLFA). Howeverthe following changesare
proposed:
• SituationalAnalysis annually rather thansxmonthly.
• Mid Termreview in the finalquarterofthisyear- formal external evaluation.
• Useofnewinternalmechanismofmonitoringtheschoolenvironment- to be devisedwith the

schoolandhopefullyto includechildren’sparticipation.
• Useof a newlessonobservation checklistto help gaugeprogressbut alsoaid teachersin their

teachingofhealthlessons.

4.0 RESOURCES

INPUTS AND BUDGET NARRATIVE HAVE BEEN SUBMITFED SEPARATELYBY lED
FINANCE SECTION.

5.0 SUPPORTAND ADVICE RECEIVED

5.1 Savethe Children (UK)

The HAS teamwould like to acknowledgethesupportgiven by SCF.They haveproved to be true
partnersin theprocesswith SadiaAhmed,ProgrammeCo-ordinatorSC Qn~.s~fi.h~.facilitatingteam
attherecentworkshopon Active Methodsin February1999. In additionSCFhavehelpedwith
disseminationof the projectthroughinvolvement of thePrincipalInvestigatoratSCFcountryand
regionalmeetings,theEducationWorkingGroupandworkshopswith partnerNGOs.

5.2 Consultancy

Theworkshopin Februarywasconductedwith thehelpofHugh Hawes,co-founderof Child-to-
Child,who iswell versedwith theHAS project, initially asco-authoroftheproposaland
subsequentlybothvisiting schoolsand facilitatingtraining.The potentialfor aChild-to-Child
resourcecentrewasdiscussedwith HughandSCFduringhis visit. (App. 5)

In additionClareHanburyfrom Child-to-Child trust(UK) providedatwo dayconsultancyon future
directionsfor theproject in March 1999(App. 8).

Weshouldlike to acknowledgethesupportgivento usby theChild-to-ChildTrust,especially
Hugh Hawes,who wehavethepriviledgeofhavingasa ‘Mentor’, andChrisitine Scotchmer,
ExecutiveSecretary,who hasdisseminatedourwork widely andsupportedus with materials,reports
andcontinuousadvice.

5.3 MaterialsDevelopment

AlthoughtheHAS teamwill over seetheChild-to-Childmaterialsdevelopmentproject thebulk of
thework hasbeencontractedout to Spiral communications.I shouldlike to acknowledgethework
put in to developtheproposalby Dr. Saadbin Omer,HAS teammemberandYassirHussain,lED
Communication’s Co-ordinator.
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5.4 lED

Ishouldlike to acknowledgethesupportlent totheHAS project by the lED and in particularthe
Director,Dr. Robert Baker. The support andinterestin theproject haveensuredthat lessonslearnt
from theproject inform lED programmes,which in turn supportsustainabilityof healthpromotionin
our schools.In addition thecommitment toprofessionallydevelop teammemberswill ensurethatan
expertisein this area be built at the lED to carryon work on healthpromotingschoolsin Pakistan.

6.0 ISSUESRAISED BY PARTNERS/BENEFICIARIES

6.1 Government Involvement

The challengefaced with Government schoolshasbeendiscussedin this report,andpreviously. An
issuewasraisedby SCFattheFebruary 1999training at the fewer numbersof Government teachers
ascomparedto thosefrom othersystems.It washighlightedby theHAS teamthatalthoughin
numberstheteachersfrom ourGovernmentschoolswereless,in termsof percentageof total
teachersper school the ratio washigher from the Government sector.
As statedelsewhereteachertransfersandlack of commitment plaguethe Governmentsystem.In
fact, the training in February1999wasthe first at which teacherswere presentfrom both the
Governmentpilot schoolswith a 100%attendancefrom therural school.

Theissueof sustainabilityandrealistic Government involvement is onethat SCF needsto debate
internally.Whilst theHASteamis committedto.working~with theGovernmentschoolsit mustbe
stressedthatmuchmoreof ourtime is spenton inclusionofthissector,whichwould notbe possible
withoutconstantdialoguewith theauthorities. Oncethe project is over whowill continue this
dialogueandputpressurefortheneedfor change?Trying to changeindividual schoolsfor
improvementwithoutchangingthesystemis animpossibletask.

Theteamis alsocognisantofthe factthat progresswill differ in thedifferent schoolsystems
dependingon theirstartingpoints.

6.2 ResourceCentre

As hasbeenmentionedearlier,dialoguehasbegunwith Child-to-ChildandSCFon theestablishment
ofaResourceCentre.Whilst Child-to-ChildandtheHAS teamfeel that their strengthsandexpertise
on materialsandtraining lie in theareaof ‘Health’, definedin a verybroadandall encompassing
way(with child rightsandchildrenparticipationtheapproachusedto promotethis), SCFhasfelt that
the term ‘health’ in the title of the resourcecentre would narrow people’sview of what it contains.
As dialogue progressesand detailsarediscussedon the establishmentof a resourcecentre, this issue
needsto bedebatedfurtherto reacha consensusthatmeetsthemandateofboth the lED and SCF.
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