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EXECUTIVE SUMMARY

1. Background to the Study:

The Health Action Schools Project (HAS) in Pakistan has developed and tested a model
for comprehensive school health promotion. This four-year action research project
(1998-2002) is based at the Institute for Educational Development at the Aga Khan
University in Karachi, Pakistan, and has been developed in partnership with Save the
Children (UK). The action research study has been conducted in five schools, with
contrasting contexts, in Karachi. The HAS project has also supported other schools in
Karachi and various formal and non-formal education programmes throughout Pakistan
in the adaptation of its model for school health education and health promotion.

2. Research Methodology:

As an action research project, HAS has systematically collected an extensive body of
data, both qualitative and quantitative. It is probably the most comprehensively
documented initiative in the Child-to-Child global network. The scope and quality of this
data, collected before, during and after the intervention, has provided a major focus for
this evaluation through an analysis of existing documentation. However, in consultation
with the HAS team, it was felt that further primary research was required to enable a
more participatory analysis with the main stakeholders on the process and outcomes of
the project. Above all, it was considered vital to hear more of the voices of children and
their perspectives on HAS. A range of qualitative tools, including child-centred
participatory research tools, were used to enable the triangulation of findings within and
between the main stakeholders: children, teachers, school heads, a few parents, trainers,
programme managers, and partners in government and NGOs, staff at Save the Children
and the Institute for Educational Development The duration and timing of the
evaluation visit, during a tense political situation, meant that community visits within
Karachi were not possible.

3. Purpose of this Evaluation

The HAS initiative is at a crossroads. It has achieved remarkable results in its 4 year pilot
project. The purpose of this participatory evaluation study has been to reflect on these
outcomes and analyse the.process by which they have been achieved, but also to look
forward, contributing to the refinement of a strategic vision for the future development
and sustainability of the HAS initiative, and, more generally, for school health education
and health promotion in Pakistan.

4. Main Findings on Process in HAS Schools

• HAS has made quality in the classroom teaching-learning process the central focus of
its work. It has developed a model for in-service training, which is responsive to the
individual needs of schools and teachers themselves. Through this, teachers have
been supported in planning and implementing health education lessons based on a
simple active learning methodology. Through action research, the project adapted



the Child-to-Child approach into a Four Step learning process, which moves children
from undtrstandtng a health issue, finding out men about how it relates to their own
schools and families, to taking action to address this issue, and, finally, to evaluating
what they have achieved. High quality teaching materials, as well as a scope and
sequence charts for a health education curriculum, have now been developed and
tested. These materials will support the outreach work in which HAS is now engaged,
assisting other education programmes with training and materials development to
adapt the HAS methodology to their own contexts. A Child-to-Child Resource
Centre has been established at IED, which provides access to materials and is being
developed as a centre for school health'education training.

The HAS project provides a model for action research in its extensive systems for
monitoring and documenting process, using a cycle of continuous action and
reflection by the team. This action research component must remain central to HAS'
future development, so that it continues to be critical and reflective on its practice,
ensuring that the process does not become ossified now that the original key
personnel in the project have moved on. *

Achievements in HAS have been made despite major constraints. Teacher
turnover has proved the main issue, with an overall loss of 46% of HAS trained
teachers over four years, and, in one school, a crippling turnover of 84%. The
original model for HAS was built on a tri-partite structure: Health Education -
Healthy Environment - School Health Services. Whilst positive impact has been
made on the school environment, it has proved difficult to engage the School Health
Services in collaborative work, except in one school. This has proved a limitation but
not a fundamental flaw to the model. Some alternative strategies have been
developed for health provision in schools. The HAS model has, therefore, been
modified, placing Health Education as its central pillar and its principle focus of
work. This decision has enabled HAS to concentrate on issues of quality in the
classroom. However, in the next phase it will be important to revisit these issues and
develop strategics for linking classroom learning more explicitly with the children's
environment beyond class and school, including working with other health providers
in the community.

A central objective of HAS1 work has been to research and develop models of in-
service teacher education and support. Initially, training was conducted centrally at
IED, but this later evolved, through the action research process, into school-based
training, targeted specifically to the needs of individual teachers and schools.
This enabled immediate application of new methodologies, including a successful
series of training modules called FAME (Fun Active Methods Enhancement.) The
HAS model has demonstrated its validity and efficacy to promote quality health
education, but it does require sustained inputs for teacher education and support.
Making the model work in challenging school environments requires continuity and
commitment in order to maintain the levels and quality of delivery.

The core aim of the Ch2d-to-Child approach is to link learning in school with health
action at school and at home in the community. This is achieved through the learning
steps described above. HAS* focus on teacher quality has achieved significant gains in
promoting the first two steps - understanding and finding out. Impact on health
knowledge and self-esteem has been measured quantitatively, and demonstrates
outstanding achievements. Many examples of children's health action have been



noted in school, but it has proved more challenging to measure the extent to which
health knowledge translates into health action beyond the school environment The
next phase should develop further mechanisms for measuring health action and
changes in health behaviours in children.

• Much sooner than the project plans had envisaged, demand-led outreach and
expansion activities have resulted in lessons learned from the HAS research being
adapted and applied to other settings both nationally and regionally. This has meant
that from a pilot of 5 schools, HAS h y already 'gone to scale' in several hundred
schools throughout the country throtigh partnerships with local and national NGOs.
The HAS team has a significant role" in the new applications of their model by
providing training, supporting the adaptation of materials for these partner agencies,
as well as assisting in monitoring and evaluating their progress. When envisaging the
future development and expansion of HAS, this role in providing technical support
to other education initiatives, as well as an expanded training role within the
Institute for Educational Development, will maximise on the project's potential.

• Implementation of the activities discussed above will, of course, depend upon the
crucial human resource gaps in the HAS team at IED being filled- At present,
IED is actively seeking to recruit a faculty member for health education to take
responsibility for the next phase of development in the HAS initiative

5. Main Findings on Outcomes in HAS Schools

• HAS activities have made a significant impact on children's health knowledge and
self-esteem, with greatest change noted in the poorly-resourced and semi-rural
government school.

• There is some evidence of improved health behaviours, especially within the school
environment. Children have been involved in making dustbins, maintaining cleaner
latrines and water sources, bringing boiled water to school, bringing healthy food for
lunch and buying less snack food from street vendors, achieving a lice-free school,
and making toys for younger children. In future, impact on health behaviours should
be monitored more systematically in relation to individual health topics.

• While children do talk with their families about health and report taking action, more
could be done to foster children's identification with and commitment to their role
as health communicators and promoters, both as individuals and as a group.

• Radical impact has been made on improving the school's social environment Again,
the greatest impact has been achieved in the government schools. This relates, in
particular, to the relationship between teachers and children, including overt
efforts to be inclusive of girls and reduce gender discrimination in class.

• The focus • on educational quality issues has produced a transformation in the
participation of children in the learning process. Children are actively engaged in
discussion and reflection on health topics. There is strong evidence that improved
teaching methods in health education are being transferred into the teaching
of other subjects.



Teachers have also gained in knowledge and self-esteem. They report greater
fulfilment in their role, in large part due to the engagement they now experience
with children's interest

There is some evidence of closer linkages between schools and parents, although
these connections need to be more explicitly developed. It is recognised that this
process is more challenging in urban areas, where teachers and parents may not come
from the same community.

Apart from activities with the school nurse in one school, it has proved impossible to
engage the school health services ii/collaboratrve work. However, the project has
sought to define diis function more broadly, looking at ways in which children and
teachers can be involved in health provision within schools, for example, through
First Aid and nutrition activities, as well as with early detection of health problems
e.g. sight, hearing, oral health. In one school, teachers and children worked with local
health services to support a polio immunisation campaign.

Although HAS1 original focus was on primary school-aged children, in two schools
activities have also included pre-school children. Practical activities, such as toy-
making, have been conducted in all the pilot schools. The evaluation with children
revealed their engagement with some aspects of early childhood care and
development.

In measuring impact and identifying potential constraints to implementation, it is
concluded that the greatest gains can be made in small, poorer resourced
schools, including from the Government sector, in rural areas or close-knit urban
communities.

6. Key Recommendations

6.L Redefining a Strategic Vision
• At the end of this pilot action research phase, the HAS project now needs to take

stock and re-evaluate its strategic vision within the context of the development aims
of the AKU Institute for Educational Development. It is hoped diat the
recommendations made below will assist in this process. Three concerns have
characterised the HAS project's approach and should remain central to its vision:

Participation of children: continuing to enhance the participation of children
in learning and action for health.
Partnership: with schools, communities and die government and non-
governmental agencies working with than, to share the learning and increase die
outnacb of the HAS model.
Commitment to learning: through a continuation of the action research
process.

• The development and implementation of this work is dependent on the further
recruitment of appropriately qualified staff to complement and strengthen the skills
of existing members of the HAS team and to ensure representation on IED's
faculty.



6.2. Continuing Action Research
• The HAS project has been able to achieve quality standards through its process of

action research. It is important that it be enabled to continue this research focus in
order to refine further its methodology. HAS* particular contribution to
educational development in Pakistan lies in action research leading to
materials development and training on comprehensive school health
promotion. It should be stressed that HAS is a research and training (teacher
education) group, not an implementing agency. As will be discussed below, this
has implications for its future development

• HAS presents an outstanding model^for promoting quality health education in the
classroom and school. However, it should be supported in continuing action research
to refine its model for compnbtnsivt school health promotion, with a particular research
focus on children's health behaviours and the translation of health knowledge into
action.

• Children's ability to put health knowledge into practice is influenced by a number of
factors. The HAS learning process has demonstrated its ability to strengthen
children's health knowledge, their motivation, their self-esteem and life skills.
However, factors in the wider environment, such as economic, cultural and other
community issues, will still affect children's ability to act. The next phase of HAS'
development should also concentrate on identifying key elements of an enabling
environment and on promoting these to support children's health action. This will
require a closer involvement of school parents in planning and monitoring children's
health activities. It will also be necessary to think beyond the School Health Services
to other health providers in the community who might be engaged in supporting
children's health action.

• In the next phase, children and parents should be involved more direcdy as
participants in monitoring health activities, in particular feeding back on health
behaviours and health action at home. More focus can be given to researching what
in the wider environment promotes or inhibits children's ability to act and how
impact can be made on these factors.

63 . Outreach and Dissemination of HAS Model
" It should be stressed that HAS is not an implementing agency. It is neither desirable

nor necessarily possible for HAS to expand its activities beyond a small number of
pilot schools for action research purposes (although new schools may be selected).
The project has, however, already proved its considerable potential in outnacb,
providing a model for adaptation, as well as training and support to materials
development for other agencies, both government and NGO. Essentially, this marks
a shift in its role, becoming a facilitator in building capacity in other agencies. The
collaboration between HAS and the Sindh Education Foundation provides an
excellent example of such productive collaborative work. This builds on HAS'
distinctive competencies in action research, training and materials development,
but relies on the infrastructure of the partner agency for in-service training and
monitoring and support at school level. HAS can also provide a key role in evaluating
the school health promotion activities of partner agencies.

• With the research evidence and the set of teacher support materials in health
education developed out of the pilot project, HAS now has a major opportunity to



influence policy and practice at a wider level within and beyond Pakistan. The
discussions reflected in this report indicate the multiple opportunities for HAS to
integrate its approaches and materials into training and curriculum development in
the formal and non-formal education sectors. In 1997, IED's first ever Policy
Dialogue, with government and NGO partners, discussed the HAS initiative in the
broader context of comprehensive school health promotion in Pakistan, A second
Policy Dialogue, to share the findings of HAS1 action research, was held in 2001,
which led to significant outreach work with partners such as the Sindh Education
Foundation.. \.

• A further opportunity for dissemination of the HAS methodology would be through
the Professional Development Centres (PDCs) of the AKU-IED and the Aga
Khan Education Services. These PDCs are based in South and Central Asia, as well
as Africa and the Middle East They provide training and outreach programmes in
rural areas, with academic input from IED.

6.4. Sustainability of HAS within the Institute for Educational Development
• The current Phase Two of IED's development programme includes 'Health

Education and Health Promotion' as one of its core areas of focus. HAS has
sometimes been perceived as a 'stand-alone' project, but in fact its action research
has already fed directly into the development of curriculum and teaching of
the Health Education modules widiin IED. This continuing role, of course,
depends on representation on Faculty.

• IED is committed to promoting its 'research culture1 and has recently formed an
Action Research Working Group, to which HAS can make a valuable contribution.

• Discussions with the Director and Department Heads at IED indicate that measures
are under consideration to integrate HAS/Health Education and Promotion more
closely into IED's core programmes. An Open Learning module for the Masters in
Education programme is under development. IED is also considering a Certificate in
Education, including one in Health Education, based on student learning hours,
rather than just on study located at IED. This flexible approach could accommodate
HAS1 approach to teaching training, based both in schools and at IED, and would
give necessary recognition and accreditation to teachers' professional development

7. Conclusion

The Health Action Schools Project has made a remarkable contribution to the
development of active learning approaches for school health education, which have
already influenced practice in Pakistan and internationally, through the Child-to-Child
network, where it is used as a model for training. Its Qutst for QuaBty has involved a
courageous and rigorous learning process, which has provided significant developments
in the field of Comprehensive School Health Promotion. But this pilot phase has marked
just the beginning of HAS' story. Through its commitment to on-going learning,
and with support for its action research, HAS can continue to play a major role in
promoting children's participation and active learning for health. Its methodology
and findings should be widely disseminated through partners in Pakistan and
internationally via its networks in the Aga Khan Development Network, through the
Save the Children Alliance, and through the Child-to-Child Trust The HAS initiative
merits support to enable it to continue to maximise its full potential.

m



PHOTO REPORT
Children's Participation in Health Learning and Action

A child explains her drawings of health actions Challenging usual gender assumptions in school, a girl
role plays a doctor, checking a pulse

At a mixed school, girls are actively encouraged, now
having the confidence to participate in class discussion

Children perform a drama at a health mela (fair) at
IED, involving children, teachers, parents of 5 schools

Children are encouraged to address their responses to
each other, not the teacher

Boys now enjoy a healthy packed lunch from home,
rather than junk food from a vendor at the school gates

n



A girl shows drawings of the vegetables she has
grown in pots at home

Girls show which of them have grown vegetables
at home

A boy tells his friends a funny poem about the
consequences of eating dirty food

Children at a Sindh Education Foundation non-
formal school in rural Sindh enjoy a game

A boy shows the results of his group's survey on
children wearing glasses

Children at a SEF school in rural Sindh entertain
others with role play about two mosquitoes



Children's Participation in the HAS Evaluation

ft

Communication mapping; " Who do we talk with
and what do we talk about? "

Draw and write: "How have I helped another
child to be healthy and happy? "(health action)

Using communication maps to find out whether
children discuss health issues at home

Focus groups: "What changes have we seen in
our school since the HAS project began? "

Discussing stories with researchers to check that
they understand it correctly

Individual interviews: A boy reflects on his own
experience of the HAS project at his school



EVALUATION OF THE HEALTH ACTION
SCHOOLS PROJECT

SECTION 1: BACKGROUND TO EVALUATION

1.1. Historical Background to Health Action Schools Project

The Child-to-Chfld Trust at the Institute of Education, University of London, was
approached by the Aga Khan University's Institute for Educational Development (AKU-
IED) in 1995 to help develop the area of school health promotion within I E D ' S broader
focus on school improvement and quality education. In 1996, after a Needs Analysis,
Hawes and Khami.s wrote the original proposal entitled "Health Action Schools in
Pakistan: A Pilot Research Project" to develop prototypes of health promoting schools
in Pakistan, Following two research studies (Kassam-Khamis, 1997, 1998) to assess the
health interests, knowledge and needs of Pakistani primary school children and the
traditional health beliefs and customs of their school communities, the proposal was
revised and a partnership began for a four, year pilot project with Save the Children (UK).

1.2. Original Objectives of HAS Project

Objectives as stated in original project document in 1997:

su To develop prototypes of'health promoting schools in Pakistan.
Action research focus: to evaluate the efficacy of a particular methodology. To
test the hypothesis that this approach:

• Increases health knowledge and changes health behaviour of children,
their families and staff at school

• Increases children's retention in school
• Develops children's ability to participate in learning, to think and to take

decisions through the Child-to-Child approach (Le. improves life skills
and self-esteem)

• Improves methodology of teaching health education through linking
learning with action

• Shows positive educational results with reference to the well-being of the
school and die performance and attitudes of me teachers and children.

b. To share lessons learnt with other systems.

c To introduce school health education into USD's programmes.

d. Advocacy.
To encourage policy makers to give serious consideration to recommendations
resulting from the project. How can content and approaches of HAS be
incorporated without involving any major changes in policy or major increase in
existing workload of teachers?

14



13. Health Action Schools and Child-to-Child Methodology

Child-to-Child is an educational approach which encourages and enables children and
young people to play an active and responsible role in promoting the health and well-
being of themselves, their families and communities. It is based on the belief that
children, rather than being passive and dependent on adults, can become active
participants in promoting the health of thcicjcommunities.

Child-to-Child is an approach which sp&ns the domains of education and health. It
originated in an international partnership between heakh and education professionals,
and is supported by the Institute of Education and Institute of Child Health at the
University of London.

Child-to-Child addresses issues of quality in education. It advocates an active learning
process, through which children are supported in developing their life skills, including
problem-solving, decision-making and communication skills. This enables them to
participate fully in identifying problems, and in planning, implementing and evaluating
activities to address their own and their school and community needs. While Child-to-
Child's focus is on health promotion, the definition of health encompasses the mental,
social and emotional health and development of children, as well as their physical health.
Child-to-Child is recognised to provide a practical, child-centred approach to the
realisation of Children's Rights.

*
The Child-to-Child Trust, based at the Institute of Education, University of London, has
designed a set of resource materials, which illustrate a learning process to promote
children's participation in assessing and addressing a range of health and development
concerns. The Trust also coordinates a global network of partner organisations in over
70 countries, sharing learning within the group, facilitating exchange of materials and
supporting training, programme planning and evaluation.

In 1995, the Child-to-Child Trust was approached by the Aga Khan University's Institute
for Educational Development, to support the development of an action research project
on health promoting schools. The Trust was involved in the original needs assessment
and proposal development, the mid-term review and this final evaluation. Staff from the
HAS team have acted as consultants and trainers in programmes in other countries using
Child-to-Child approaches. HAS is regularly examined as a case study in international
training courses at the Institute of Education. HAS materials are now included on the
Child-to-Child website. The Child-to-Child approach has also been taken up and adapted
by a number of country programmes within the Save the Children Alliance.

1.4. HAS model and the Rights of the Child

'Working to make tbt right to education a reality does not simply mean trying to get more children into
school, but working fir tbt kind of school experience that will foster children's overall development."
(OgadhphandMolteDCvl9?8)V i ^ /

• Ogadbob, K. andMeltem* M. 0998) 'A O w » in JJf<" Save the Children UK, London



The Quest forQuality in the HAS initiative reflects, in effect, a commitment to developing
schools which foster children's holistic development and thereby fulfil their right to
education. HAS's vision of education in general and health education in particular, is
grounded on three principles which relate directly to children's rights. HAS seeks to
promote an educational approach which is:

• Relevant - promoting the right to survival and development (Article 6).
• Developmental — promoting the right to an education which enables children to

develop to their full potential and participate in responsible activities, at the level of
their developing capacities, in their community (Article 29).

• Inclusive — Maintaining the right of all children to education (Article 28) in
upholding the principle of non-discrimination (Article 2). (See Ogadbob and Molteno,
1998)

IS. National Context for HAS Project

The Pakistan government education policy states that health education is ft priority ares,
but does not have actual strategies in place to translate this into practice. Two health
education curricula (1974 and 1995) have been produced by the government These are
somewhat prescriptive, but do give licence for schools to promote health. The Heakh
Action Schools project is therefore making an important contribution to national
educational development through its research on and refinement of a model,p g ,
and training approaches for health education in the context of Pakistan. The contrasting
schools - government, private and community-based, formal and non-formal, urban and
rural - which have been involved in HAS activities reflect the range of education contexts
in die country. The primary school gross enrolment ratio is 84:100. However, only 50%
of primary school entrants reach Grade Five.

The health status in Pakistan also liighlights the need for effective health education and
health promotion initiatives linking school and community. The under-five mortality rate
is 112 per 1000 and the infant mortality rate is 84. 26% of infants are underweight 54%
of children are fully immunised at one year. The Oral Rehydration Therapy use rate is
48%. Adequate sanitation facilities arc used by 61% of the population. The HAS project
has addressed both national and local health priorities through its Child-to-Child
activities.2

1.6. Institutional Context of HAS Project

The Aga Khan University's Institute for Educational Development (AKU-IED)
identified Health Education and Health Promotion as a new area of emphasis in its
Phase II proposal (2000-2005). It also stated that new priority areas involve collaborative
research work across the University, with health education at IED linking well with the
faculty of Health Sciences. HAS is viewed as intersectoral and multidimensional, linked
to other areas identified as emerging needs within continuing programmes at IED,
including Early Childhood Development, Special and Inclusive Education, Gender

1 Statistics tot Pakistan in 1999 taken from UNICEPs State of the Wbdd'» Children 2001.



Studies, Environmental Education, Curriculum Studies and Monitoring, Evaluation and
Assessment

1.7. linkages with Save the Children UK

As stated in its 2001 annual report, Save the Children (UK) works with children and
young people - involving them in finding solutions to the problems diey face. It focuses
on encouraging children to be active qrjzens - by finding out their views, developing
young people's skills, and supporting them to take action to improve their lives. Save the
Children's vision is therefore fully in line with the Child-to-child approach adapted by
HAS.

Save the Children has adapted and integrated Child-to-Child concepts and methods into
its country programme activities in a number of countries. Save the Children in Pakistan
has been a committed partner to HAS since 1997, securing funding for the project, but
also being actively involved in its strategic development. It is hoped that the lessons
learned from HAS* action research will be widely disseminated throughout the Save the
Children Alliance to inform other programmes using Child-to-Child approaches.

The HAS project falls in the core area of Education for Save the Children (UK).
According to the SC-UK Country Strategy Plan (CSP) for Pakistan, the HAS project
fulfils all of the objectives outlined in its education component, either direcdy or
indirectly.

The first education objective according to the CSP is to contribute towards making
quality basic education for all children a higher priority at national level by
influencing U N agencies, Education Ministries, donors and politicians, resulting
in increased access to quality basic education. The HAS project has been able to
open dialogue with government, both at the federal and provincial level, through its
poHcy dialogues and significantly influence the curriculum at the provincial level Since
the HAS project is one of the AKU-IED research initiatives, the project research
findings and impact are documented and disseminated both at national and international
levels.

The second objective of the CSP is to develop and implement teplicable approaches
and challenging innovations for provision of quality basic primary education for
marginalized groups of children (working children, disabled children, minorities,
and girls). The project has demonstrated that it is easily replicable and has proven most
successful and effective in small rural settings where children are most marginalized The
project has also worked well in government schools, which also cater to marginalized
children, and has impacted on the overall teaching and learning practices within these
schools.

The third objective is to promote the right-based approaches to education within
programmes and policies of key stakeholders, in particular with UNICEr and the
Save the Children Alliance, and to develop and share good practice examples of
quality non-formal basic education, including life skills training for out-of-school
children. The research on HAS dearly indicates that die CTC approach not only
increases children's participation in class but also has direcdy impacted on their self-
esteem. There is data indicating a positive correlation between children's attendance on
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days health is taught and overall truancy and dropout rates within a specific school. All
these factors link to the rights-based programming. Teaching health education through
the Child-to-Child approach also promotes the development of many life skills. The
programme has been initiated in the non-formal sector, through the Sindh Education
Foundation. The application of the HAS approach in non-formal education is an area for
consideration in the next phase for SC-UK, with its non-formal projects in Sindh and
Punjab.

1.8. Terms of Reference for the/HAS Evaluation

1. To conduct a participatory, qualitative evaluation of the process and outcomes of
the Health Action Schools Project, Karachi

2. To assess and advise on the future sustainability of the Heath Action Schools
Project, including issues relating to:

2.1 Materials development and curriculum development
2.2 Expansion and outreach
2.3 Activities of the Child-to-Child Resource Centre
2.4 Institutionalisation of the initiative

1.9. Audience for this Report

• Agt Khan University's Institute for Educational Development
• HAS team and HAS partner schools
• Other faculties at die Aga Khan University
• Aga Khan Development Network, including Aga Khan Foundation, Aga Khan

Education Services
• Save the Children (UK) country, regional and head office
• Save the Children Alliance
• HAS partners, including Sindh Education Foundation, GTZ, WASEP, UNICEF,

Ikea.
• Education Department (Sindh) tnd Federal Ministry for Education, Government of

Pakistan
• National Institute for Teacher Education and Provincial Institutes for Teacher

Education
• Child-to-Child Trust and its international network of partners
• Other national and international programmes working on school health promotion.

1ft



SECTION 2: RESEARCH METHODOLOGY

2.1. HAS as an Action Research Project

As an action research project, HAS has systematically collected an extensive body of
data, both qualitative and quantitative. It is probably the most comprehensively
documented initiative in the Child-to-Child network. The scope and quality of this data,
collected before, during and after the intervention, has provided a major focus for this
evaluation through an analysis of existing/documentation. The range of research studies
are listed in section 2.3.

2.2. Research Methodology

However, in consultation with the HAS team, it was felt that further primary research
was required to enable a more participatory analysis with the main stakeholders on the
process and outcomes of the project Above all, it was considered vital to hear the voices
of children and their perspectives on HAS. A combination of child-centred participatory
research tools were used to ensure that the evaluation focused on the views and
experiences of children. Gender differentiated data was collected and analysed
accordingly.

A range of qualitative took were used to enable the triangulation of findings within and
between the main stakeholder groups: children, teachers, school heads, parents, trainers,
programme managers, and partners in government and NGOs, staff at Save the Children
in Karachi and Islamabad, and directors and faculty members at the Institute for
Educational Development. Data elicited from different stakeholders has been
triangulated, as far as possible, across methods of data as well as sources of data. Table 2,
describing research tools used with different stakeholders, provides evidence of
triangulation.

The timing of the evaluation mission, during a tense political situation, meant that
community visits within Karachi were not possible (although it was possible to visit two
communities in rural Sindh). There is therefore a gap in data on parents' perceptions of
HAS and in triangulation of children's reported health action at home. It is
recommended that this gap, which is also reflected in the action research data after the
initial baseline study, forms a central aspect of future research.



TABLE 1: Number and characteristics of stakeholder respondents

Stakeholder group

Children in HAS schools

Health Coordinators &
teachers of HAS schools

Headteachers

School nurse

Parents

Directors from IED

HAS staff

Staff from S C - U K

Child-to-Child Trust advisers

Partners from expansion
schools in Karachi

Partners from HAS Steering
Committee
Provincial Minister for
Education (Sindh) and
Managing Director of Sindh
Education Foundation (SEF)

Managers, trainers, field staff
and teachers of SEF

No. of
individuals

114

/

11

5

1

3

6

6

4

2

12

9

1

7

Description

Girls of CL 5 - A/rya Bat
Girls & boys of d 4 & 5 - PirM'/ooz
Girls & boys of CL 5 & 8 - MttrovilU
Boys of CL 4 & 5 - SMS Boys
Girls & boys of CL 3 - Generations
Ages 8-14

Combination of teachers new and old
to HAS project - representing all 5
schools

Representing all 5 HAS schools

SMS school nurse

From SMS and Generations *

Representing different management
and faculty positions

Current and past staff members

From Karachi and Islamabad offices

Hugh Hawes, former CTC Director
V t̂lliarn Gibbs, ci irrent Chairman

Representing a range of 'self-
expansion' schools supported by HAS

Representing different faculties of
AKU, government and NGO partners

Professor Anita Ghulam Ali

1 Head office manager
2 Field managers
1 Education coordinator in Sehwan
2 non-formal teachers in Sehwan

* Although parents front all schools were invited to the Health Fair (Mela') at LED, only 3 were able
to tome. Bttws* of the ttnst political situation at that tim, it was notpossibltfor tht evaluation team to
visit community settings in Karachi Informal discussions wen btU with community members in rural
Sindh. Further research is needed with families and communists Rnhed to HAS schools to gain a
completeputur* ofddUrtn's heath communication and action.

91)



TABLE 2: Qualitative research tools used for stakeholder groups

Stakeholder group

Children in HAS schools

Health Coordinators &
headteachers of HAS
schools

(11 Health Coordinators and
headteachers attended a renew
workshop atlED- 5
teachers wen interviewed or
observed teaching in school)

Research tools used

Spontaneous drawing &
writing: My health actions

Communication mapping:
Whom do I talk with? What do
we talk about? /

Focus group to discuss
changes over time:
Our school before and after
HAS

Focus group: Charting •
children's participation in
learning process

Individual interviews —
children's stories about their
experience of HAS

Observation

Mapping changes over time;
Our school before and after
HAS

Card collection of ideas on
SWOC analysis

Focus group: experience of
HAS: ind training, steps in
learning process, personal
motivation, etc.

Key informant interviews
With headteachers, health
coordinators and teachers

Lesson observation

Data elicited

Examples of children's actions
on health promotion

Children's communication with
family, friends and teachers:
Are health messages bring
communicated?

Children's perceptions of impact
of HAS in themselves, their
teachers and school

Children's perception of and
participation in learning process

Case studies of individual's
perceptions and experience of
HAS

Practice on hygiene, safe water
and nutrition

Teachers' perceptions of impact
of HAS on themselves, children
and school

Teachers' perceptions of
strengths, weaknesses,
opportunities and constraints of
HAS

Teachers' understanding of HAS
and Child-to-Child concepts;
children's participation in
learning process.

As above. In depth account or
'story' of teacher's experience
with HAS

Teachers' capabilities in following
active learning process; attitudes
to children; gender issues, etc



Stakeholder group

School nurse

Parents

Directors from IED

Current and past HAS
staff members

Staff from SC- UK

Child-to-Child Trust
advisers

Partners from expansion
schools in Karachi

Partners from HAS
Steering Committee

Provincial Minister for
Education (Sindh) and
Managing Director of
Sindh Ed. Foundation

Managers, trainers, field
staff and teachers of
Sindh Education
Foundation

Research tools used

Key informant interview

Key informant interviews

Key informant interviews

Key informant interviews

SWOC analysis

Key informant interviews

SWOC analysis

Observation of meeting

Key informant interview

Key informant interviews

Lesson observation

Date elicited

In depth account or 'story* of
nurse's experience with HAS

Perceptions of benefits of HAS
to child and family. (Notpossible to
conduct sufficient interviews)

Perceptions of HAS and role
within IED; potential for future
development and integration

Perceptions of HAS — process,
outcomes and future
development

Programme and funding
partner's perceptions of HAS*
strengths, weaknesses,
opportunities, constraints

Perceptions of HAS from
original conceptual development
and mid-term review

Programme partners' perceptions
of HAS' strengths, weaknesses,
opportunities and constraints

Perceptions of partners on future
potential and development of
HAS, including integration of
concepts in other programmes.

Perceptions of HAS; potential
for integration in formal
education system and in SEF
non-formal education system

HAS team's role in adaptation of
HAS concepts, training, and
materials development for SEF
schools; experience of
implementation

Teacher's capabilities in following
active learning process; attitudes
to children; gender issues of
CTC; learning environment; etc.



In addition:
• Observation of physical environment in 5 pilot schools
• Review of the HAS project's extensive documentation, with quantitative and

qualitative data from a number of research studies, cited below in 2.3.

2.3. Summary of HAS Research Studies

1996

1997

1998

...4 • . - ' • • .

- Needs Assessment
(2 week visit to Pakistan leading to proposal development by
Howes andKbamis)

- Health knowledge and needs of Pakistani school children
- Traditional health beliefs and customs of primary

school communities
(two qualitative research studies as a needs analysis by Kassam-Kbams)

• Baseline
pretests

Children's health knowledge
Children's self esteem

(Quantitative data to track children in target classes through questionnaires.
Also collected qualitative data on health knowledge, attitudes, behaviour)

- Situational Analysis I
(using qualitative checklist from HPIOS through observation, interviews
and focus group discussions on the following which were repeated annually)

• Teaching methods
• School environment, School Health Services
• School management, health behaviours

1999 - Situational Analysis II

2000 -Situational Analysis III

2001 -SituationalAnalysis IV
- Post tests on quantitative data using questionnaires

2.4. Sampling
Previous HAS research has involved all children in the participating classes of the five
pilot schools. This quantitative data therefore gives accurate data on children's
knowledge and self-esteem. For this short evaluation mission, two of the five schools
were purposively selected for in-depth qualitative research: SMS Boys School of the Aga
Khan Education Service, and Pir Mehfboz, a government school (now known as
Ghousia Maspd Government Primary School). Atiya Bai school was visited only to
observe the learning and physical environment and hold a focus group discussion with
teachers. Teachers and children from Generations School and Metroville Community
School attended the Health Mela (fair) at IED, while die headteachers and health
coordinators also participated in a review workshop. Selected children from Atiya Bai,
Generations and Metroville completed the communication mapping exercise. 53 children
from Mctroville also completed the "draw and write" health action exercise.



SECTION 3: EVALUATION OF HAS PROJECT'S PROCESS

"Documentation during tbt prefectwiU'bttfptnpriority, as tb* process to improving the quaSty of schools
is as important as tbt product Ioutcome of school improvement itself, for future expansion. This will help
in HgbBgbting the enabEng and inhibiting)EKAWX"'(HAS project proposal, 1997)

3.1. Description of 5 pilot school*
At the start of the initiative, the HAS team visited a wide range of schools in Karachi
(n=40), looking for a selection of schools with different characteristics in which to pilot
the HAS approach. The following 5 schools voluntarily 'opted in' to the project The
context and conditions for each school vary widely. Each school has brought its own
opportunities and problems and the HAS project has evolved differently in response to
this.

Pir Mehfooz: A government school in a semi-rural area on the edge of Karachi. Mixed
girls and boys. All male teachers. This school has now been renamed as Ghousia Masjid
Government Primary School "

Attiya Bai: A government school in a poor urban area ("kutchi abbadis" or squatter
settlement) Supported by a local NGO. Girls only. All female teachers.

Metroville: A community school in mixed urban area. Mixed boys and girls. Male and
female teachers.

Sultan Mohammad Shah: An Aga Khan Education Services school, sited next to the
TRD campus. Double shift - girls in the morning and boys in the afternoon. HAS
intervention with the boys' section (although HAS has diffused automatically into the
girls* section). Mostly female teachers.

Generations: private, fee-paying, well-resourced school. Mixed girls and boys. Female
staff.

3.2. Original Process Objectives

In the original project proposal, process objectives aimed to achieve the following:

• Develop models of in-service training — short courses and school-based -
encouraging teachers to help each odier and share ideas.

• Develop teaching materials to support heads and teachers to organise health
action, introduce relevant content, promote effective methods for active thinking
and linking learning in classroom with action in home and community.

• Develop simple and effective systems for monitoring, involving participation of
heads, teachers, children and even parents.

• Develop more responsive and innovative management structures in schools.

A fifth issue should be added to this list, since it has major implications for the
implementation of the HAS model in schools:



• Dcvdop models for the integration of health education and health
promotion within the school curriculum and co-curricula activities.

The following sections examine whether these process objectives have been achieved and
seek to identify the enabling and inhibiting factors. Discussion in this section will focus
mainly on the five schools involved in the HAS action research intervention. However,
where relevant, comparisons will be drawn from experience in the new outreach schools.

3.3. Models of In-Service Training and Teacher Support

3.3.1. Key Findings

• The primary focus of HAS activities has been on upgrading teachers' skills.
Although the entry-point has been school health promotion, training has been used
as a vehicle for school improvement in general, addressing issues of quality.

• From its inception, HAS envisaged testing different models of training, which were
developed through the action research process. Two main models emerged — firstly,
short courses based at IED for teachers from different schools to learn together and
share experiences, and, secondly, school-based teaching, which is immediate and
responsive to die needs of individual schools.

"Through HAS training we have learnt a better tar of active methods. Before there was alack of proper
planning. We have learnt tberC*TC approach ana'; are implementing better lesson planning using the six
steps." (Health Coordinator; k e t r b ^ e School)

• All teachers stated that school-based training was more effective and the concepts
were immediately applicable in classroom teaching. However, they also maintained
that training at BED can be motivating, in exposing teachers to other learning
environments and enabling them to share experiences with other teachers.

"We need an initial 2-3 day orientation but then training should happen through lesson observations and
schoolsupport andmonitoring.This supportrutin our• teaching at the time we arr teaching it."
( Deputy Head and former Health Coordinator, SMS Boys* School)

"I think we learn much monfrom trainings and support that happen in our school It is practical and
contextual and we learn that promoting health is possible in our own resources. When /minings happen
in IED we tome, we note, but we don't do." (Teacher at Pit Mehfooz school.)

• Early progress reports indicate the difficulty of getting teachers to attend centralised
training.

ft has been very difficult to get teachers to attend training as HAS has been very conscious about
sustmnabiGty and offers no monetary incentives. Teachers atAtiya Bat school categorically told us 'We
stop biixgttacbers oft2.00 o'clock. ""(Sept. 1998 Progress Report to SC-UK)



• The feet that teachers ire now ready to attend trainings and meetings at school or at
. IED is a measure of the motivation and commitment that the HAS team has

generated over the years. This has in large part been brought about by their
responsiveness to the needs and context of the individual schools with which they
work. School based training has been responsible for this mutual commitment, for
the HAS team has demonstrated its understanding of the priorities and values of
teachers and school heads, of the unique needs of each school and of the flexible
timing required to fit training into the school day.

' I Skt the way the HAS project has evolved aWibese 3 years, completely involving the concerned schools.
As a result, the wbok project was quite Hatlor made' for us at Generations." (Headteacher,
Generations School)

• Training in HAS is regarded as a continuous, developmental process. Using
the same principles of active learning, teachers are enabled, through the training
process, to learn by doing. In school-based training, they can plan and try out new
activities immediately with their own classes. Monitoring by the HAS team enables
teachers to have ongoing feedback and opportunities to reflect on and improve the
quality of their teaching.

• The concept of training has also included intensive, individualised support for
lesson planning and for the annual development of School Health Action Plans
(SHAPs).

• Beyond training in Child-to-Chfld approaches and the development of SHAPs, a
particularly popular model of HAS training has developed called FAME (Fun
Active Methods Enhancement). These two hour school-based sessions are
requested by teachers, who select a specific method from a 'menu'. The sessions arc
open to all teachers, not just health teachers. The value of FAME training sessions
was highlighted by most teacher respondents in die evaluation.

"Lfeel the FAME sessions really made me use and generate new methods in my teaching. I bad heard of
and learnt about tbtse methods before — stories, puppets, ptdmis, SMAB2objectives, but FAME
made me practia'them,bow to do them. And I did them in health and then automatically I started to
use the methods in other subjects. For example, 1started using stories in teaching farming in sodal
studies because I noticed children listened more. They wen mere invoked and attentive and participated
more.'' ( Deputy Head and former HealthCoordinator. SMS Boys' School)

• School-based training therefore benefits the teaching of other subjects across the
curriculum. Health education, not being perceived as a 'high-status' subject, provides
a safe area for teachers to experiment with more active methods. As they gain more
confidence, these methods are then applied to other subject areas.

• The HAS team and teachers themselves identified constant teacher turnover as a
principle constraint for HAS. HAS needs to respond to these constraints through
other models of teacher support through peer training. Trained and experienced
HAS teachers, particularly the health coordinators, spontaneously volunteered
themselves as V^ast^ trainers*. With some further skills development, they can
become trainers or mentors for new teachers. In some cases this is already
happening. For example, one of the lessons observed by the evaluation team at SMS



Boys School was delivered by a new teacher, who was guided in planning the lesson
by the health coordinator, using the new Topic Cards developed by HAS.

• A further response by the HAS team to the problem of teacher turnover is the
creation of the HAS "starter kit*, which provides a simple orientation to the concept
of the Health Action School and includes topic cards with detailed lesson plans. The
extent to which these can be used by untrained teachers is yet to be investigated fully,
but piloting shows that the Topic cards are implemented remarkably well. (See
Section 3.5. below on materials development)

• Even where HAS teachers are highly motivated, they accept the reality that
competing priorities in schools could lead to a reduction of health activities if
support from the HAS team is completely withdrawn. As a minimum, health
coordinators said that the HAS team should continue to support the development of
the annual School Health Action Plan (SHAP) and should make one further
monitoring visit after six months.

• Children recognise the value of HAS training when they compare the approach of
teachers of health with teachers of other subjects.

"Our teachers now use more activities. They have more health knowkdg. Before the teachers were strict,
but there was no bygent in school and the teachers did not say anything." (Source: focus group with
boys at SMS Boys School)

3.3.2. Models of Training - Main Conclusions and Recommendations

• School-based training is most effective and readily applied in dairy teaching.
However, some initial centralised training is motivating for teachers to be exposed to
IED, to access the Child-to-Child Resource Centre and to learn from others'
experiences.

• School-based training should be directly responsive to the needs expressed by the
head and teachers. The FAME strategy provides an excellent model in which
teachers select the topics for training.

• Whilst school-based training is resource-intensive, it has the greatest potential for
upgrading quality standards in schools. HAS should now focus on developing the
teacher training skills of teachers they have already trained to create a multiplier
effect. These experienced teachers can support others within their own schools and,
if appropriate, in other schools.

• It should also be emphasised that HAS is an action research project, not a model
for replication* as such. The five pilot schools are spread out across Karachi and
school-based tr*«"i"g has required resource-intensive effort on the part of the HAS
team. More cost-effective and sustainable forms of training and in-school support are
demonstrated by the partner organisations which have adapted the HAS modcL The
Sindh Education Foundation Community Schools, for example, have an existing
infrastructure for teacher training, as well as field staff to provide appropriate levels
of support to schools in a localised duster.



3.4. Refining an active learning process

3.4.1 Key Findings

• HAS used the CMd-to-Child approach as a basis for developing its sequence of steps
for active learning. These follow the following stages:

> Promoting understanding of the health topic in class: teachers introduce
the topic through 'starter activities', Le. stories, pictures, poems and
discussion.

/
> Setting survey questions and then doing a survey for homework to find out

more about how this problem affects the school and/or community

> Coming back together in class to discuss what we found out and plan
action. Findings from the survey are shown on a graph.

> Taking action alone or in groups in our home, school and/or community to
promote health. Examples from HAS include drama and puppet shows,
songs and poems, and practical action, like making ORS or bringing parents'
and younger siblings for an immunisation camp.

> Evaluating our action and doing it better.

• It is the sequence of learning stages which is significant, relating learning in the
classroom to children's life experience at school and at home. However, through
action research, the HAS team has simplified these learning steps to become more
accessible to teachers. HAS concluded that the Child-to-Child sir-step approach
could be simplified to four steps in the context of their schools. This provides the
structure for the new Topic Cards developed by HAS. (With the Sindh Education
Foundation and Water and Sanitation Extension Programme (WASEP) 470in the
Northern Areas and Chitral the process has been furdier reduced to three steps, with
the final evaluation step omitted. This decision was made by the partner agencies
considering die current capacities of their teachers.)

• Most teachers interviewed knew the sequence of steps, and could recall how they
followed these steps in the most recent topic they taught Their account of the
teaching/learning process was then triangulated through focus groups with children,
in which they recounted their experience of learning the recent topic Through this
research with teachers and children and in lessons observed during the evaluation,
there is clear evidence that the schools are following the understanding and
finding out Steps.

• Many examples of health action have been noted, particularly in school Children
have been involved in making dustbins, maintaining cleaner latrines and water
sources, bringing boiled water to school, bringing healthy food for lunch and buying
less snack food from street vendors, achieving a lice-free school, and making toys for
younger children. Children also gave concrete examples of how, as individuals, they
were motivated to promote new health ideas at borne. The 'draw and write* exercise
provides evidence of the kind of action children have taken. (See section 4.3.4.) In



One school, teachers and children had supported health services in promoting a polio
immunisation campaign.

In some cases, however, it was noted that while possible action was discussed during
class, greater emphasis needs to be given to ensure that health action is actually
implemented. Because such action takes place beyond the classroom, it requires
additional effort from teachers and children. It will be important for this step to be
closely monitored by teachers, children and programme staff, in relation to each
individual health topic, to ensure that health learning is always followed through to
health action. This application of learning is a vital stage in the process, both for
educational and health promotion outcomes

A key issue affecting how the health lessons were delivered was its location on the
timetable: designated a specific time or integrated across the curriculum. The
two government schools had been issued a directive to allocate a specific time for
health education. The other schools had sought to integrate health into the teaching
of other subjects - ie. science and social studies. In SMS school, die responsibility for
HAS teaching sometimes changed between subject teachers half way through the
term. This has created problems with continuity, but also with a sense of ownership
and responsibility amongst teachers. As discussed in Section 4, the model achieving
greatest impact is the one where health education has been allocated a
separate space on the timetable and has been embraced as a 'whole school'
initiative, not just for one grade.

3.4.2. Main conclusions and recommendations

• In terms of improving teacher quality, HAS appears to have rightly focused
attention on the first two steps: understanding and finding out more. Excellent
'starter activity1 materials (stories, posters, games, etc) have been developed to
promote active learning and understanding of the health topic Teachers also
demonstrate that diey understand and are able to use simple research methods (eg.
surveys) with children for the step of finding out morz.

• While there is evidence that children have promoted a range of positive health
actions, increased emphasis can now be given to help teachers always to follow
through the full sequence of steps, ensuring that health action is planned and
actually implemented and evaluated by children. (See Section 43.4. on children's
health actions.)

• A focus on health action needs to bear in mind the enabling and inhibiting factors for
children in themselves and in their environment. The potential for children to take
health action largely depends on three critical factors - die children's confidence
in their own abilities; the teachers* belief in children's capacities; and parents* belief in
children's capacities and acceptance of dieir role as health promoters, (ref. Review of
CbUd-to-Cbild ocA/Uits with SC-UK Nepal, 1997.) As discussion on the outcomes of die
HAS intervention demonstrate, much has been achieved in strengthening children's
confidence and self-esteem, and in shirting teachers' attitudes to children. More
attention may be required in banging about a positive change in parental attitudes to
children. This requires further research.



The impact which the HAS intervention has made on improving quality in a difficult
educational environment is very significant, the mote so in the most poorly resourced
government schools with the least-trained teachers. These achievements are
discussed in Section 4 on outtomts.

3.5. Health education materials and curriculum development

3.5.L Key findings ...^

• The Child-to-Child Resource Book, widi activity sheets, was translated by HAS as a
key resource material. This Urdu translation, Stbat-ki-batein, was well received, but
was found to be too complex for adaptation by teachers into simple lesson
plans.

• The HAS team recognised that for the experience of the HAS project to be more
widely accessed, a simpler set of materials was required. The HAS team has now
developed a kit containing a guide to being a Health Action School and a series of 30
Topic Cards on a range of health topics. These topic cards have been developed out
of extensive work on developing, testing and revising materials based on HAS action
research in schools. The topic cards provide a clear and usable String* of four
lesson plans following their Four Step approach.

• %

• The topic cards help teachers to teach a string of lessons following the learning
sequence. In one lesson observed, an untrained teacher had been supported by the
school health coordinator in planning a lesson using a topic card. The teacher was
checking that the children actually understood the concept of the four steps.

• After testing, the topic cards are currently being finalised and translated. Teachers
report finding the cards easy to use, either directly, or as a basis for their own
lesson planning.

• The topic cards have been designed according to an overall scope and sequence
chart for a health education curriculum for primary schools. (See Appendix 1.)

3.5.2. Main conclusions and recommendations

• Action research has been used in HAS to develop materials which are of high
quality and relevant to the context and needs of their teachers and schools.

• The health content of the Topic Cards should be checked with the new version of
Facts for Life, to ensure they arc in line with the latest health information. In
particular attention needs to be given to the card on HIV/AIDS to ensure that it
presents accurate information, while respecting the cultural context Assumptions
about cultural sensitivities in discussing sexual transmission need to be tested with
the audience and compared with other HIV/AIDS materials produced for Pakistan.
(In one focus group, female teachers described how they were trying to allude to
preventing sexual transmission by talking of the practice of purdah. They clearly



perceived the need to discuss all forms of HIV transmission and needed further
support to do so appropriately.^

The proposed second volume of HAS's resource manual, Sebat-ki-bateint should
. include the HAS starter Idt, topic cards, and curriculum scope and sequence charts. It
can also include a simplified version of the FAME (Fun Active Methods
Enhancement) materials. The format for these material should be discussed with
key stakeholders: the options are either for a single manual (with a pocket at the
back for posters, etc, to use in class); or a fabric bag containing separate topic cards
and other laminated materials. It was noted on the field trip to rural Sindh that the
resource manual developed by the Sindh Education Foundation with support from
HAS is accessible to and well-used by teachers.

While in an ideal world, schools select their own healdi priorities and develop
activities in response to what the teachers and children find out about their
immediate health context, the HAS materials recognise the reality that teachers
in Pakistan need specific and simple guidelines to gain confidence in using
active learning methods. For the HAS learning approach to be more widely
accessible, it is necessary to begin with the more prescriptive but interactive step-by-
step guidelines laid down in the Topic Cards. It will not be possible for other schools
to have the kind of intensive support that the HAS team has provided to its five pilot
schools. The HAS Topic Cards will provide the basic orientation to enable teachers
to become more confident in using these ideas. Only then will they be able to
experiment with more independence and creativity in planning their own topics with
the children.

A clear strategy needs to be developed for die wider dissemination of HAS's
healdi education materials. (See Section 5 on Expansion and Outreach.)

3.6. Monitoring systems

3.6.1. Key findings

• As an action research project, HAS has evolved a detailed system for monitoring
and documenting the process in each school. This includes monitoring tools used by
teachers and children, as well as those used by the HAS team for on-going
monitoring. At school level, teachers and children initially monitored using an
environmental checklist However, diis was time-consuming and was later dropped.
Teachers monitored their activities dirough the feedback space on their lesson plans,
as well as through monthly school-based meetings to review work and progress on
the School Health Action Plans. The HAS team monitored progress using lesson
observation forms and feedback discussions with individual teachers. They also
facilitated 'experience sharing1 meetings every six months for all the schools at IED.
The Situational Analysis tool was used in each school annually. Finally, the project
scheduled externally facilitated mid-term and final evaluations as well as prc and post
tests at the start and end of the pilot project

• The HAS office has therefore maintained detailed files on each school, which arc a
mine of data and include: School Healdi Action Plans; a tracking record for each



teacher, file notes on meetings and discussions; correspondence; training reports;
lessons plans and observation notes; examples of children's work; annual Situational
Analysis, etc

• Although Step 4 of the HAS learning process envisages children being involved in
evaluating their activities, teachers have been found to be somewhat resistant to this
idea- Evaluation is thought to be the task of teachers, not children. This will require
further inputs to convince teachers of the importance of children's participation in
evaluation- j

M\

3.6.2. Main conclusions and recommendations

• While this level of detail has been necessary for the action research process, it will be
important to consider what are the minimum monitoring requirements and key
tools that should be in place to track quality and process in new schools and
education programmes adopting the HAS approach. This should consider both
methods for teachers and children to monitor their own activities, as well as effective
tools for programme staff to support teachers and monitor progress.

• Particular training modules could be developed to focus on approaches to children's
participation in monitoring and evaluation. A number of PLA (Participatory
Learning and Action) tools have been adapted for use with children, by the Cbild-to-
Child Trust, Save the Children and other programmes. These child-centredparticipatory
research methods could form the basis for such training.

• HAS* original process objectives envisaged the development of 'simple and effective
systems for monitoring, involving the participation oj beads, teachers, children and even parents.' In
focus groups, teachers noted how they had become more conscious of tracking their
own teaching activities and progress. Greater focus now needs to be given to
involving both children, as discussed above, and indeed parents in monitoring the
Health Action Schools.

3.7. Educational management structures

• The project's process objectives sought to 'develop more responsive and innovative
management structures in schools'. The excessive rates of staff turnover experienced
amongst teachers and, .in particular, amongst heads in the HAS schools has made it
difficult to have a major impact on management structures. (Only one school has the
same head who was there when the project began). However, teachers have noted
how participation in the HAS project has provided them with the skills and
confidence to take on greater leadership roles. Three HAS health coordinators have
subsequently been promoted to senior management positions, as deputy heads. HAS
team members wonder whether this is a phenomenon where, through HAS, mey
bring out the 'best' in teachers and then the 'best* teachers axe promoted to managers
and hence teach less! If these teachers can now be helped to develop their own
professional training skills and be mandated to train and support other teachers in
their schools, then the investment in their HAS training will not have been lost
Some impact may also be made on how educational managers in schools perceive
their role and responsibility to promote quality in the classroom.



The role of the Health Coordinator was also crucial in ensuring that the head did not
feel burdened by the HAS programme and hence there was no block to it becoming
part of the system. The heads were amenable to timetabling health education, either
as a separate subject or integrated within other subjects.

Initially, the HAS team sought to get parents involved in school management, but
faced major resistance from school heads. At present, the government schools have
non-functioning Parent-Teacher Associations, whilst the private schools have no
formal parent representation at alL As discussed below in Section 4.5, there has been
a shift in teachers' attitudes to parents, so it may be possible for the project to revisit
this issue. Participation of parents in decision making and management processes at
school level on health education is regarded as a key issue in effective school health
promotion which links the learning experience with real life.

3.8. Main constraints

• The achievements of the HAS project have been won against major constraints. Dr
Hugh Hawes, co-founder of the Child-to-Child Trust, who assisted the HAS team in
developing its original project concept, stated that, in his view, the HAS project is
operating in one of the most challenging educational environments. The following
account of one of HAS1 'success stories' - a government teacher who became a
Healdi Coordinator - is a sobering reminder of the harsh realities of this context in
the school and wider community.

A Government Teacher's Story

"This is a story of a Government teacher in a health action school The only teacher we have in either of
our pilot government schools who has been with us since the start. The only teacher who has attended all
of our trainings. Sometimes, the onhf teacher in the school bandBng 5 classes of children, speaking Balochi
and Sindhi, and their siblings in a preschool class. His pay is Bttle, his hope is much. He volunteered to
become the Health Qy-ordinator of bis school and manages the school health programme.

Our teacher has worked under 4 different bead teachers over the past 3years. He has become frustrated
at being told by other teachers that be is a bad ttacber because be has got rid of bis stick and now his
children are undisciplined. His new Headmaster tells him that bis children make too much noise and do
not study. They are always drawing (on the back of old calendars be collects and used paper that the
HAS team occasionally gives him), or acting in role-plays, or playing games and making puppets. Our
teacher believes children can learn through play.

But one day our Government teacher lost bis coot and told the bead master that teaching could be fan.
Should be fun! He challenged authority and that got him into a lot of trouble. You see, the head was
also a member of the teacher's association that held a lot of political clout in the milage. Our teacher's
door was knocked upon one night and be, and bis family, was reminded who the Head was in the school

Quite rightly, our Government teacher was frightened and the next day with bis brother showed up at the
TED asking to see the Principal Investigator of the HAS team. He pleaded that she write htm a "No
Objection Certificate" so that the Government would release lam from the project and the school far him



to apply do a BEd. But the truth was thatbe never reallywantedto do aBEd. Hifelt be would learn
as much, or as SttJt, from it as from tbt Primary Teacher's Certifies** be bad done, when lesson
observations by bis teachers meant being pvtn a scon at the end of the lesson on apiect of paper. This
was so uaSke the feedback and debriefing and suggestions by HAS team members who obstrvtd bis
health lessons and praised him for bis efforts. So be never enrolled for bis BEd And the next alternative
was a transfer to another school.. . but probably not a different thinking bead.

Tbt HAS team mas depressed. What was the point? Could any difference ever be made in the
government system without change at all levels? Tbtjl approached the Directorate of Primary Education
through their steering committee deputy dmcffihbo kindly visited the school with the Principal
Investigator. On arrival at the school they found present not only all the teachers but also 4 supervisors,
the District and Assistant District Education Officers. The battle began between tbt Head and our
Health Co-ordinator, the government teacher. Everybody forgot about the children. The voices of the 10
adults drowned that of the 100 children. How could a school bt health promoting when teachers bad no
respect for each other? XFbost responsibility was the health of the children? Did a government school need
financial resources to bt health promoting-. .orfust the will?

\ •
These questions were asked and debated until, the adults alt realised they bad forgotten tbt main stake
holders of the education system, the children, THEIR children, who by now bad gone home to take cart
of their younger brothers and sisters. The Head and the government teacher hugged each other, said they
would keep outof each other's way but be good role modelsfor the children.

Today the Head sits with the teacben to plan their health topics. Ht even suggests relevant health themes
aid activities for theSchool'Health Action Pfafc^tMis slowly becoming convinced that children can
learn and bavejun at the same time; When asked wbyt^he says more children come to school on Fridays,
for:JFridays are the days on whichhealth & taught. Tbt'Head"himselfhas now begin teaching using
pictures and "low cost high thought""materials:in\;cfass^sjon other days. Children now have face to fact
i & b ^ i i b b f b k

When the mid term reviewer asked our government tsacber why he continued to participate in the health
Maori-schools programme even though-bt gets no txtm money for doing so, he rtpBed "because people Eke

you come to see me and come to see my school and because it is not only the children who art learning
through this programme". However, in the end, the pressures were too great for the health coordinator
and he left the school in 2001. (Reflection by Tasbmin Khamis)

• The single greatest constraint to the development of HAS has been staff turnover in
schools. Between 1998 and February 2002, 146 teachers from the five HAS schools
were trained. Only 78 teachers (53.4.%) remain in those schools. In two schools,
SMS Boys and Metroville, only 16% of teachers have been retained since the start of
the project. This is a common factor in most school systems in Pakistan and
represents a major challenge for sustainability and maintenance of quality standards.
It is difficult for the initiative to build a 'critical mass1 amongst school staff, with such
high turnover.

• Of the five schools, only one has kept the same headteacher since the beginning of
the project This again presents a major challenge to maintaining levels of
commitment in the school management



Table to show HAS staff turnover since the start of the Programme (1998-2002)

School

Atiya Bal GovL
Girls School
Generations' School
Metroville
Community School
Pir Mehfooz Govt.
School
SMS Private School

Retention Rate of
Teachers
67% (2/3)

70% (14/20)
16% (4/24)

33% (2/6)

16 % (3/19)

Number of Head

2

1
6

3

2

Number of Health
Co-ordinators (HQ
2

3
4

2

5

(Sount: HAS Fiita/Report, Jan. 2002)

HAS remained committed to using only the resources available within the system
itself, not providing additional resources which would not be sustainable when the
model was taken to scale. Therefore, in terms of improving the health environment
of the school, the project faced a major constraint in trying to secure water supply. In
one government school, the water was finally connected after four years. In this
school, the latrines still remained closed because the waste disposal system required
electricity and the school could not afford to get connected-

Whilst commitment has been generated amongst the teachers and school
management, there was, in some cases, not enough support from managers at higher
levels in the system, such as from academic managers or at school system board
levels, eg. AKES and Community-based Schools.

In the better resourced schools, competing educational programmes and too many
new initiatives may have diluted the impact of HAS. A lack of synergy between these
initiatives at times undermined the HAS intervention. For example, in one school a
life skills* programme was initiated independently of the HAS activities.

Since Health is not examined by school systems, it is not represented in textbooks
apart from isolated topics in Science and in Social Studies. Health therefore does not
have a designated place on the school curriculum and HAS has needed to negotiate
for time. This *low status' is both a constraint and an opportunity, since teachers feel
more able to experiment with new methods in a subject which is not examined.

A further significant constraint, given the original design of the intervention, has
been the non-functioning of school health services. Only in SMS Boys' School has
there been a consistent presence of a health professional. (Discussed below in
Section 4.7.)

As discussed in Section 6, there is now a significant gap in the HAS team, since the
original team members have moved on. There is an urgent need to recruit new staff
to complement and strengthen the capacity of the remaining team. In addition to
this, HAS needs to be further institutionalised within EBD's programmes, so that it is
regarded as a mainstream activity and recognised as receiving core funding.



SECTION 4: EVALUATION OF OUTCOMBSTN HAS SCHOOLS

4.1. Original objectives as stated in HAS project document

a. To develop prototypes of health promoting schools in Pakistan
Research target to evaluate the efficacy of a particular methodology. To test the
hypothesis that this approach:

• Increases health knowledge and changes health behaviour of children,
their families and staff at school

• Increases children's retention in school
• Develops children's ability to participate in learning, to think and to

take decisions (Le. improves life skills and self-esteem)
• Improves methodology of teaching health education through linking

learning with action
• Shows positive educational results with reference to the well-being of

the school and the performance and attitudes of the teachers and
children.

b. To share lessons learnt with other systems

c To introduce school health education into IED'sprogrammes

d. Advocacy atpolicy level to influence systems:
To encourage policy makers to give serious consideration to recommendations
resulting from the project. How can content and approaches of HAS be
incorporated without involving any major changes in policy or major increase in
existing workload of teachers?

4.2. Categories for analysis

Findings from analysis of outcomes drawn from <ri*rmg HAS documentation, as well as
new research data, have been grouped into the following categories:

• Direct benefits for children
Health knowledge
Self-esteem
Health communication
Health behaviours
Social well-being: relationships between children and teachers

relationships between children themselves
Participation in learning
Inclusive education, including gender
Eady childhood care and development
Conclusions: Quality of HAS learning experience

• Direct benefits for teachers
Professional development
Self-esteem, motivation and fulfilment in role



• Benefits to school and community

Relationship between parents, children, and teachers

• Impact on school environment

• Linkages with health services

• Characteristics of health promoting sthool —a commentary

4.3. Direct Benefits for Children

4.3.L Children's Health Knowledge

• The HAS intervention has given a focus to health education in schools and improved
the way in which it is taught Pre and post test results show an increase in levels of
children's health knowledge. The most significant increase is demonstrated in the
poor rural government school, Pk Mahfooz.

Graph 1: Comparison of Health Knowledge
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As graph 1 shows, the most significant (p <0.05) impact in terms of benefit to
children's health knowledge (pre vs. post test) is seen in the poorest government
school in the rural area, where schools are smaller and may be multigrade.

Focus group discussions and inteiviews with children revealed that when children's
interest in a topic is engaged and mey are actively involved in relating this health
information to their own lives, they are more likely to remember i t

"I Eke my doss (health) ttatber because sbt is vmkkindandsbt gets angy nan}]/, only when nt make
noise. The most important thing I £ke about btrts that sbt invokes us in discussion during the lesson,
while the other teachers usually just ttacb us tbtuessom. When our teacher teaches us a health topic she
asJu us to gather information and »* maJugvpbs.... I realty Bhtdsome of the health topics because the
teacher used pictures. For example, sbt Aim apittun ofadhwtg table with differentJoods on it It was
perygwd and?remember it. "(Class IV student;SMS Soys School)

4.3.2. Children's Self-Esteem

• The HAS baseline study included a modified version of the Lawseq questionnaire to
measure children's self-esteem. In all except one case there is an increase, again most
significantly (P<0.05) in the low-income rural government school.

• According to HAS' final report of January 2002, despite major problems with teacher
turnover and internal staff tensions, we see a significant improvement in health
knowledge and self esteem of children in the Government rural schooL Two main
factors have been identified which might explain why such gains are noted in the
poorer schools — one government and the other community based:

• The use of mother tongue: When mother tongue is used as opposed to the
language of instruction (English or Urdu medium) children understand the health
messages better and participate more in their learning.

• The involvement of the whole school: In odier schools only particular target
classes received health education. However, when the whole school participated
in health education and the health action programme, better gains are noted in
terms of increased health knowledge and children's self esteem.

• The scores of the two private schools support these conclusions. In Generation, the
gains are marginal while in SMS self-esteem levels appear to have dropped. SMS
Boys and Generations are both well-resourced schools and HAS represents only one
of a number of special on-going programmes, unlike in the government schools,
where HAS brings a unique stimulus and innovative educational experience. In the
private schools the impact of HAS is therefore diluted. Moreover, bodi schools insist
on English as the language of instruction, which may affect children's understanding
of and identification with the subject matter.
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Graph 2: Comparison of Self-Esteem scores - pre and post intervention

(Source HAS Project Final Report, Jan. 2002)

•Note: there were statistically insufficient children »t the girls' government school, Atiya Bai, to
conduct this study with the Mine group pre and post intervention.

This change in children** confidence and self-esteem is also evidenced In the
qualitative data pre and post intervention. Such confidence and motivation is also
central to children developing positive attitudes to learning - believing that they have
the ability to learn. and develop and take action on their own, including
communicating their ideas and concerns to others.

4 3 3 . Children's Health Communication

• One of the child-centred participatory research tools used with children during the
evaluation was communication mapping. In this, children draw and write in response to
the open questions: "Whom do you talk to? What do you talk about?" This provides
insights into the patterns of communication between children, their families and
friends. The tables below analyse their responses in relation to different family
members and provide insights into the range of topics children involved in the HAS



project discuss with their families and friends. (See Appendices for examples of this
tool).

It is evident from die communication mapping exercise that children talk about
health issues at home. Some spontaneously highlighted health as one of their main
topics of communication - with their mothers (8%), with their sisters (7%) and with
their bromers (6%)., although these figures could not be triangulated with parents'
responses. However, it was noted from the individual interviews and focus group
discussions that children did not hold) a strongly defined image or identity for
themselves as 'health communicators'. The data shows that children do discuss
health issues spontaneously at home, D*ut uSey do not appear to characterise their role
distinctively and overtly.

As is clear from the findings on children's health knowledge and self-esteem, children
in the HAS schools are now well positioned to become more proactive in
communicating on health issues with family and friends. As discussed above,
the HAS project can in future give greater emphasis to strengthening this dimension
of children's participation, linking children's laming with action, both in passing on
health messages and in taking practical action. It should be noted that such
communication is 'two-way1. When children gaining positive feedback from the
interaction which in turn serves to strengthen their sense of competency.

Children will require support to enable them to communicate effectively on health
issues. Communication skills are central to life skills development. Whether children
are conducting a survey or trying to communicate a health message, they
need skills in determining how to communicate appropriately and effectively.
Children can perform role plays to strengthen their identification with the role of
'health communicator' and to practise their communication skills. They can also role
play to evaluate what actually happened when they talked to others about health and
to work out how they can communicate better.

TABLE 3a : Children's communication with their mothers

Topic of communication
Asking for food (21%)
About school (10%)
Helping me with my homework (8%)
About health topics (8%)
About money (7%)
Sharing problems (7%)
Helping with housework (7%)
Buying school items (5%)
Complaining about beating (2%)
Getting hair cut (2%)
Going out to play with friends (2%)
About secrets, wishes & dreams (1%)

Percentage of child responses

••r
Same: CbUdnn's communication mapping "Whom do you talk wsibf What do you talk, about?" (103
respondents)
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TABLE 3b : Children's communication with their fathers

Topic of communication
Asking for money (24%)
About school (14%)
Buying school items (8%)
Sharing problems (3%)
Help with marketing (2%)
Requesting prayers for exams (2%)
Listening to stories (1%)
Asking to go to school (1%)
About health topics (1%)
About computer (1%)

Percentage of child responses

r11•
TABLE 3c : Children's communication with their sisters

Topic of communication
Mutual help in studies (30%)
About play (12%)
About health topics (7%)
Helping in housework (6%)
Sharing ideas (4%)
Lending books & pencils (4%)
Helping with shopping (3%)
Love and friendship (2%)
Helping to go to school (2%)
Resolving conflicts (2%)
Asking for money (1%)

Percentage of child responses

iirIT1•r
TABLE 3d : Children's communication with their brothers

Topic of communication
Mutual help in studies (14%)
About play (11%)
About health topics (6%) .
Love and friendship (5%)
Asking for money (5%)
Lending books & pencils (5%)
Helping with housework (3%)
Buying items for brother (1%)
Sharing ideas (1%)
Telling stories (1%)

Percentage of child responses

1 •
prI1i

Sourn: Cbildrtn's communication mapping: "Whom do you talk with? What do you talk about?' (103
respondents)
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Additional data on children's communication
Out of 103 respondents, fewer children mentioned other family members and friends.

• 8 children mentioned talking with their grandparents. Topics included: talking about
school (5); about grandparents' young Efc (1); grandmother telling child about oral
hygiene (1); reading the Quran to grandmother (1).

• 4 children mentioned talking to their uncles and aunts. Topics included: requests for
money (2); about school (1); request fortvater (1).

• 5 children mentioned talking to their teachers. Topics included: requests not to beat or
be angry (2); about health (2); requesting help (1).

• 16 children mentioned talking with their JHenJs. Topics included: sharing problems
and talking (8); playing together (4); helping in studies (2); sharing pencils (1);
advising not to lie (1)

\ .
• 2 children mentioned fallHng with their cousins. Advising not to tell lies (1); not to

walk alone (1).

Source: Children's communication mapping "Whom do you talk with? What do you talk about?' (103
respondents)

4.3.4. Children's Health Behaviours

• The impact of HAS on children's health behaviours has not been measured
quantitatively pre and post intervention, although qualitative evidence in project
documentation and reports from teachers and children in focus groups and
individual interviews cite a number of examples of improved health behaviours.

• Existing qualitative evidence of improved health behaviours in children include:

• Increased numbers of children bringing boiled water to school (all schools)
" Children bringing 'healthier' food to school in lunch boxes (SMS Boys and

Generations) and avoiding junk food and buying food from street vendors
• Children bringing their parents and younger siblings for immunisation (Atiya

Bai)
• Children taking initiative to maintain a cleaner environment at school (all

schools)
• Increased personal hygiene in relation to hand washing (Atiya Bai, SMS Boys)
• Effective anti-lice campaigns (Generations )
• Greater concern for the well-being of other children (reported by SMS

teachers and evident in the 'draw and write1 tool with children).

• An analysis of the draw and write exercise with children also indicates their levels of
self-efficacy in promoting health action. Children were asked to draw and label a
picture of an action they had taken to help another child to be healthy and happy.
Allowances should be made for some of these responses being 'socially desirable',

4?



although efforts were made by the research team to discuss the picture with the child
to check that it represented a real event

QlflS6l- ui
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example of tbc children's 'draw and write' took "How did you help another child to be healthy and happy?"
This child bos written; "I helped a lame woman when ber stick fell down, I picked and give her. " Many of the
hL4S schools bat* done projects on disability and developing positive attitudes.



TABLE 4: Health actions self-reported by children

Children were asked to make a spontaneous drawing and write about a real example
when they had done something to make another child healthy and happy. Once their
drawing was complete, researchers talked with the child to check details and verify that
these actions actually took place. However, as discussed earlier, it was not possible to
meet parents to triangulate the findings with their responses.

, 1 .
Type of self-reported action to promote health
and happiness in another child /
Helping in household chores (18%)
Giving water (usually boiled) to another (10%)
Lending school items (9%)
Advising not to eat junk food (7%)*
Helping/being land to younger children (6%)*
Advising about hand washing (5%)*
Helping friend to pick up dropped bag, etc (5%)
Advising not to play in dirty sand (5%)*
Solving quarrels (4%)
Playing together and sharing friendship (4%)
Advising adult not to smoke (4%)*
Sharing packed lunch (3%)
Helping disabled person (3%)*
Helping classmates to learn (3%)
Helping a sick person (2%)*
Preventing accidents at home (2%)*
Rubbish disposal (2%)*
Helping a child who has fallen down (2%)
Single miscellaneous responses(6%)

Percentage of child responses

IP—IHF••p
•1
MrmS3
•
•

Sount: Children's spontaneous drawing and writing "Whom do you talk vitb? What do you talk about?' (98
respondents)

41% of children reported actions relating to health topics taught as part of the
HAS initiative. (These topics are marked with an asterix.)

A number of the other responses indicate children's caring attitudes to others and
are indicative of the health of the social environment of these schools, including
many different examples of empathy and cooperative behaviours.

However, research on the transfer of health knowledge into health action
should form a primary focus in the next stage of HAS implementation.
Improved health knowledge and increased self-esteem are certainly two important
determinants of healthy behaviour, but they are not all. This area requires more
emphasis in future action research While observation in schools and interviews with
children and teachers suggest that some health knowledge is transferring into healthy
behaviours, this cannot be assumed and needs to be monitored closely and be further
emphasised in training support to schools.
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HAS has tightly given emphasis to the qualify of the teaching-learning process as the
foundation for health promotion in schools, marking its impact on health knowledge
and self-esteem. However, as a health action intervention, it will need to monitor
more systematically the follow-through to children's actual health behaviours. Ideally,
this would be monitored in relation to each health behaviour, topic by topic Where
there were factors preventing the implementation of such behaviours, these need to
be recognised and addressed. Children themselves can be involved in monitoring
health behaviours.

i
A good example of involving children in monitoring has been reported in the work
HAS helped to develop with the Water and Sanitation Extension Programme
(WASEP) in northern Pakistan. In this project, children monitored each others'
hand-washing behaviour.(Alibhai and Ahmad 2001). However, it may be argued that
WASEP has a more explicit emphasis on changing health behaviours, rather than on
the quality of teaching and learning. Its Child-to-ChUd activities are facilitated by
health promoters, not by teachers. (See Section 5 on HAS Expansion and Outreach.)

It is important to note that HAS never intended to measure changes in health
status (incidence of disease, nutritional status, etc.) as it was not thought
feasible in the 3 year time limit. It is also difficult to measure the impact on health
status as a result of Child-to-Child activities in isolation from other interventions.

The health environment is clearly linked to children's ability to practise health
behaviours. One lesson, observed by the evaluation team, about intestinal worms
was conducted in a HAS school with non-functioning latrines strewn with faeces. In
this case, the waste disposal system in the school latrines requires electrical pumping
and the school is not connected to an electricity supply. Against great constraints,
this school has, however, managed to secure a water supply. Meanwhile, in other
HAS schools, great progress has been made in maintaining sanitary latrines and a
water supply for hand washing. This is clearly evidenced by the observations in the
baseline study and during the evaluation visit

It is also vital that health information given to children is checked against the latest
research and is aiso linked to the context of the local community. Incorrect
information well taught could have serious implications. (An example of this
was noted in the field trip to rural Sindh. It was found that the message on mating
ORS has not been checked for local interpretation. Locally used spoons are large and
so there is concern that too much salt is put into the ORS. As discussed in Section 5
on Outreach, HAS will have a key role in monitoring accuracy and consistency of
health content in educational materials produced by implementing partners.

More intensive research and follow-up at community level, particularly with
children's families, would indicate how health behaviours are determined or
influenced by a range of factors, including information., motivation, tbe ability to act (life
skills) and an enabling environment. An analysis of these factors in relation to the usage
of oral rehydration therapy illustrates the multiple issues which need to be considered
in developing healthy behaviours. It is not easy to develop or change health
behaviours, but if a school intervention is committed to health promotion, teachers
(and to some extent children) need to be involved in analysing factors which
determine whether a health behaviour can be implemented, and in planning activities
accordingly.



Table 5: A 'Planning and Measurement Framework' for Health Behaviours
Tins shows the causal pathway bttwttn activities and health goals. This example relates to CbUd-to-
CbUd action on reduction of child deaths from dehydration. The table is read from left to right,
demonstrating bow specific interventions impact on factors which determine whether a child can or cannot
take action, which ultimately impacts on the health jpaL
Interventions

Teachers pass on correct
information using HAS
materials

Children practice passing
on message through
songs, posters, etc
Practice ""Ting ORS in
class. Discuss and role
play how to coax a young
sick child to drink

Children do survey to
find out whether/how
parents take action to
prevent dehydration

Children motivate each
other through discussion
sharing experiences

Children practice
convincing sceptical
parents through role play

Parents are consulted
before starting CTC
intervention and agree
with health priorities.

Teachers work with local
heakh workers / NGO
workers to ensure
messages on this difficult
concept are synchronised
in school and community.

Children conduct survey
to find out whether ORS
packets available, or what
home-based fluid
available.

Determinants of
behaviour

Child has correct tiifarmation
about ORT /

Child feels confident to pass on
message about ORT and make
and administer Hrinlr

Child feels motivated'to take
action

Child has communication skills to
pass on message to adults

Parents have positive attitude to
children's role as health
promoters

Child and parents understand
health concept that ORT treats
dehydration not diarrhoea
(otherwise may reject message
when diarrhoea is seen to
increase)

Low-cost or no-cost ORS
packets available locally, or local
home-based fluids promoted
in message.

CHld's
behaviour

School child
convinces
parents to
administer ORT
to sibling with
diarrhoea

Health goal

Reduce number
of child (under
5) deaths from
dehydration

(Source Framewotk developed in Measurement Project of die Adolescent Health and Development
Progtunme, WHO, Geneva)



4.3.5. Children's social well-being: relationships between children and teachers

"A school is a social unit: whether children have a good experience or a negative one depends, to a large
extent, on the quality of relationships."
(Ogadhoh and Molteno, 1998, p. 36)

• In focus groups and individual interviews, children regularly commented on how
HAS had changed teachers' attitudes to them and the way they were treated. In Pir
Mahrooz, in particular, a dramatic change has been noted in the way teachers and
children relate to each other. Corporal punishment has clearly reduced considerably
(although it is not possible to say whether it has been banished entirely).

PirMehfooz Government School
Reflections on school before and after HAS

Was Ms naliy the same school I had walked into 6years ago? I nmember 2 dosses. One with a teacher
trying bis best, but having difficulty coping with four classes in one room, unable to manage tasks and
frustrated that be bad to teach another teacher's class because the teacher was always absent. The other
class bad one 'teacher1 (in fact the school peon) holding a stick with the little ones (Kindergarden and class
1), banging it on the floor as be taught the alphabet, demanding that the children chant loudly. The girls
sat in the back virtually ignored and never asked questions. JThe children were too shy even to go and
write their name on the board when1 asked them to.

Was this nally the same school I saw yesterday, with children shaking my band confidently as I walked
in? With 4teachers on site... not quite ontime but atleast there and teaching?With girls sitting beside
the boys slowly raising their bands and being allowed to answer questions...even to ASK questions?
With no sticks in sight —and whilst it wasn't the best teaching I have ever seen, the teacher used pictures
in bis discussions and invited suggestions from the children for the survey? What struck me the most was
the relationship between the teachers and the children —it was totally different There was a two-way
communication and children were willingly approaching the teacher, discussing and enquiring of the
teacher, that was so different to tbefear of the teacher that was visible in the eyes of these same children
some years ago.
(Tashmin Khamis, 2002)

• This transformation in the social environment of the school, and in particular
in the small government schools, is one of the more remarkable achievements
of HAS. This can, in large part, be attributed to the modelling of new kinds of
relationships offered by the HAS team in their dealings with the teachers and
children. Their attitudes presented an alternative to traditional hierarchical roles in
schools between teachers themselves, and in how adults relate to children. (See
quotation below.) Special attention needs to be given to maintaining the quality of
this relationship between the HAS team and school teachers.

''Particular HAS team members (Sadia) are role models, an ideal, for me. I remember bow she taught
and spoke to the children and I want to be Bke that, I Bke to learn the pew methods, 1 see the children
enjoy them, they ask for the lessons and ask when the HAS team are coming or when they might go to
JED."
(Teacher at Pir Mehfooz school He has taught for 18 years but become involved in HAS only
one year ago.)
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"I lot* tbis school because our teachers art very good ana they discuss that at an tbeirjritnd. Our
(health) teacher told us bow to talk with young cbUdrtn and bom to understand theirfeetings."
(Glass 5 student at SMS Boys'schooL)

Even the school peon/caretaker at Pir Mahfooz, who was first encountered in 1997
regimenting children with a stick, now clearly articulated his views on the importance of a
good environment for children. He insisted on joining the children in the exercise on
"What have you done to help a child be healthy and happy", drawing a picture of the
flowers he was actually growing around tlSftschool compound.

The school caretaker wanUd to participate in the cbildrtn's 'draw and write'
exercise: "What have I done to make a child healthy and happy?" He drew
the flowers he bos planted around the school compound.

4.3.6. Children's social well-being: relationships between children

• Observation of the children in class and at play and the examples of health actions
given in their drawings showed a greater awareness of each others' needs. As the
Mid-Term Review indicated, children were being encouraged to practice
cooperative forms of learning. During the evaluation, it was also noted that
teachers actively encouraged children to relate to each other in class. In one lesson
observed at Pir Mehfooz, the headteacher requested the children to respond to
questions turning to each other, not focusing on him. (See Photo Report on page 11.)



example of (be children's 'draw and write' tool: 'How did you help another
child to be healthy and happy?" The hoy bos written: "I hep my friend for his
subject, My friend is very ... with his subject and we read our lesson. I am always
carrying his htayy bag. He also carry bis bag because it's very heavy." This
illustrates bow cooperative learning has been encouraged through HAS.

Children's drawings also indicated their feelings of competence and responsibility to
try to resolve conflict amongst themselves, and demonstrated empathy for younger
children.

4.3.7. Children's participation in learning

"Children who have a school experience when active teaming methods an used have the chance to
gradualty build up confidence in the kind of skills that would be needed for genuine participation."
(Ogadhoh and Molteno, 1998, p. 28)

• The HAS intervention's primary focus has been on developing active learning
processes in the classroom. If children are rendered passive in the classroom, then
their potential to learn, and to act upon their learning, is compromised severely.
Without their participation, diere is little real learning actually taking place.

• Active learning develops life skills, such as the ability to think critically and creatively,
to communicate, and to solve problems and take decisions. It has been argued in
Child-to-Child Trust publications that participation in the active learning process
of Child-to-Child strengthens children's life skills. (Child-to-Child Trust Newsletter,
2000.)



To maximise on children's participation in the learning process and on the potential
to develop life skills, it is necessary that HAS emphasises the importance of
working through all four steps. As discussed in Section 3, it was noted that more
emphasis was currently being given by teachers to Step 1 and 2.

Table 6 : Illustrating how HAS' Four Step Approach can develop Life Skills

A PROJECT ON ROAD SAFETY -̂ 6 STEPS

(
STEP 1: Understanding the problem: A few children have been
involved in road accidents. The school makes a School Health
Action Plan, deciding to do a road safety campaign. The children
listen to stories, perform role plays and discuss a list of road safety
rules.

STEP 1A Finding out more: In pairs children interview local taxi
drivers and bus drivers. They do a survey aod coL'ect intbnnanoa
from childrra involved in road accidents. They also soeaJt to their
families and community members. The children record this
information in graphs and charts.

STEP 3: Taking action: The children report their findings and
plan action. The children hold a Road Safety Day, with different
activities in the school and community, such as plays, songs,
poems, road safety games. They set up a system of road •safety
monitors, to help younger children cross the road by the school.
They display posters and teach about the Road Safety Code. In the
local context they teach about 'safety in numbers' crossing the
road, rather than using disregarded pedestrian crossings.

STEP 4: Evaluating: After Road Safety Day, the children talk
about what went well, what could be improved and End out
whether they had made any difference, ie. whether school children
are now practising road safety.

LIFE SKILLS

Empathy
Critical thinking
Decision making
Communication
Problem solving

Communication
Critical thinking
Empathy

Communication
Problem solving
Critical thinking
Creative thinking
Decision making

Critical thinking
Problem solving

The concept of active learning is pivotal to the discussion on quality in health
education in schools. By participating in the full cycle of the Child-to-Child approach
- from understanding, relating to their own lives, planning and taking action and
evaluating - children will become engaged in a cycle of critical thinking, action and
reflection.

"The central, and indispensable, component of active learning is the 'inner'
activity in which the learner constructs and reconstructs his/her system of
knowledge, skills and values... It is this structure which enables (the child) to
order new experiences, and thus to attach meaning both to the outside world and
to his/her role in it" (ref. Somerset. Child-to-Child Evaluation of worldwide
activities, 1988)

A distinction needs to be drawn between active learning and activity-based
teaching. Activity-based teaching involves the children in being physically 'active',



but not engaged on a 'process of enquiry', as Freire describes it. Methods such as role
play, songs, games, etc, can be used simply to keep children acuvc, or they can be
used to engage children in active learning.

In terms of transforming quality in the primary classroom, it is possible to see
schools moving along a continuum from didactic rote teaching, with children passive,
to dynamic, active learning. 7"he issue is both to plot where individual
teachers/classes arc positioned on the continuum, but also to analyse the degree to
which thev have shitted. This continuum is illustrated in summary terms below;

Passive rote
learning

A cavity-based
teaching

Active
learning

In HAS schools, once again, it is evident that the greatest transformaoon in
'':?.r\v.r.y/\earning aporoaches, and the most si^n.ificari* movement .-Jor'.t '.his
" "T '̂in'.iurn. has be--ri achieved in the government sch<"><"'!-.

4.3.7. Inclusive education

• Observation of classroom practice and comparison with the baseline data indicate
that in the mixed-sex government school impressive steps have been made to
become more inclusive of girls. Before the HAS intervention, girls at Pir Mehfooz
were isolated and left largely ignored at the back of the class. Now, overt efforts to
include them in class discussion and activity are paying off in terms or" girls' growing
confidence to participate.

"I have tisited many co-educational schools in Pakistan where the girls art virtually invisible, huddled at
the back of the class. It was therefore a joy to see the head teacher, who initially appeared very
cor.siTvativz, dirtct about 70% of his lesson to the girls. When he asked a question, boys jvouUi fling up
their arms, while the girls raised a discreet finger. Yet he noticed these hesitant fingers and coaxed the
girls to respond to the class. These are the small, but highly significant beginnings of helping girls to
become actii-e participants in classroom learning, not fust statistics for the register. Later, in a roU play, a
girl took a key role as the doctor, the figure of authority. The photo below indicates how confident and
happy she felt in this role." (RXarnegie on visit to Pir Mahfooz school)

SI



A number of the schools have done topics on understanding and attitudes to
disability. Examples of awareness and empathy for children and adults with
disabilities is evident in some of the children's 'draw and write1 responses.

4.3.8. Early childhood care and development •

• Although HAS1 original focus was on the primary school-aged child, in two schools
their activities have also included pfc-school children. Practical activities, such as
toymaking, have been conducted in allAhe pilot schools. The evaluation with children
revealed their engagement with some aspects of early childhood care and
development. In Generations and Metroville teachers have used the CtC steps
with the pre-schoolers to work on issues such as lice and ORS. Generations
pre-school teachers attribute success in combating lice in their classrooms from the
step approach of Child -to-Child 'Svhere children understood the message and found
out more in order to plan and take their accon".

" Lessons both for the Child-to-Child Trust as well as AKU-IED may be learnt from
the HAS experience of working with this younger age group on health issues. HAS
may also contribute to the new Institute for Human Development, as it did so on
their task force in the past, that is beang planned at AKU.

43.9. Conclusions: Quality of HAS learning experience for children

• In considering issues of quality in the principles and practice of basic primary
education for children, Ogadhoh and Mokeno identify five main directions to work
towards, promoting education systems that are;

• Inclusive
" Relevant to children's life challenges
• Developmental, based on an understanding of how children learn and

develop
• Cognisant of the vital role of positive adult-child relationships
• Able to create strong links between what children experience in and out of

schooL J

• In conclusion, the HAS intervention represents an inspiring model, providing
practical pathways for the first four directions. Its challenge now is to strengthen
further the linkages between children's school and home experience, by emphasising
more explicitly the connection between children's learning in school and action at
home, and by seeking new strategies to enable parents to participate more actively in
the planning, action and monitoring of health promotion activities.

'Tofilfiltheir junction>;-tn complek'socUiiu, schoolsystems-need'tobemuch^ more responsive — to local
realities,:;to> cbanevtgtimes^ and;abdpialli{toa>bat children lire txpfnmdnK"(Og^hph and Molteno,

5 Ogidbeb, K. and Molteno, NL (1998) 'A Cbaita m IJft'Sive the Children UK, London, p. 56



4.4. Direct Benefits for Teachers

4.4.1 Professional development

• A Save the Children report in Pakistan examined "What makes a good teacher?" by
asking all stakeholders in primary schooling to describe dieir 'ideal teacher'. This
provides some contextually relevant concepts for analysing the skills and attitudes of
teachers in the HAS initiative.

"The ideal teacher is seen by almost all stakeholders as a soft, loving and courteous person who
is neat, cUan and well-dressed, regular and punctual and upholds high ethical values. The ideal
teacher teaches well S/he establishes a good rapport with children, plans her lesson, explains
well, uses A V aids and activities to teach, gives and checks home work, and avoids punishing
children to a large extent," ('What makes a good teacher?" SC-UK Pakistan publication, 2002)

" in focus group discussions and individual in-depdi interviews, teachers displayed
confidence and a sence of achievement in their professional development as
leaclicrs- This is evident in me extracts from interviews below and from the analysis
of quality teaching discussed in die previous section.

" In die 'before and after HAS1 analysis that each group of teachers undertook, diey
pointed out that previously "teachers had needed instructions and did not initiate
work memselves. Now there are opportunities for, staff members to lead initiatives
and take leadership roles." (Teachers'focus group on lK)ur schoolbefore and after HAS".)

• There is a need for this process of teacher development to receive some external
accreditation and certification. This is discussed in the next section in relation to
IED's role with HAS.

A HAS Health Coordinator's Story

"I love teaching health because I feel it is new, different I learn information, not only content but I also
learn about the children, about their homes and families and bow they feel The Four Steps I follow
carefully because I feel it helps the children in the learning process e.g. if I teach a topic without finding
out more then we stop at knowledge and we do not have a MOST DESIRABLE level of children's
involvement I find the KNOW, DO, FEEL, objectives useful to go beyond knowledge and get to
children's feelings. Jfeel it helps us not only teach correct messages but that we, with the children, have the
responsibility to promote health to others.

I feel the FAME, sessions really made me use and generate new methods in my teaching. I had heard of
and learnt about these methods before - stories, puppets, pictures, SMART objectives - but FAME.
made me practice them, bow to do them and I did them in health and then automatically I started to use
these methods in other subjects. For example, I started using stories in teaching farming in social studies
because I noticed children listened more, were more involved and attentive and participated more.

J have been inspired to be meeting a need of children. That's why I teach health —to create an awareness
in children on bow to care. I have also learnt more about health which benefits my own children and



famity and neighbourhoods ibis also motivates mt. For example, I can now give First Aid to my own
children or to others in the school, even if the nurse is not around.

I had never imagined children can do so much, making toys for younger children. I was surprised by how
children were able to maMt poems on health issues. The children amazed me -bow much data they would
collect from surveys. I thought they would only collect information from their families, others would not
give them but the children received a positive feedback from the community. The response has been positive
from everyone so the process survives." ( former HAS Health Coordinator, now Deputy Head.
SMS Boys' School.) ^

. . . ' . / • • . ' • ' •

4.4.2. Self-esteem, motivation and fulfilment in role

• Action research documentation has indicated that during the years of HAS
implementation teachers became increasingly motivated, demonstrated by their
growing willingness to participate in training sessions and by less
absenteeism. As teachers' skills have developed, so their self-esteem ha;; jrown.
They have also gained a greater sense of fulfilment in their role when thev star: r.o
expenence children's positive responsiveness to their ne^.' methods of teachini?.

A New HAS Teacher

"Being involved with HAS is a new experience for me. W« teach health differently than bow I am used
to teaching other subjects. We build on children's experiences,f we promote understanding by asking
questions. In other subjects cbiUrtnfust copy. But slowly I am trying to use some methods in other
subjects also, like usingposters in Science when teaching about the Animal Kingdom. Through HAS I
have learnt bow to know children and bow to involve them in their learning.

I think we learn much more from trainings and support that hopper, in our school It is practical and
contextual and we learn that promoting health is possible in our own resources. When trainings happen
in LED we come, we note but we don't do.

I teach health because I see a need for it. I see bow our children suffer because of unhealthy behaviours
such as not wearing slippers. 75% of diseases can be prevented if children know bow. This motivates me
to teach."( Government school teacher.)

• Teachers also perceive the direct benef i ts o f health educat ion to themselves
and their families. They too have gained important health knowledge and
challenged incorrect beliefs through exposure to HAS materials.

"I have a girl of 7years. She developed the habit of nail biting and her nails remained dirty. Then she got
intestinal worms. She became weaker and was refusing to go to school At nigbt she started rubbing
(itching). Her mother told me that she had seen worms present in her excreta. I helped my daughter to get
rid of this habit. I took her to the doctor and be gave her medicine. Now she is okay and happy.

I came to know about worms while teaching health in my class. Befon HAS (Sebat hi Batein) I did not
know bow these worms are spread. I knew Jrom my parents that too much sugar can cause worms."
(Government school teacher)
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4.5. Benefits for Schools and Communities

4.5.1. School and community: Relationship between parents, children and
teachers

• Due to the political situation in Karachi at the time of the evaluation mission, it was
not possible to conduct research in the communities. A few parents were interviewed
when they came to the Health Mela (fair) organised at the Child-to-Child Resource
Centre at 1ED. However, a comparison of the baseline data and the findings from
the final evaluation research with teachers shows that there has been some shift in
the relationship between teachers and'parents, at least in the attitudes of teachers to
parents.

• For example, the HAS Baseline Study, conducted in 1998, describes teachers'
attitudes in one school, Atiya Bai: "Generally, the teachers had a very low opinion of
parents, suggesting that they do not really care (though the literate ones were thought
to pay more attention to their children) and they do not teach their children about
health. Teachers axe quoied ai saying: "Wf J-:Z'.' know :j ike partnts take any cart over
health... Parents send their children here so that they don't bother them at home... Parents come
home from work and they are very mud, so they don': jeel responsible for their children." (p. 16) In
the focus group discussion with the same teachers from this school, the head
indicated how attitudes have started to change.

"Tbts school has initiated parents* meetings. No teachers come from this community. In the past we used
to put doom parents. Noty I can see a shift in attitude."
(Government school head teacher)

• As discussed earlier, parents have a. critical role to play in supporting and enabling
children's health action. A strong relationship and dear communication between
teachers and parents is vitaL In other HAS schools it has proved more difficult to
initiate or sustain parent-teacher meetings and parental involvement in school health
promotion activities. The new Child-to-Child Resource Centre is trying to facilitate
the building oi this relationship. Parents are invited to the activities at the centre.
Recently, a day was also organised for the grandparents of children in HAS schools.

• The involvement of parents in health promotion provides a practical entry point for
creating a more constructive school-community link. It can also influence how
communities view the value and relevance of schools.

" Establishing and maintaining connections between school and community has clearly
proved to be one of the most challenging aspects of HAS' work. The original model
envisaged a central role for parents to participate in identifying and agreeing on
health priorities for the school's health action plan and in monitoring HAS activities
in school and home. Whilst recognising the constraints, the next phase in HAS work
should seek to identify ways to enable parents to become more aware of and engaged
in their children's health promotion work. This will help to bring about the crucial
attitudinal shift in parents themselves to recognise their children's growing
competence and to accept their role as active health promoters.



••:•.- •••>*.:.-•:>•.•• A Mother's Perspective

My son talks about food hygiene and balance diet I always make lunch at borne for my children to take
witb them to tbeir school Teachers also ask them for borne made lunch. I always take cart of my
children's health and Iffvt them boiled water. One day my son told me that he bad finished mater before
lunch break and U bothered him, as be was thirsty. I asked him that why he didn't take water ftvm
school? He replied, the water at school is not clean and you (mom) always say that we should always
drink boiled water. That's why I didn't take waterjjvm school tap.

My husband smokes. We (I and by kids) alway/try to convince him to quit smoking. One day we made
apian. My son went to bis bed before bis father and took cigarette witb him and acted as be is smoking.
As part of our plan I took my husband to my son's room and showed him that our child has been
influenced by smoking and see be is trying to smoke. My husband told him not to do that but be didn't
quit smoking. ; ,

My child always says that bis teacherpraised^me for my Work. Ajtdl never miss monthly teack-er-panr.fs
meetings, as I want to know whetbtr my child is telBngme the truth about bis performance us we U as
other issues. So I think parents and teachers should be in contact I always help my children to do their
homework and I never prefer tuitions as many of the parents send, their: children to tuition centres after
their school (Parent of Glass V student, SMS Boys School) .; ::.;V : iv; . >^^ ;: .

4.6. Impact on school environment .

• HAS* detailed data provides conclusive evidence of the impact of the project on the
school environment. The baseline data paints a vivid picture of the degraded and
unsanitary conditions in the schools, which contrasts strongly with the attention to
environmental hygiene now obvious.

•0i :-.-•• •; :. i r v; «•& Beforeand after HAS atAtiya Bai School •:, ^--v-.

The school^surroundings; were;̂ ^ described iri^tSt^l998 Baseline.̂ ;StUdy::^Tbe ttrribk state of
latrines bebindibt'schoolmeans,thatfUes. breed dndtb^Ttisa^ba^skMb^fTb^najt^ome bayards such,thatfUes. breed dndtb^Ttisa^ba^skMb^fTb^najt^ome bayards such
as wiru and, steel rods anuhd:i^.p-be latrines bave;fa£cts andJSes'and;no sink, water or soap to wash
bands.A. tank oj'wateris present but, this;-.is natrclean.'y^.^9),rTh^^f)n\i^\^\uut\on analysis
reports and .the final evaluation visit found*a^yast.improvement in. the quality of the
sanitation and water supply at this schooL The.latrines and surrounding area were cleanly
swept- -The children: also had access to water and soap and were observed washing hands
after using the latrine. . 1^^ .; •

• The HAS team has been committed to working in a sustainable way by avoiding
bringing in any additional resources for sanitation and water supplies. Schools have
clearly made great efforts to achieve better environmental sanitation conditions. In
one government school, the management succeeded after three years in getting the
school water supply connected. However, the latrines in this school are still in an
unfit state, since they appear to require an electrical supply to function and the school
has not been re-connected. The history of the HAS team's efforts to resolve this
issue is a credit to their perseverance. The team have asked themselves whether a
school health programme can operate in an environment without sanitary latrines. In



this particular school the children come from the immediate vicinity and so the
problem is not so acute as in situations where the children travel from far afield.

4.7. Linkages with health services

• Apart from activities with the school nurse in one school, it has proved impossible to
engage the school health services in collaborative work. However, the project has
sought to define this function more broadly, looking at ways in which children and
teachers can be involved in health provision within schools, for example, dirough
First Aid and nutrition activities.

• In Attiya Bai, teachers made connections with local health services to develop a joint
campaign on immunisation. This offers a positive alternative, since children's health
action in the community, and health seeking behaviours in themselves, must be
supported by health service providers.

• Teachers have received training in first aid and early detection of health problems
such as sight, hearing and oral hygiene. The role of children and teachers as healdi
carers tor and from the school needs to be explored in such contexts as Pakistan
where school health services are non-existent.

• In SMS Boys' School, where there is a full-time school nurse, the HAS initiative has
encouraged her to come out of the 'sick room* and to become more involved in
bringing about a healthier classroom through health education.

School Nurse's Experience of HAS
Since the HAS project, I am now mart involved with prevention rather than just curt. I am involved
with health checks and referrals but also with health promotion, Before HAS I never went to the
classroom but now I do, I even take first aid classes. Before I waited for the sick person to come to the
sick room. I personally have gained in confidence through attending HAS trainings and through being
involved in HAS. If we want more links with health services then we need a more top down approach.
(School ourse, SMS Boys* school)

4.8. Characteristics of a health promoting school — a commentary

The original project proposal for HAS identifies seven characteristics of an effective
health action or health promoting school, regardless of context. In summary, it is useful
to analyse whether the HAS schools have developed these characteristics.

" Attempts to identify health priorities in relation to general and local needs
of children
All schools have been involved in developing annual School Health Action Plans
which meet local health priorities.

• All teachers in the school (and where possible parents as well) should
know and approve these priorities. Communities should be involved or
consulted in their selection.
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Teachers have been involved in identifying these priorities. This has been more
effective where HAS has involved the whole school, not just certain classes. It
has proved more difficult to involve parents and other community members in
this process, in part owing to teachers' resistance and in part to the fragmentation
of urban communities. This has proved easier to achieve in rural communities.

• Teachers should be encouraged to use methods which promote real
understanding, help children to think and make decisions about health
and link health learning with action.
The sequenced learning approach (Tour Steps') and the FAME (Fun Active
Methods Enhancement) sessions have enabled teachers to develop their skills in
active learning processes. Greater emphasis now needs to be given to ensuring
that health learning is translated into health action.

• Teachers and children promote a school environment which is healthy and
a school community which is actively health conscious.
This has been achieved in HAS schools, to a large extent, although programmes
should not underestimate the constraints in delivering water and sanitation,
especially when seeking to achieve this without any financial support.

• Close linkages established with school health services.
It has not proved possible for HAS to connect with or mobilise school health
services. HAS has developed alternative models of health provision within
schools, building on teachers and children's own capacities. In future, linkages
should be strengthened with other health providers in the local community.

• Community interaction with school and community, particularly through
its children, promoting health in the community.
It has proved more challenging to establish dynamic interaction between school
and community. The HAS team recognise that, as a small action research project,
they do not have the capacity to engage in extensive community mobilisation.
Where the HAS methodology has been adapted by bigger implementing agencies,
such as the Sindh Education Foundation, it has been possible to combine work
on quality improvement in schools with community mobilisation and
participation.

• Designing the 'action programme* suited to the individual context of each
school, and thus, to some degree, planned, owned and managed by the
school and its community.
The training and school support model developed by HAS has enabled each
school to develop action plans which are fully responsive to uSeir unique context.
As discussed above, the challenge remains on how to involve the community in
planning and management of these processes.

Overall, the HAS project has made remarkable progress in fulfilling this vision of
a Health Action School, whilst its process of action-reflection has pointed up the
constraints which real school situations present to interrogate a theoretical ideal.



SECTIONS: EXPANSION AND OUTREACH

5.1. Dissemination Activities

5.1.1. Introduction

• While an assessment of the process and outcomes of HAS' outreach work was not
part of this evaluation's scope of work, nevertheless, a reflection on activities to date
and the lessons learned from this will bte central to refining a future strategic vision
for HAS. r

• An objective of the project was to share lessons learned as an outcome of the action
research with other systems (outreach) and then to expand and replicate the model
beyond the pilot phase in what was termed 'self-expansion schools' (expansion).
However, due to demand for school health promotion in Pakistan and the dearth of
expertise in the area, the HAS team found itself involved in sharing and adapting
lessons much sooner than was envisaged. Dissemination has occurred through four
main routes:

1. Publications in local media and journals as well as through Child-to-Child and
Save the Children publications.

2. Sharing of materials locally and regionally such as the Urdu Activity Sheets
"Sehat Id batein" and health topic plans.

3. Meetings and seminars both locally and internationally
4. Capacity development of other organisations interested to develop school

health programmes, through training and materials development
Some of the major milestones in adapting HAS* lessons to develop capacity for other
school health programmes are described below.

5.1.2. WASEP in Northern Pakistan

• The first major outreach activity for HAS was the establishment of the SHIP
programme (School Health Intervention Programme) of WASEP (Water and
Sanitation Extension programme) of the Aga Khan Planning and Building Services in
the Northern Areas and ChitraL HAS was asked to develop a school health
intervention to enable school children in participating villages to promote good
hygiene and sanitation practices. Today more than 100 schools in the North
(including Government, community based and Private AKES schools) cover 6 health
topics from washing hands and food hygiene to intestinal worms and safe disposal of
stools. Each topic is taught by health and hygiene promoters (HHPs) and reinforced
by teachers using the Child-to-Child (CtQ approach over three lessons: children are
introduced to a health and hygiene issue, find out more about it in their communities
and take action as a result A manual (HHP guide) developed by the WASEP team as
a part of the HAS training forms the teaching guide for the health workers. More
than 1500 school health education sessions have been conducted to date. Impact has
been measured (Alibhai and Ahmad 2001) by WASEP indicating that children's
health knowledge and practices have been significantly improved. In addition, since
the SHIP intervention, latrine use in WASEP partner villages has increased, a fact
which has been attributed to efforts undertaken by school children to promote
sanitation at the community leveL This is believed to have contributed towards a
reduction in diarrhoeal incidence in partner communities. The CtC approach is
noted to have realised benefits that were not initially planned for. These have



included an increase in children's confidence to express themselves and share their
feelings through participating in role plays, drama, songs, developing their skills for
data collection and analysis 05 they take part in surveys. Teachers have also been
exposed to new teaching methods. School attendance has also been noted to have
increase since SHIP.

5.1.3. PEP-ILE in NWFP *

• The PEP-ILE (Primary Education \ Programme — Improving the Learning
Environment) of GTZ working widifover 16,000 government schools in the North
West Frontier Province, approached/HAS to develop health education units for
teachers and parents. After an initial needs analysis, material was developed on first
aid and basic hygiene as well as toy making by HAS and the PEP-ILE team to enable
teachers to involve parents on health issues related to their children. Through their
cascade system over 20,000 primary school teachers were exposed to the school
health training and it is reported that first aid boxes were made and are being used
and maintained in their schools.

5.1.4. Stndh Education Foundation Community Supported Schools

• As a result of the first policy dialogue of AKXJ-IED on school health promotion, the
HAS team were invited by the Provincial Minister for Education in Sindh to help her
organisation, the Sindh Education Foundation (SEF), to develop a school health
programme for their 100 Community Supported Schools (CSS) in rural Sindh. The
objectives of this programme are to work for the betterment of the health
environment and health services through health education of SEF target areas. After
a needs analysis to identify health priorities, master trainers were exposed to the CtC
approach through a one-week training and developed a teaching manual on these
topics. This has been translated into Sindhi after obtaining input from teachers
themselves on classroom activities. Master trainers trained 100 teachers from the 100
one-teacher schools. Each health topic is taught over four steps, which includes
promoting understanding, finding out more, planning action and taking action.
Although no systematic assessment has as yet been conducted, the SEF-CSS team
report an enthusiasm from the community for the project as has not been seen
before and hence the health programme has actually mobilised communities. In
addition, teachers axe seen for the first time to create poems, stones and songs
themselves to teach health topics. A marked improvement in the school physical
environment is also recorded Teachers report that attendance and enrolment has
increased in some schools participating in the health programme. They have also
calculated that the cost of the health programme for the last year, including the initial
training for master trainers at TF.O and production and printing of the training
manual, works out to 47 Rs per child. SEF is hoping the HAS team will be involved
in evaluation of the health programme.



Visit to SEF Community-Supported School in Sehwan District

This school provided an excellent example of the adaptation of the HAS model to
another environment — a non-formal school system in a rural setting. The community
had built the school and were closely involved in its activities, hence the link between
school and home was already established for the Child-to-Child activities. The Village
Hducation Committee was very active.

The teacher explained how he used the manual (developed by SEF with HAS facilitation)
to work through the different steps for children's learning and action. Children reported
how they learnt about different health topics and conducted surveys in their homes to
find out how people were affected by these issues. They demonstrated a number of fun
activities — songs, drama, poems - with evident enjoyment to show how they learnt
about health and passed on the messages to others. Discussions with older girls and
mothers at the nearby Women's Literacy Centre confirmed that health learning was
indeed passing from school to home and being implemented.

The teacher stated how the training in health education had given him new ideas for
teaching and had changed his attitude LO children. "Before training 1 used rote learning. No*
the students also take part in gving ideas and taking action. X^e use group work and discussion to find
out how to help a child who has a problem. For example, if a student is complaining of headache, we
discuss to tiy and sort out the reasons. In the past I would dismiss or silence those children who were sick
or complaining. Now I think about the reasons — maybe a lack of water, maybe they art not filtering the
water."

The training has also given this teacher more health knowledge and confidence: "Before
the training I had no idea about health, for example, about ORS. The training has affected my life.
Now I have tbe SELF manual I do not need to go to the hospital every time I am sick. The community
comes to me for advice. I also gave up smoking after tbe training. Now I feel my heath has improved."

(Source: Field trip to Nandhi Therhi SEF Community-Supported School, Sehwan)

Teacher and children at Sindh Education Foundation community-supported
school



5.1.5. Afghans in Pakistan and Afghanistan

• HAS has been involved in training 70 Afghan 6eld workers to use the Child-to-Child
approach in refugee camps, transit centres and home schools in Afghanistan. This
has occurred through Save the Children UK's partners, which include Save the
Children US and its child focused health education initiative, an NGO organisation
ARR (Afghan Relief and Rehabilitation) working in Peshawer, and the AKES
supported Afghan communny-based and transit centre schools. Based on identified
needs, health topic manuals have been developed through the training, such as the
"Guide for facilitators on health education for displaced children" (Khamis and
Shivji 2001). Health topics axe taught over four steps: Understand, Find out more,
Take Action and Evaluate. In transit centres it is reported that the physical
environment has improved as a result of die health education sessions and basic
practices of drinking boiled water are now being observed.

5.1.6, Self Expansion Schools

• About 100 teachers from 20 seif-icer.nfied expansion schools in and around Karachi
have received training from HAS, 7 ot diese being from the Government sector.
Trainings have been designed to develop capacity amongst teachers on how to
deliver health education using the CtC approach, how to develop school health
action plans and how to monitor their programmes. However, follow up has not
been possible to find out whether the HAS concepts have been put into practice and
whether health education is actually occurring, or, if it is, to what degree of success
and with what quality? The HAS team is clear it does not have the capacity to
implement or monitor these programmes but it also feels a need to know if the
efforts and resources put into developing such self-expansion schools are effectively
used. It also appears that whilst the head teacher of the expansion schools may be
interested in HAS, lack of involvement of the management of the schools means a
lack of support for implementation of the healdi programme, as is seen in some
AKES and government schools. The need to set up an association or network to
address this has been identified, such as die concept of HEALTH — Health
Education Association for Learners, Teachers and Health workers.

5.2. Curriculum Materials and the Child-to-Child Resource Centre

• A CtC resource centre was set up a year ago at IED as a joint resource centre for
teachers and children widi die Primary Education Resource Centre. Its aim is to
generate and market materials and be a centre for CtC and school health training.
Based on its action research, the HAS team have developed curriculum materials to
enable teachers to follow teacher guides and lesson plans (topic cards) on 30 health
topics, based on a scope and sequence chart on the themes Hygiene and Disease
Prevention, Environmental and Community Health, Family and Social Health
(Khamis, Shivji, Bhutta, 2002). (See Scope and Sequence chart in Appendix 1.)
Teachers from both HAS pilot schools as well as expansion programmes have begun
using these materials and emphasise how useful they are and how they provide
enough direction to enable a teacher who has never taught healdi before to start. The
TAW ANA project based at the Community Health Services (CHS) at the Aga Khan
University has shown an interest to use and translate these materials for their school



heaJth education component, targeting 5000 Government schools around Pakistan
after receiving some training from the HAS team at the Child-to-Child Resource
Centre. These materials, as well as the HAS starter guide on how to become a health
promoting school and starter activities and posters, were originally envisaged to be
packaged as a HAS starter kit in a canvas bag. However, feedback from the
government sector and poorer rural schools shows that teachers feel more
comfortable with the topic cards and related materials being packaged as a manual/
teacher guide. From the evaluation team's meeting with Professor Anita Ghulam Ali,
Provincial Minister for Education, it appears that there is interest from the Provincial
Government and potential to work with the Sindh Textbook Board to ensure that
these materials are included in the textbooks.

5.3. Lessons Learned

• Most impact of HAS outreach and expansion activities appears to have occurred
through partnerships with organisations already working in the field of health or
education.

" Expansion has succeeded when programmes have been adapted and tailor made to
suit the needs of the new programme based on HAS' lessons, rather than when the
HAS model is exactly replicated.

" Where school health programmes have been developed with realistic goals in mind
and building on the strengths of the implementing organisation, greater success is
achieved.

• Capacity is developed when organisations are involved with the overall
conceptualisation of the school health programme, as well as development of the
detailed health action plans.

• More success is observed when the implementing organisation develops materials
themselves through the training process, based on their own identified needs.

• Going to scale, without compromising on quality, appears possible (SEF, WASEP)
particularly in the rural setting with small (one-teacher, multi-grade) schools where
teacher turnover is negligible.

• Going to scale is difficult through self identified expansion schools where schools are
scattered and there is no school support or capacity in the HAS team for follow up.

• The HAS starter kit should be packaged in a textbook/teacher manual format to
ensure greater uptake.

5.4. Recommendations on outreach of HAS and future of pilot schools

" HAS is well placed to develop capacity in the area of health education and promotion
in schools using the CtC approach. Its role should now shift to become a facilitator
in developing capacity in other organisations, rather than as a direct implementer.



Implementation should occur only in a small number of action research schools that
can continue to inform the academic area of health education at AKU-IED,

• The role of the five HAS pilot schools has been extremely effective. From this work
HAS has been able to develop its model and refine its methodology. This could not
have been achieved without the contribution of the children and teachers. However,
the schools each have their own unique contexts, achievements and challenges and
are not necessarily models or prototypes for others to replicate. The ownership and
future direction of school health activities is their own. It is recommended that a
synergisuc relationship continues to Be fostered between IED and the pilot schools,
as health education 'co-operating schools'. The HAS project can continue to support
them as their lead schools. When asked what kind of support from HAS was
appropriate, heads and health coordinators from all the pilot schools stated that they
would like a minimum of two visits per year, one to assist in developing the school
health action plans and a second follow-up visit However, they stressed that after all
HAS' training inputs, the health coordinators should now be in a position to train
and support other members of staff in their schools, and possibly also in other new
schools. HAS could explore the idea of developing these experienced health
coordinators as trainers. The pilot schools should aiso remain a focus for IED
students to research and work with them on their primary education and health
education courses. A few new schools may be identified for new action research in
the next phase.

• Future expansion and outreach work would best be done through partnerships with
NGOs and organisations working in the field of education and/or health. This would
build on the partnership model developed in HAS' relationship with the Sindh
Education Foundation. Interventions can thereby adapt the HAS model to their own
context, being tailor-made, based on the health priorities, needs and strengths of
implementing organisations and communities.

• It is also recommended that in the next phase, under a proposal to be submitted to
IKEA, HAS works with a small group of schools for action research, in partnership
with an organisation such as the FARAN Society in Orangi (Karachi). The model of
partnership, in building the capacity of another organisation to promote the HAS
model in schools, could itself be part of the focus for future action research.

As resources are tight, expansion is best targeted to the smaller rural schools. It is
therefore recommended that a strategy be developed to promote capacity amongst
the AKU-IED Professional Development Centres (PDCs) in the area of health
education, particularly those based in more rural areas such as Gilgit, Chitral, and
Khorog, so that PDCs can support these small, rural, community-supported schools.

• Training of facilitators must include materials development to support
teachers/health workers to deliver health education. The action plans must also
specify how support and follow up will be provided to the teachers and what
monitoring mechanisms are in place. The focus should not be on just "doing CtC" or
delivering health education, but on QUALITY teaching of health education.

" The Child-to-Child Resource Centre needs to develop a marketing strategy in order
to increase its access and usage.



The formation of a Health Education Association for Learners, Teachers and Health
Workers (HEALTH) could be a platform for: a. sharing of experiences and ideas
amongst programmes; b. follow up and monitoring of HAS inputs in capacity
development; and t further strengthening of capacity if HEALTH gatherings include
activities in the CtC Resource Centre.

The HAS team should actively and urgently take up the offer of the Provincial
Minister for Education to liase with the Sindh Text Book Board to infuse the text
books with materials from the topic cards.



SECTION 6: DEVELOPMENT AND SUSTAINABILITY OF HAS

6.1. Institutionalisation within the Institute of Educational Development

• Phase Two of IED's development programme includes 'Health Education and
Promotion' as one of its core areas of focus. The other four thematic areas are: Early
Childhood Development, Inclusive «Education/Special Needs, Gender and
Education, and Environmental Education.

• There was initially some concern amongst the HAS team that HAS was perceived as
a separate, externally funded project and not a core part of IED's activities. However,
discussions with the Director and other faculty members suggested a rather different
viewpoint

• HAS is seen as a stand alone project, but it is recognised in IED that it represents
quality action research which guides the curriculum and teaching of Health
Education within the Institute's teaching programmes. In essence, Health Educauon
and Promotion is the academic subject area, with HAS providing an action research
focus and practical example of theory applied to practice.

• There is, however, an issue of labelling' which may need to be clarified, for example,
to demonstrate that HAS training is the same thing as training in Health Education
and Promotion. Any distinction would relate not t6 content, but to the level of the
trainees (since 'HAS training' has largely been conducted with teachers, as opposed
to the Health Education elective for Masters students). At Masters level teaching, the
example of the Health Action Schools is located within a broader theoretical
framework. The principles, however, remain the same, grounded in the concepts of
Comprehensive School Health Promotion, as advocated by WHO, the Child-to~
Child Trust at the Institute of Education, London, and other institutions.

• While HAS receives funding from Save the Children UK for its project activities, it is
estimated that IED in fact provides about 50% of its total running costs, in providing
accommodation and other overheads. This represents a serious commitment from
IED's side,to HAS as a component of the Health Education and Promotion subject
area. Some HAS team members have also been given permanent positions, including
staff benefits funded by the Aga Khan University. This also indicates IED's
commitment, as well as providing an important affirmation for the HAS staff.

6.2. Human resources

• The success of the HAS initiative has been owed in large part to the investment in
developing human resources in the HAS team. It is vital that the strength and skills
of the current HAS team is complemented by recruitment of a Faculty member for
Health Education and Health Promotion, who can guide the action research process
and overall management of the initiative, while developing the teacher education
component within IED.



6.X Action research at IED

• IED is committed to promoting a 'research culture* and is looking to stipulate a
percentage of time that teaching staff would spend on research. Recendy an Action
Research Working Group has been established to support the design and help locate
funding for research projects. It is acknowledged that HAS represents an excellent
model for action research in demonstrating how research learning can directly inform
the teaching programme.

4 • ' '

6.4. Health Education component on Masters in Education programme
/

" In the Masters in Education programme at IED, Health Education and Promotion is
taught for one week as part of the core course in Primary Education. It is also
offered as one of five elecbVes that M.Ed, students can take for a six week module.
The other elecnVes are die new thematic areas: gender, environmental education,
early childhood development, and inclusive education. The other elective,
Educational Management, is, however, acknowledged by faculty members to be of a
different order. Over 90% of students in 2001 opted for thjs topic. As a result,
although most students put Health Education as their second choice, there were no
takers for the course. This problem is acknowledged and faculty are currendy
considering various options for ensuring that the new thematic areas are not thus
marginalised.

• Integration across the teaching of other core subject areas is one option for these
cross cutting themes. However, there is a recognition that the core subjects have
their own natural claim to space. IED Director, Gordon McLeod, also suggested an
alternative approach by which the thematic areas could be introduced under an
overarching focus, such as the 'child- friendly school'.

• IED is moving towards developing more open learning options for its teaching
programmes. An open learning module for the M.Ed elective is under development
It is hoped that there will be a greater up-take this year, although student numbers
may still be limited if Educational Management is still given as an alternative option.

6.5. Certification of Health Education

• A proposal under consideration in IED also offers good opportunities for future
certification of the kind of health education/promotion training given to teachers
through the HAS project. This proposal is for a Certificate in Education, with a range
of subject areas. The Head of Professional Programmes at IED, Dr Memon,
suggested that Health Education be included as one of the options for this
Certificate, to be presented to the Board of Graduate Studies. This Certificate in
Education will likely require the equivalent of 8 weeks study, counted as 240 student
learning hours spread over three months to one year. The training models used in
HAS, which combine modules taught at IED with school based training and
supervision, could easily be developed to fit this framework.

• Accreditation of the teacher development through HAS programmes is considered
important for teachers' motivation and to provide recognition of their professional
skills. The idea of developing 'master trainers' in HAS to support fellow teachers
would need to be underpinned by such a process of formal certification.



6.6. Outreach for HAS training through Professional Development Centres

• like the M.Ed module, it is also likely in the future that this Certificate could be
developed as an open learning module. In this case, it is possible that the lessons
learned through research on the HAS project could be disseminated through the
Professional Development Centres (PDCs) of AKU-IED and the AKES in South
and Central Asia, the Middle East and Africa. The PDCs work in the context of rural
communities. In the overall strategic vision, IED provides the academic input, while
the PDCs run the training and outreach programmes. This offers an excellent
opportunity for sharing the theory and practice of Health Education and Promotion,
including the HAS approach, adopting a more holistic and field based approach to
reach the target audience. In the next phase, HAS could also explore the possibility
of sharing its model with all of IED's 'co-operating schools* in Pakistan.

6.7. HAS as focus for IED students' research

• The extensive documentation in HAS could provide material for many research
projects. As the Mid-Term Review stated, there is "enough for five PhDs". The head
of Research and Policy Studies at IED, felt this to be a good opportunity for
students, stating that M. Ed students, who take the Health Education elective
module, should be encouraged to focus on HAS for their dissertation. Such linkages
may also be possible when the PhD programme at IED begins in 2004. There may
also be possibilities for researchers from other institutions to discuss connections
with IED to undertake research on HAS.

6.8. Conclusion

• In conclusion, there was evidently a strong commitment within IED to maintain and
enhance the teaching of health education and promotion. The HAS project is
regarded as providing a highly positive model of action research which should
continue to inform delivery of education and training through IED and other
training centres.

• The Health Action Schools Project has made a remarkable contribution to the
development of active learning approaches for school health education, which have
already influenced practice in Pakistan and internationally, through the Child-to-Child
network, where it is used as a model for training. Its Quest for Quality has involved a
courageous and rigorous learning process, which has provided significant
developments in the field of Comprehensive School Health Promotion. But this pilot
phase has marked just the beginning of HAS' story. Through its commitment to
on-going learning, and with support for its action research, HAS can continue
to play a major role in promoting children's participation and active learning
for heaJth. Its methodology and findings should be widely disseminated through
partners in Pakistan and internationally via its networks in the Aga Khan
Development Network, through the Save the Children Alliance, and through the
Child-to-Child Trust The HAS initiative merits support to enable it to continue to
maximise its full potential.



Appendix /

HAS proposed curriculum scope and sequence chart

EMVIROMMEMTAI. HEALTH

Proper roe of Medicine



Appendix 2

Examples of Children's Research

1. Draw and write: "What have yoil done to help another child be
healthy and happy?** {

Z Communication map: "Who do you talk with and what do you talk
about?**
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