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Preface

This is the second edition of the Child-to-Child Resource Book. Although the first edition was
published in 1992 it included many sections which had been written a number of years
previously.

In this edition all material has been carefully revised and reedited to incorporate latest medical
wledge and practice, as well as the experience gained over the last years in implementing

approach around the world.

This edition is divided into two parts each of which is available separately.

Part 1: Implementing the Child-to-Child Approach contains a first section describing the concept
Child-to-Child and how the approach has been implemented in different ways around the

world. Further sections give guidance on the use of appropriate methodologies in planning and
using the approach, on evaluating activities, projects and programmes, and on planning and
organising workshops. The final section describes relevant material available in different
languages and where it can be obtained.

Part 2: Child-to-Child Activity Sheets contains thirty-six sheets in eight sections. A number of
' sheets have been added to those included in the first edition, and many sheets have been

substantially revised. There is guidance on how to use the sheets and how to write new ones.

s impossible to credit everyone who has contributed to the publication. The range of medical
i educational expertise called upon has been enormous. Sections revised in 1994 are based
materials originally produced many years previously, and in many cases much excellent
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CHILD-TO-CHILD
The Child-to-Child approach

The ideas in this book present and develop the Child-
to-Child approach to health education.

The first Child-to-Child programme started at the
University of London. Here teachers and doctors from
the Institutes of Child Health and Education, working
with colleagues from all over the world, developed
many of the ideas and activities included in this book.

The Child-to-Child approach has now spread all over
the world, and wherever it is found, we will also find
the same partnership of health and education workers
developing the same central ideas.

These are the ideas:
Health is a very important part of every
child's education. Unless we learn to be
healthy we cannot live happily or study
well.

Health is everyone's concern - not just
that of doctors and other health workers.
Children have just as much responsibility
as adults to keep themselves healthy,
and to help others become healthy and
stay healthy.

The most important way of remaining
healthy is to prevent illness from taking
place. But even when children and adults
are ill, there are simple things which all of
us can do to help them get better.

There are also important signs of illness
which we can learn to recognise. In this
way we may be able to get help quickly so
that it is easier to treat sickness.

Health does not only mean being well in
body. It also means having a bright and
active mind, and a happy, healthy life.
Children can also help themselves and
others towards this kind of health.

Good health is based upon sound
knowledge about health. Unless we know
and understand the realty important facts,
ideas and skills necessary for good health,
we cannot spread our ideas properly.

How can children spread health
ideas and practices?

There are many different ways in which children can
spread health ideas and teach others good health
practices:

Older children can help younger ones

They can: care for them,
teach them,
show them a good example.

Children can help others of the same age

• Children learn from each other by doing things
together.
Children who have been to school can help
others who have not had the chance to do so.



Children can pass on health messages and take
health action In their families and communities

• Sometimes they can spread knowledge they have
learned in school (e.g. Mary learns about the
importance of immunisation. Mother takes baby
to be immunised).
Sometimes they teach by example (e.g. John
makes a new toy for baby. Grandmother helps
baby play with it).
Sometimes they can work together to spread
ideas and take action in the community (e.g. The
health scouts make afence round the well... and
hold a party afterwards).

What's old about Child-to-Child
and what's new?

Some people say that Child-to-Child is part of the
traditional way in which families helped each other.
This is true and very important. But Child-to-Child
activities go beyond the traditions of the past:

They give children new knowledge and skills
and a better understanding of what they are
doing. They also make learning more interesting
and more fun.

• They give a new look to health education in
school. Instead of teaching children health facts
about their own health, they encourage them to
take health action forthemselves and others.
This links school learning with home and
community needs, and helps children learn to
grow up into responsible adults.

• Because they encourage children to work
together for the good of others, they develop
their self-respect and sense of worth. This also
encourages adults to value and trust children
more.

Child-to-Child as an approach to
learning and teaching

Once we accept the Child-to-ChiId approach to health
education in schools, we find that it has important
effects on the way we teach and learn because:

- Child-to-Child approaches linkwhatwe team now
with what we do now.

Child-to-Child approaches link what we do In
class with what we do out of class and at home.

Child-to-Child approaches cannot be learnt in
one lesson and forgotten ... they are learnt and
developedoveralongertime,andwecontinueto
apply them for the rest of our lives.

RflAP SAFETY
kULSS
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Things learnt at school

ts. are immediately put into practice

Fo rthis reason most Child-to-Child activities in health
need to be introduced in a series of steps:



STEP 1
Choosing the right health idea.

Understanding it well.

So we must choose activities which are:

important.
do-able by children,
fun to do.

Once we select the topic we must understand it
properly. In each sheet there is an IDEA which is very
clearly stated. Make sure this idea is understood.

. - . : : : : • . • " : . • . : . . . ' . " '

THE IDEA
Every living thing needs water to live, but dirty
water cart make us i l l . We must be careful to
keep water clean and safe: where it is found;
when we carry it home; and when we store ft
and use it.

Ways of developing better understanding Include:

• Practical activities to reinforce the ideas, e.g.
measuring arm circumference,
using the 'Road to Health' chart,
mixing a rehydration drink.

Role-play, drama and games to understand how
people feel and react, e.g.

plays to illustrate people's attitudes to
immunisation,

games to understand what it is like to be blind.
role-play to explore how to say 'No'to people
who offer cigarettes or drugs.

Making up and telling stories to relate health
problems to real life, e.g.

imaginative stories: 'My life as a fly',
problem-posing stories: 'Preventing

accidents'.
• What happened next? stories.

Making and using pictures to develop
understanding, e.g.

discussion based on a picture of malnutrition,
creating a comic strip on washing hands,
role play based on a picture of bottle-feeding.

STEP 2
Finding out more

Is this situation the same as...

... this one?

In every case a health problem and the activities linked
with it have to be seen In the light of local needs.

There will be local examples of the problem.
• There will be local variations, local names, local

practices.
• There will be local beliefs.

We need to find out about them.

Finding-out activities can include:

Finding-out among ourselves, e.g.
How many babies and young children in our
families had accidents in the last three
months?

- What kinds?

Finding-out at home, e.g.
In what ways do we prevent accidents?
What dangers are still present to young
children?

• Finding-out in the community, e.g.
Where do flies breed?
How many people recognise the danger
signs of pneumonia?



STEP 3
Discussing what we have found

out
Planning action: practising skills

STEP 5
Discussing results

This involves deepening our knowledge as a result of
the new information we have obtained. The same
understanding activities listed above can be used.

Children then need to discuss and plan what action
they can take either individually, when they go out of
the classroom and back into their homes, ortogether,
when they are able to support each other and so,
possibly, achieve even more. Often children will need
to be helped in what they do. Planning activities thus
include:

• Discussing (in groups) possible action (role-play
can help).

• Choosing the best course of action.
• Drawing up an action plan:

WHAT can we do?
WHEN can we do it?
WHO can do what?
HOW can we start?
WHO can help us?

(Children's action is most useful if others can be
asked to help, e.g. families, teachers, health workers.)

All the activities discussed and planned will need to
be carefully prepared

STEP 4
Taking action

This may be in school (particularly in matters of
hygiene and safety) or, more frequently, at home or
In the community.

These doing activities include:

• Practical activities at home, e.g. covering food;
new games to play with the baby.

• Sharing new ideas and messages with the family,
e.g. what I learnt about immunisation.

• Activities in the community, including helping
activities, e.g. protecting water supplies,
spreading messages through campaigns, drama,
health songs, etc.

• Myself, my home, my school as a good example
for others.

After action has been taken, children must come back
and discuss what has happened.

• How were their ideas and activities received?
Who listened ... and who didn't?
Who took action?

• What were the results?

Doing it better and keeping it going

Health action never stops. We learn from experience.
Once a subject has been introduced, we need to ask
"How can we keep on doing these things? How can
we persuade more people to do them? How can we
communicate our ideas better? How can we make
this new practice an everyday habit?"

Activities in class and outside class

Sometimes Child-to-Child activities are based on
classroom teaching, either in Health or Science
lessons, or during other subject periods. (Often
health topics such as child growth and nutrition prove
a very effective comprehension in language.)

Activities are usually developed over a period of time,
ratherthaninasingle lesson. Classteaching alternates
with activities at home and in the community.

1. Health objectives which everyone agrees

Sometimes a whole school or, better still, a whole
community, can agree on a list of the most important
local health objectives, including the health messages
(facts, skills and attitudes) that... 'every child should
know and has a responsibility to pass on'.

The UNICEF/Unesco/WHO book Facts for Life lists
such messages. Many are contained in the Activity
Sheets in this book. If every one knows these
priorities, then there will be complete agreement that
they should form part of children's learning, and
children will receive encouragement and support to
pass them on.

2. School health plans

Sometimes a school can agree an action plan to help
everyone receive and understand such messages.
Staff, parents, and even children can list those that
they think are most vital for children to know and do.



OUR

PROBLEMS

SCHOOL HEALTH
PRIORITIES

WHAT WE CAN DO VO

They can then plan how they will help to achieve them:
• through health teaching.
• through reinforcing the ideas in other subjects.
• through action to make the school a good example.
• through community activities organised by the
school.

They can then decide how to check to what extent
these plans are being followed, and what results are
being achieved.

3. A Child-to-Childschool

Sometimes whole schools can be a living example of
Child-to-Child in action. Staff and children agree a set
of rules to live by:

'In a Child-to-Child school, we should all know ...'
'In a Child-to-Child school, we practise ...'
'In a Child-to-Child school, we spread these ideas...'

Child-to-Child schools nearly always set up a Health
Committee (of children, teachers and community
members) to plan and organise activities. Children
are usually paired, with an older child responsible for
a younger one.

Finally, there is nearly always one or more action
groups, such as health clubs or health scout groups,
who take action in the community. In the best Child-
to-Child schools, both children and teachers are
extremely proud of what they are, and what they are
achieving.

4. Back to the classroom

But all the activities described above must be based
on sound knowledge, and on active methods of learning
and teaching, leading to real understanding. That is
why this approach to science teaching is so important.

Child-to-Child outside school

Not all Child-to-Child activities are school-based.
Whenever children meet, activities can be organised.
Sometimes schools are not the kind of places which
encourage children to meet and do things for others.
Sometimes they are cut off (or cut themselves off)
from communities.

For this reason, Child-to-Child activities in many
countries are based on:
• youth groups.
• health centres.
• refugee camps.
• programmes for disadvantaged children.

Sometimes activities are quite informal, spread by
radio programmes, books, orfrom one child (orgroup
of children) to another.

But where Child-to-Child activities occur, the following
conditions are necessary for their success.

The right knowledge and skills

Correct knowledge and practice is at the centre of
effective health care. Incorrect knowledge or skills
(however enthusiastically spread) may do more harm
than good.

... to meet the right needs

Not all needs are present in all contexts. Not all can
be best met by children. The power of children is best
used when it is focused on what children do best.

... Introduced In the right way

The six steps outlined earlier are appropriate both in
and out of school, but different messages have to be
spread by children in different ways, depending on the
message, the needs, and the culture of a society.

What is difficult, but yet so very important, is to
decide in each separate case which of these
activities and channels is most effective and most
acceptable.
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CHILD-TO-CHILD

One child

A group of children

- spread knowledge to

- teaching skills to

- demonstrating by example to

- working together with
V •: - -A: -V'.V"

a younger child,
younger children.

a same-aged child,
same aged children.

a family,
families.

the community.



CHILD-TO-CHILD IN ACTION

Child-to-Child is an approach to health and education
and not a rigid set of content and principles. For this
reason, there is no one 'right' way of introducing it -
many different approaches can be introduced at the
same time and complement each other. This section
gives examples of different approaches used from all
over the world - and suggests possible action that
could be taken by those working to introduce and
extend Child-to-Child.

Since Chitd-to-Child was launched in 1978, Its ideas
and activities have spread very widely, and have been
taken up in varying degrees in at least 70 countries.
Though originally used mostly in developing countries,
there is increasing interest and activity in industrialised
countries such as Britain. The principles of children
helping each other, and of children taking an active
part in health promotion, are equally relevant in any
community.

Child-to-Child materials and ideas
as a resource for health educators

Child-to-Child publications from London and Paris
as a resource

Child-to-Child publications, especially Activity Sheets
and storybooks, are widely used in theiroriginal forms
as resource materials in international and national
programmes. Lists of materials and sources from
which they can be obtained are included in Section 6
of this Resource Book.

Action possible

Assess the use and applicability of published
Child-to-Child material. Where it appears useful
make it available, either directly to project
workers and health educators, or through
libraries and resource centres. Aid agencies
such as UNESCO, UNICEF and British Council
as well as NGO's such as CARITAS, Bread for
the World, CARE and Save the Children are
often sympathetic to the funding and distribution
of such materials. Since Activity Sheets and
this publication are copyright free, they may be
reproduced locally.

Translation, adaptation and origination of local
materials

Many countries have translated Child-to-Child
materials into local languages usually with adaptations
to suit local priorities.

In many other cases as in India, Ecuador and Zambia,
new materials have been originated based on the
Child-to-Child approach.

Action possible

Find out availability of translated and
adapted Child-to-Child materials, and
make them available where they are
needed.

Organise workshops and writing teams
where possible and desirable. Be sure
that there is competent medical advice
available to each writing group. Funding
is often possible for such activities from
the agencies mentioned above, as well
as from local industries.

Chlld-to-Child approaches as components of
resource books for health educators

Many influential books such as Young and Durston's
Primary Health Education; Werner and Bower's
Helping Health Workers Learn, and Gibbs and
Mutunga's Health into Mathematics incorporate Child-
to-Child activities, as do many books printed round
the world.

7



Action possible

Identify and use such resource books in
preference to others which do not
incorporate active and child-centred
approaches.

Incorporate copyright-free Child-to-Child
materials into locally produced resource
books in health education.

Child-to Child approaches
introduced within the formal
education system

Chlld-to-Chlld approaches as a component of
national curricula and education material

In the widest sense, it is possible to emphasise the
Child-to-Child approach as desirable throughout the
primary school curriculum, and to state it as part of the
general aims of education at this level. This is a policy
favoured both by UNESCO and UNICEF, and a
number of national governments (eg. Zambia and
Ghana). Thus children are actively encouraged to
help younger and weaker ones within a school
situation, and to adopt an attitude to development
which seeks to spread good practice from school
back to the community, e.g. in health, environmental
protection, and active citizenship.

In a narrower sense many countries, e.g. Turkey,
Nepal, Lesotho, India (Andrah Pradesh) have
announced Child-to-Child as a recommended
approach within their health education syllabus. In
some cases where the approach is recommended,
the Child-to-Child logo is inserted in the syllabus or
recommended texts.

CHILD-to-Child
Look at your list of things found at home which can
cause cuts and wounds. Find safe places at home
for knives and other dangerous things. Make sure
young children cannot reach them.

Keep children from playing in (he road.

Action possible

Include a public statement of the importance
of children as communicators in the aims of
the curriculum. Discuss this approach with
different syllabus panels within Curriculum
Development Centres to see how they would
incorporate it within their methodology.

• Incorporate Child-to-Child approaches and
activities into the health educationcurriculum
and materials. (In Sierra Leone a special
working party was convened to examine the
Child-to-Child Activity Sheets alongside the
health syllabus, and to integrate them.)

Discuss how Teacher Education can incor-
porate and introduce these new curricular
approaches (see next section).

Chlld-to-Chlld approaches introduced into pre-1
servlce and in-service training of teachers

In a number of countries (e.g. Uganda, Sierra Leone,
Zambia) Child-to-Child approaches have been
introduced in teachers' colleges. They form part of the
health education curriculum and, through links with
pilot schools also involved in Child-to-Child
approaches, teachers in training can join theory with
practice. Colleges set lists of minimum health
competencies (including the ten priority areas
contained in UNICEF's Facts for Life) which every
student leaving college should master and have a
duty to pass on to children.

Child-to-Child methodology has been introduced into
many school textbooks around the world. This example
concerning safety is from a Ugandan primary science
textbook.

Action possible

Review existing curricula for health education
in teachers' colleges alongside a list of Child-
to-Child activities. Incorporate these
activities where possible.

Generate a list of minimum health
competencies which every student should
possess and pass on to others. Design a
college health plan which should incorporate
these competencies, either through direct
teaching, through the medium of other
subjects in the curriculum, or through the
interaction of students in the college and in
the community.

Identify, motivate, and monitor a small
number of Child-to-Child schools close to
the college.

Organise short in-service courses to
introduce and discuss the Child-to-Child
approach and/or arrange 'add-on' days or
sessions within existing in-service
programmes.

Make Child-to-Child activities part of teaching
practice.

8



Chlld-to-Chlld and school-based curricula

Although syllabuses and, sometimes, textbooks are
prescribed nationally, schools have very great power
to interpret and vary them to suit their own needs.
Moreover schools retain complete control of what
happens outside the classroom and between school
and community. In many countries, e.g. Kenya, Mali,
India (New Delhi) and Uganda, individual schools are
developing their own health action plans - linking
teachers, children, parents and community members.

These school plans are made side-by-side with new
national-level health syllabuses.

Plans often include the following:

An agreement by children, teachers, local health
workers that 'this is a Child-to-Child school'.
Hence, one which is an example to other schools
and to the community.

• A school health action plan, where certain health
priorities are agreed, probably on a term-by-term
basis. These priorities (examples: clean safe
water; malaria, etc.) form part of direct teaching,
reinforcement across the curriculum, and action
by children in school and community.

A school health committee (including children
and parents) who organise and monitor the
activities.

Some form of 'pairing' where older children are
responsible for younger ones in school, at home
or both.

Links with the community and the local health
workers, and with national campaigns such as
Anti-AIDS campaigns, as in Zimbabwe and
Zambia.

Action possible

Help organise and stimulate individual
schools to become Child-to-Child schools
and to make their own plans. (Parents often
encourage this once they have seen how
good the Child-to-Child schools are.)

Organise some way for different schools to
share ideas and experience and to show
their achievements to other schools and
communities. (In India, for instance, Health
Fairs are organised based on Child-to-Child
schools.)

Programmes based on schools - but carried out
entirely through out-of-class activities

Sometimes it is not possible to integrate Child-to-
Child activities with the regular school teaching
programme. Health education may not be a school
subject, or the existing programme is too overloaded,
inflexible or examination-oriented.

However, in many countries e.g. Egypt, Indonesia,
Kenya and Mexico, children have been very
successfully organised into school health clubs, health
scouts, or, in Indonesia, a special movement called
'Little Doctors' co-ordinated and advised by health
workers.

The advantage of these voluntary groups are that they
are very easy to establish alongside the formal system,
and because the children who form them are highly
motivated, they are often successful and effective.
The main disadvantage is that many children do not
have the opportunity to join them. Often it is these very
children, who need to have their confidence and
motivation built up through participation in such
programmes, and whose parents may also need
particular help, who are unable to participate in them.

Action possible

Survey groups that have already been
established, e.g. RedCross or Red Crescent
clubs, 'Anti-Aids' clubs, and find out which
Child-to-Child ideas have already been
introduced.

Consider starting a programme of health
clubs or health scouts where these do not
exist.

Remember
It is better to start smalt and build upon
success.
It is essential that such health clubs/scout
programmes have support and help from
bcaf health workers.

Remember that activities planned for
dubs must be interesting, active and
rewarding for children, who must have
fun doing them.



Schools linked with health centres and/or used as
part of national health campaigns

Sometimes, as in India (Bombay) or Gambia,
community health programmes or individual health
centres make special links with groups of schools
within the community served by the health centre.
Health workers come into the schools and give school
children specialtraining on howto carry outtheirwork
as health promoters. In Bombay, for instance, special
health problems in a particular slum were targeted
(e.g. scabies and anaemia) and school children
participated in very successful campaigns to help
eliminate these.

Sometimes national programmes, often with UN ICEF
assistance, have involved school children as agents
for health campaigns, as in the highly successful
immunisation campaign in Togo.

Action possible

When health programmes and centres
identify schools as partners, they need fully
to involve heads, teachers and local
inspectors. These in turn need to guarantee
time and support. Discussion could also
take place on how other subjects could help
emphasise the priority themes, e.g. graphs
in mathematics, maps and surveys in social
studies, posters in art and craft, are all areas
where many important health themes can
be discussed.

When national campaigns are launched, a
similar partnership is necessary. Demands
on schools should be kept reasonable. (Say,
perhaps one theme each year: Immunisation;
AIDS; Safety; Breastfeeding, etc.)

Schools linked with other schools and
communities

In many countries there are areas (often in cities)
where some schools are more fortunate than others,
or where some children have an opportunity to go to
school while others are denied it. In India (Delhi and
Madras) some children in higher-cost schools 'adopt'
schools and communities (with children who do not go
to school) in slum areas. They are involved in:

• Passing on information and ideas (often through
plays and songs) to these communities.

• Making toys, games and story books for younger
children in poorer schools and families.

• Making playgrounds.
• Helping in literacy classes.

Schools in some industrialised countries, e.g. the
United Kingdom, have developed links with schools
and communities in Africa. They learn about and learn
to admire the health action taken by African children
to help their families and communities, and in return
contribute to buy health texts and story books for
these schools.

Action possible

Establish school links eitherwithin countries
or between them. Set them up in such a
way that children from more financially
fortunate schools can relate to others in a
sense of equality ratherthan with any feeling
of patronage. Both should gain from the
relationship.

Make sure that links are maintained over a
long period of time.

Below you can see an example taken from a leaflet
called Fun with Health, produced for UK schools. The
leaflet contains a health game with many important
health messages.

Calling
ully

Children

Try the Fun with
Health Game

In the middle page of this leaflet Is • simple game.
It will help you to understand more about the kind
of health activities which children are doing all
over the world.
*

Work with a partner or In small groups.

Match the pictures with the sentences.

Ask yourselves these questions:
O Which of these health activities could you do

with your friends?
O What other Child-to-Chitd activities could you

do here? For example activities to improve
the environment or to prevent accidents.

O Children in Britain do not die from many of
the diseases that affect children in develop-
ing countries but we have our own special
problems. If children from those countries
were to come to Britain, what kinds of things
would you warn them about?

Make up a story or a play about one of the
picture sentences.

a
Plan a 'healthy lifestyles' campaign.
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Schools linked with pre-schools and preschool
children

One of the most effective ways in which older children
can help in the health and development of babies and
pre-school children is by playing with them in an
interesting and stimulating way. Research has shown
that little children who have good mental stimulation
are healthier and do better at school later. Many Child-
to-Child activities worldwide help child development
in different ways.

In Kenya, district centres for early childhood education
identify schools, pre-schools and their communities
within an area. Children in school make toys and play
areas for younger ones. Toy-making workshops and
activities have taken place in many countries, for
instance India (Orissa), Cambodia, Zanzibar, often
using ideas provided in the Child-to-Child book Toys
for Fun.

In Botswana, school children named little teachers
have each been given responsibility fora child about
to enter school. They teach them simple health facts,
assist them in keeping themselves clean, and even
help with early pre-reading and number games.
Research indicates that the little teachers do better in
their studies than other children without their
responsibilities. One reason may be that their sense
of responsibility and initiative has been increased.

Action possible

Attempt to establish local links between
schools, pre-schools and communities.
Children in school thus become
responsible for playing games, making
toys, and 'teaching' skills to others - from
the time they are born.

Have toy-making workshops and
competitions by children and between
schools.

Teach all children (boys as well as girls) in
upper primary and secondary schools the
kind of play and stimulation little children
need at different ages, and why this is
important.

Schools in and for children in refugee camps

Children in refugee camps benefit in two ways from
using Child-to-Child approaches. It helps improve
their health and, by giving children recognised
responsibilities, increases their self-esteem.

Child-to-Child activities are used in schools in refugee
camps in Kenya, Pakistan, Hong Kong, Gaza, and
many other countries.

Action possible

If schools have been built in refugee
camps, encourage the children in them to
take up some Child-to-Child activities. In
particular, they will benefit if they set up
teams of health scouts to spread health
messages and improve health practices
in the camp.

Badges, membership certificates, caps or
other items of clothing can help to give
members of these groups a sense of
identity and pride in their achievements.

Schools and school children can also take
particular responsibility for growth
monitoring, and with helping and playing
with babies and young children.

Taken from 'Children for Education', National Council
for Educational Research and Training (NCERT) Delhi,
India 1993
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Child-to-Child action organised
outside formal education
Child-to-Child approaches can be spread through
youth groups composed of either younger or older
children.

In many countries, e.g. Romania, Nigeria, Sudan,
children enrolled in scout or health scout groups learn
how to pass on priority health messages as part of
theirtraining. The badge system based on competency
used in youth groups is a very suitable way of promoting
and measuring Child-to-Child activities. Traditionally
given for skills in subjects like first aid and cookery, it
is already being extended in many programmes to
include topics such as water safety, child care,
management of diarrhoea, prevention of malaria.
Members of these health scout groups need not be
school children. Children who cannot read are well
able to spread health messages.

Adolescent children and youth are increasingly seen
as very suitable agents forspreading health messages,
sometimes directly to the community (as in Chile),
sometimes through Youth-to-Child programmes where
young people workto mobilise children of school age.
This has been tried out on a very large scale in India
through the Intensive School Health Education Project
in 10 states.

Action possible

Plan and organise Health Scout
programmes incorporating both school and
non-school children.

Review health activities undertaken by
existing groups such as scouts, guides or
youth brigades. How can they be improved?
Can more Child-to-Child content be usefully
incorporated?

Review how national youth movements
can help to empower other children to take
positive health action.

Child-to-Child activities as part of the training of
doctors and health workers

Contact with the Child-to-Child approach, particularly
if they can see it in action at community level, should |
help doctors to realise the importance of primary |
health care and of working with the community,
including its children, to promote it.

Doctors working with community health programmes i
can often profitably make use of children, both in and
out of school, to spread health messages. Often
Child-to-Child materials are very useful too, in helping
health workers to communicate with young people.
Thus Child-to-Child ideas and activities are very widely
used in community health programmes for doctors,
(e.g. Semarang, Indonesia), in nurse training
programmes (e.g. Zanzibar), and in training of para- |
medical staff and community health workers (e.g.
Thailand).

Action possible

Make Child-to-Child materials available to
staff of medical and health workertraining.

Organise discussions of the value of this
approach and how these materials can be
profitably incorporated.

Encourage local doctors to participate in
community and school Child-to-Child
a c t i v i t i e s . j J

Health Scouts trained in First Aid.

Child-to-Child activities through the mass media

Many countries have become aware of the great
potential of children as communicators overthe radio
and television. Children are particularly effective
because they bring a sense of freshness and vitality
to the messages they convey. In a sense they thus act
as the conscience of the community. Effective and
popular radio and television health programmes
organised round children's activities exist in Nepal,
Bolivia, Ghana, Uganda and Romania. Child-to-Child
issues a resource pack (pamphlet and tape) to help
those who wish to use radio in this way.

Action possible

• Review possibilities of using children to
project health messages through mass media
if they have not already done so.

• One way of initiating this would be to hold a
one-day workshop for those who might be
interested to discuss possible action and
priorities. Funds for such a workshop might 3
easily be obtained through Aid agencies or
non-government organisations.

• Later on, organise training for teachers and
pupils in techniques of using the media. (A
radio pack including a written guide and
cassettes is available through Child-to-Child.)
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Child-to-Child and children in
specially difficult circumstances
This is an area of great complexity - but one in which
children may often offer help to others of a kind and
quality which no adult can give. There are different
categories of such children.

Refugee children - mentioned on page 11.

Disabled children may be helped through the
establishment of a self-help group or centre such as
Project Projimo (Mexico); through special emphasis
placed on their needs in ongoing Child-to-Child
programmes as in Kenya (Nairobi), orthrough special
campaigns, targeting one particular area of disability,
e.g. eye disease in India (Andhra Pradesh).

Action possible

Provide Werner's Disabled Village Children
as a resource wherever possible. (Apart
from providing agreatfund of practical ideas,
the book has an excellent section on Child-
to-Child.)

Consider a national campaign (in school
and out) sensitizing all children to the needs
of disabled ones, and the attitudes of
understanding and cooperation necessary
for them to be effectively integrated with
other children.

Street and working children Many programmes for
assisting street and working children use some
elements of Child-to-Child material (Brazil, Vietnam,
Philippines, Ethiopia). These children are particularly
vulnerable to health risks, so provision for health
education is especially important. However, materials
and approaches need to be very carefully adapted to
meet their particular local needs.

Action possible

Make Child-to-Child materials and activities
available to programme organisers for
street and working children.

Discuss how far messages can be used
and adapted, and if so by whom? Involve
children themselves in suggesting ways of
adopting existing messages and in
selecting and preparing new ones.

In cases where residential or day centres
have been set up, adapt material and
involve children in helping others,
particularly in situations where mixed ages
are common, as in the successful 'Mobile
Creches' programme in Bombay, India,
with children of mobile construction
workers.

Some suggestions for a playground where many
children, including disabled children, can play together
(from 'Disabled Village Children', by David Werner).
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Children victims of war and disaster (To an
increasing extent this also involves a new group, the
orphans ofthe AIDS epidemics.)

Action possible

Identify such groups - discuss appropriate
health action which they need and can take.
The action of helping to provide for others is an
important element for these children, since it
raises their own self esteem and sense of
belonging. However such groups need close
and careful support.

Child-to-Child and children in clinics and hospitals
Many small scale activities are possible and have
been attempted where children are resident in hospitals
(as in Mexico). Olderchildren can be mobilised to play
with, read to and teach health skills to younger ones.
This raises children's morale as well as passing on
useful ideas.

Action possible

Where children of mixed ages regularly attend
clinics and hospitals, introduce Child-to-Child
either through olderchildren helping younger
ones, or by getting groups of older children to
prepare activities such as drama and songs for
other patients.

Co-ordinating Child-to-Child

As can be seen from the many examples given, Chi ld-
to-Child activities can (and should) take place at
different levels and in different ways.

Howeverthey should always complement each other,
and never compete with one another for funds or for
influence.

It is also vital that different activities within a country
and within a region should share information, materials
and plans.

For this reason various means have been used to co-
ordinate and inform. These include:

National Child-to-Child associations, usually with
a committee representative of many Child-to-Child
interests and with one or more paid workers
(sometimes seconded from government but usually
paid by a non-government organisation). There are
associations in, for instance, Burkina Faso, Uganda
and Botswana.

National programmes, set up within Ministries of
Health and/or Education and often with the active
involvement of UN ICEF. These are usually coordinated
by government staff whose duties are not exclusively
confined to Child-to-Child. Such a pattern may be
found in India, Zambia, Nepal, Lesotho and many
other countries.

Individual institutions recognised as a resource
or information base for Child-to-Child (Again these
may be partly supported by Aid cooperation or non-
government organisations.) In Africa, Asia and Latin
America, a numberof such institutions have emerged,
often as a result ofthe particular interest of a member
or group of persons. These include, for instance:
National Council for Educational Research and
Training, New Delhi.
Centre for Health Education and Nutrition Awareness
(CHETNA), Ahmedabad, India.
College of Health, University of Lagos, Nigeria.
Educational Multimedia Association, Madras.
The University of Cuenca, Ecuador.
Institute for Teacher Education, Kyambogo, Uganda.
Child Health Unit, University of Cape Town.
Kenyatta University and Kenya Institute of Education,
Nairobi, Kenya.
Within Britain, France and Belgium, a number of
university centres of interest are also developing.
The Universities of London, Paris, Liege, Leeds and
Bristol all have active units.

Regional centres Although most resource units
operate at national level, certain of them have some
influence throughout geographical regions. Among
these are the Arab Resource Collective based in
Cyprus/Lebanon, which distributes Arabic materials,
and the Centre for Health Information and Advice
(CISAS) in Nicaragua, which is developing as the core
of a Central American network.

Action possible

Discuss, activate and support coordination and
resource centres, especially at national level.
Modest funding, prudently employed can help
enormously in the coordination and dissemination
of ideas, and in the generation and spread of
new approaches and m a t e r i a l s . j /
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IDEAS INTO ACTION

Thinking about the Child-to-Child
approach as part of Health
Education programmes

The Child-to-Child approach helps children to learn
about health in active and meaningful ways. It helps
them find out information and take action for the
better health of themselves and others.

Child-to-Child sees children as partners in promoting
better health, and not just as loudspeakers passing
on adult messages. When children are involved as
partners they need to understand fully the health
concepts which they are passing on. They also need
to think carefully about howthey must communicate
these messages. Because they are our partners we
must trust them, but because they are children we
must also support them.

The Child-to-Child approach is used in many different
ways and situations (see pages 7-14)

Ideas come from:
• BOOKS
• TRAINING
. EXPERIENCE
• VISITING OTHER ACTIVITIES

Child-to-Child ideas
are passed on

In/From
Clubs

Some ideas and activities are best spread by a single
child...

/ read a story to my brother who is sick

Some by two orthree children...

We play with Albert (who has difficulty walking).

.Some by a group of children

Informally In/From school
in families or childrens'
to friends groups

In/From
Health
Centres

In/From training
courses for
teachers and
health workers

In each case, the way children communicate the
health messages will differ, just as it will differ
according to the different ages of the children,
according to the different communities they come
from, and according to the nature of the message
itself: Ten-year-olds teaching about safety to six-
year-olds will not use the same approaches AS ...
twelve-year-olds telling othertwelve-year-olds about
the danger of smoking OR AS ...
fourteen-year-olds spreading messages about HIV/
AIDS to their communities.

We made up this puppet show about immunisation.

Remember, children do not necessarily have to teach
others like 'little teachers' or 'little doctors'. They can
spread good health ideas and habits by helping others
or merely by their own good example.
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The diagram below summarises all we have written
about how children spread health messages:

One child
or
A group of children

- spreading knowledge to

- teaching skills to

- demonstrating by example to

- working together with

- younger child/children.

- a same-aged child/children.

- a family/families.

- the community.

When children spread health messages and health
practices to other children and to their families, they
may just do one or two activities. Here are some
examples:

A childin a family learns safety messages atschoolor
on the radio, and takens action to make her home
safer. She reminds her parents never to leave the
handles of the cooking pots where the baby can reach
them, and watches the baby carefully in case it crawls
near the fire.

Aclass of children readabout recognising pneumonia
in school. They test each other the make sure that
they can recognise the 'danger signs'. (Babies
breathing over fifty breaths a minute.)

A group of children help with a nutrition campaign.
They make posters and design a play about eating
vegetables and fruit.

Very often, particularly when new health messages
are being introduced, teachers and children may need
to develop a series of activities linked with the Six
Steps described on the page opposite. Thus:

MALARIA:

Understanding.... how the disease is spread, how
treated and how prevented.
Finding out.... where mosquitos breed, how malaria
is treated, practices and beliefs about treating fever.
Planning action .... what can we do at home and
round the school, how can we (tactfully)
convince older people who may have dangerous
beliefs about treating fever.
Taking action....
Action in groups (destroying breeding places);
presenting a play.
Action individually (killing mosquitos); giving liquids to
patients with fever.
Discussing action.... Could we have done more, or
done better? Are there fewer mosquitos?
Have people's ways of treating fever changed?
Doing it better.... A better survey for the next health
topic. A better malaria topic next rainy season.

What Child-to-Child is Not

In all the activities described above children are
involved, trusted and respected. Their understanding
is developed, they will be interested in what they are
doing. We can thus describe them as Child-to-Child
activities.

But sometimes activities are labelled as Child-to-
Child which have none of these qualities. When
children...
- are not consulted in anyway about what they should

do or how they should do it, e.g. cover a topic in the
Health Syllabus and answer questions about it.

- are called on to pass on adult messages which they
do not fully understand, e.g. carry placards on an
immunisation march without really understanding
about immunisation.

- are asked to do dirty or boring tasks which adults do
notwanttodo, e.g. cleaning up markets, ordigging
latrines.

... they can not be said to be involved in a Child-to-
Child approach.

All these activities can, of course, be built into a
programme which uses the Child-to-Child approach
though encouraging child participation.
• The syllabus topic can be extended to involve the

children planning action.
• The immunisation march can be part of a programme

involving children's partnership.
• Children can propose and monitortheirown clean up
campaigns.

On the other hand there is always the dangerthat they
can be turned in another direction and lead to child
exploitation. BE CAREFUL.

The Child-to-Child approach

The Child-to-Child approach is sometimes called the
Child-to-Child 'methodology' or Child-to-Child
'process'. In this section we will refer to it is as the
Child-to-Child approach. We will refer to the adult
working with the children as 'the teacher'.
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Introduction to the 'zig-zag', or the
Six Step approach

The Child-to-Child approach:
• Links what children learn now with what they do

now.
• Links what children do in class with what they do

in the home and community

• Requires that health education messages are not
taught in one lesson and then forgotten ... they are
learnt and developed over a longer period of time.

The Child-to-Child approach is sometimes described
as a series of activities or 'steps' which take place in
the 'living place' and the 'learning place' as shown in
the illustration below.

Living Place
(village, town, city or street)

Step Two

Step Four
Taking
action.

Step Six
Doing It better and
sustaining
action.

Learning place
(school, health centre, tree)

Step One
Choosing the right
Idea. Understanding
It well.

Step Three
Discussing what

we are
finding
out, and

planning the action.

Step Five
Discussing results
of the action.

Step One - At the learning place

Choosing the right health idea and understanding
it well.
In some cases children will be involved in choosing a
health topic to learn about. Three words should help
you remember the criteria for choosing a Child-to-
Child topic:
• important
• do-able
• fun
' If the chosen topic does not meet these criteria, think
again!

More often health topics will be determined by:
• the school curriculum.
• the interests of the headteacher or teacher.
• a community health campaign.

Step One involves the children in learning and
understanding more about the hearth topic. Learning
activities may include reading and writing, discussions,
songs, role plays.

Examples of activities
• Discuss the importance of water.
• Learn about why dirty water can make us ill.
• Learn about germs and the invisibility of germs

(clear water can be more dangerous than muddy
water).

• Read the story book Dirty Water. Retell or act out
the story.

• Look at the picture from Activity Sheet 3.4: Clean
safe water, which shows a pond where a boy is
urinating; a cow is drinking, a woman is washing;

17



a girl is collecting water. Discuss the picture.

Step Two - At the living place

Finding out more
In Step Two the children are involved in gathering
more information about the topic introduced to them in
Step One.

Activities should help children link what they learned
with what happens at home and in the community.
Children learn how to gather and document
information, and develop important communication
skills.

Children need to be taught different ways of gathering
information such as:
• Conducting surveys and interviews.
• Designing and supervising the completion of

questionnaires.
• Designing observation schedules and carrying

them out.
• Having discussions which focus on the topic being

explored.

They will also need to be shown ways of recording the
information for example as charts, graphs, diagrams
or lists.

Examples of activities
• Talk to four adult friends/neighbours about what

diseases they think they can get by drinking dirty
water.

• Make a list of illnesses that can be spread through
unsafe water.

• In small groups, go to see the water sources in their
community. Make a map to show where they are. If
the source is dirty, discuss why it is dirty. Watch
how people draw the water and how they carry it
home.

•At home, check how water is stored, if it is covered,
who is responsible for it.

• Discuss with a health worker the best way to get
clean water in the community.

Step Three - Learning place

Discussing results and planning action
In Step Three, the children bring backtheirfindingsto
the 'learning place', they organise and present these
to others and use them as a basis for planning
activities which address problems that they have
identified.

The teacher needs to check the accuracy and
presentation of data collected by the children, and
help them organise and prioritise activities. Children
may also need to learn and practise the skills necessary
to take action. For each activity (creating a drama, a
song, a poster, leaflets, a game to play with other
children etc.) teachers need to help the children
devise interesting activities which communicate their
message well.

Teachers and children need to evaluate their plans
and activities and discuss how they propose to
evaluate their activities in Step Five.

Example of activities
• Present and discuss their findings to others.
• Discuss what you can do to help (as individuals, a

small group, a large group).
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Step Four - Living place Step Five - Learning place

Taking action
In Step Four the children take action in theirfamilies
and communities.

here are many examples of activities in Child-to-
Child materials such as the Activity Sheets. You will
have many more.

Sometimes taking action' activities may take place in
the 'learning place1, e.g. a school clean up campaign.
It is also useful and exciting forthe children if there is
an element of community outreach, even if it is simply
an awareness campaign, e.g. posters on immunisation
at the health clinic, or getting the children to talking to
their families about the growth chart.

Example of activities
* Help to keep the water source clean by clearing

rubbish, by preventing people from urinating in the
water or passing stools near to it, or treading in it.

o a play for people in the community about the
importance of keeping water clean from the time it
is collected to the time it is used.

Discussing the activities
In Step Five the teacher and children evaluate the
effectiveness of their activities.

This Step will help the children and the teacher to
understand the effectiveness of their actions. They
may have encountered unexpected problems. It is
important forthese to be identified, discussed, and if
appropriate, alternative solutions to be implemented.

It may be necessary to return to previous Steps and
repeat the exercise.

Example of activities
• Discuss what effect the activities have had on the

knowledge and practice of other children, families,
and the community as a whole.

• Observe the water source and water containers.
Have changes been made in practice?

Step Six - Living place

Doing it better and helping health messages
become part of life
Step Six is about getting the children to improve upon
the activities they implemented at Step Four and
implementing the activities AGAIN. This gives the
children a chance to make health messages clearer
and, if appropriate, to think about ways of reinforcing
health messages so that the desirable changes in
health behaviour become a feature of everyday life,
not a 'one-off1 activity.

It is essential that the health messages taught in this
way are correct and clear - wrong or muddled
messages taughtwell could have a long term negative
effects forthe children, as well as discrediting your
programme.

Examples of activities
• On the basis of what has been discovered in Step

Five, do some of the activities again, improving on
your practice (e.g. plays, songs, posters, rubbish
collecting).

• Thinkof ways to try to make improved practices long
term.

• Teach young children how to keep water clean by
using a ladle, a cover for the water storage, and not
to put dirty hands in it.
Make posters.
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Some extra points
This Six Step teaching process may be very different
to the way in which the teacher usually works. Most
good hearth education classes will already feature
Steps One, Three and Five. What makes the Child-to-
Child approach different are the activities based in the
'living place':
At Step Two ... children are involved in research.
At Step Four... they are involved in community-based
activities.
At Step Six... children have the chance to build upon
new ideas and look at ways to make health
improvements last.

What is also different in Child-to-Child is the relationship
between the teacher and the children - the teacher is
more aguide than a controller; the children have much
greater control and a higher level of involvement in
their learning. They participate more.

Teaching methods

The Child-to-Child approach is a process which aims
to get the children more involved in health education
at every stage of learning about and doing something
about health problems in their school, family and/or
community.

Many teachers are afraid that Child-to-Child activities
will cost extra time and money to create teaching and
learning materials.

Time
When teachers begin to work with Child-to-Child
ideas it does take more time:
• time to reflect.
• time to prepare interesting introductory activities.
• time to listen to the children's ideas.
• time to plan and discuss activities.
• time to help organise activities in the community.
• time to evaluate the work.
But as teachers, children, parents and community
members learn howto worktogetheron health activities
inthis way, teaching becomes easier, more cooperative
and more fun. The teacher and others work with the
children ratherthan forthe children.

Materials
Start with what you have. Sometimes projects can be
made more effective with good stationary such as
paper and paints to make posters, costumes and
props for theatrical performances, etc. But what is
much more important is how the children are learning
and communicating health messages (really good
drama can be done with no help from costumes and
props).

An adaptation of the Six Step
approach

Most teachers use the six step model as one to work
towards ratherthan as a starting point. Some may
develop their own models such as the example
below from Mexico.

In this model, the 'Six Steps' become four wheels of
a bus. The children are on the bus. With them on
their is their 'luggage' labelled 'creativity',
'enthusiasm', 'knowledge and skills', etc. Forthe
bus to move along The Road To Good Health', all
of the wheels must turn. These wheels are the
activities: to recognise; to study; to act; to evaluate.

FACTS FOR UFE BU
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Resources Collecting things

Here are some ideas about ways in which to make the
most of existing resources to help with teaching about
health:

...In the classroom
The classroom should be a place which is clean,
bright and attractive. Use chalkboards for health
slogans and messages. Have a special part of the
room to display health 'news'. Have a place to store
the resource materials which are collected (see below)

...at school
The school should be also be clean and attractive.
Playgrounds need to be safe and fun. Flowers and
gardens can be planted. Children can work together
to maintain hygienic latrines and a water supply for
hand washing. Children can be 'paired' to get to
school safely and to help with health checks. Health-
related slogans can be made and fixed to trees.
Children can share health ideas with others at school
assembly time using puppets, songs, drama etc.

...In the community
People, places and activities in the community are
major sources of learning in health. Think about how
best to use and involve these community resources.
The health clinic, the hospital, the markets, the parks
and gardens can all be visited or used for different
activities. Safe play areas can be developed.

Teachers can involve children and others in the
community to collect ideas and objects to use in health
education activities.

Ideas
• Collect stories to tell, tape, act or write about.
• Collect information about facts figures, recipes,

treatments, instructions to help understand health-
related issues.

• Collect problems that could be solved through
action by children in the family or community.

Objects
• Collect posters, pamphlets, papers, magazines

which show pictures to use for picture charts,
flannel boards, children's own posters and projects.

• Collect containersfor experiments, growing things,
storing clean drinking water.

• Collect Items for a first aid box for the class or the
school. Make sure the children understand what
the items are and how to use them.
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Scrap materials
For puppets, toys, games, posters and drama collect:
• clay, grass, straw and fibre
• tin boxes and wire
• paper, card and charcoal
• pieces of cloth and paper
• dyes and paint
• wood.

Household objects to help with specific health
projects
Collect or make
• brooms, latrine covers, food covers, fly swats,

rubbish containers.
• filters, a water pot and cover, a water ladle.
• things to measure with - arm circumference strips,

scales, rulers, measuring tapes.
• ways to tell the time, clocks, hour glasses.

To get the children involved it is important that the
adults working with them teach using fun and active
methods throughout the process.

Here are some ideas on how to use nine different
teaching methods.
1. Chalk and talk
2. Discussion groups
3. Making the most of stories
4. Pictures
5. Experiments and demonstrations
6. Surveys
7. Drama
8. Songs and poems
9. Games

1. Chalk and talk

For most teachers the most familiar teaching method
is to use the chalkboard and the children's exercise
and textbooks. The chalkboard can be used by the
children as well as the teacher as part of a health
education activity. Here are some ideas...
• Make lists that the children or teacher can add to.
For example when talking about foods available in the
market, list them, categorise them by season, by food
value.

• Draw pictures in a sequence. Discuss the cause
and effect of actions. For example, drinking dirty water
collected from the river. What happened? Why? How
can we change the story?
• Make action lists for a clean up campaign in the
neighbourhood. Who will do it? When? Who with?
Who do we inform?
• Measure children and teacher's hand, height, arm
span. Talk about growth.

• Write Instructions on how to make the oral
rehydration drink. Children practise following the
instructions and make the drink.
• Draw a graph or chart to summarise information
collected by the children. For example, how many
accidents have happened? To whom? Where?

Most of the activities involve discussions based on the
teacher asking questions and the children giving
answers.

Try having the children in groups so that they can
discuss the information among themselves.

Write some questions on the board. Let each group
discuss a different one.

Each group can present their findings as an oral report
summarised on the chalkboard, or prepared as a
poster for display.

2. Discussion groups

Effective use of the Child-to-Child approach often
depends on children discussing among themselves to
help them understand problems better and to help
them decide what they should do. Discussions help to
make the learning deeper because children are
comparing new ideas wrth ideas they had before.
They try to think how the new ideas may influence
their actions in the future. But children's discussion
groups must be well planned and organised.

Older children's discussions can take the form of
committee meetings, debates or conferences on
some health topic, with children using material from
the storybooks or from their own experience.
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Group size
Although large groups such as a school class or a
scout pack can work together well for some purposes,
they nearly always need to be broken down into
smaller groups for specific discussion tasks.

Small groups should be no more than seven. Children
need to sit where they can all see each other, e.g.
round a table, or on the ground. Every group needs
a leader and a note-taker.

Forming groups
This can be done in a number of ways such as:
• free choice/friendship groups
• random/numbering off
• selecting groups.
If you want a group to work together for any length of
time, it is useful to give them an identity of some kind,
e.g. a colour, an animal, a geographical area. This is
the same principle as is commonly used for 'house
groups' in a school, but can be used effectively in
small groups as well.

Making up rules for group work
Children must learn to listen and give everyone a turn.

Sometimes children can discuss things in pairs before
giving answers. This allows shy children a chance to
give their ideas to bolder children.

It is useful to set up 'ground rules' with a group of
children before you start group work. They enjoy
making up rules, and if they have created them, they
will be much better at keeping to them. Here are two
examples of ground rules. You will need to add more:
• If you want to criticise someone, do it kindly and with

a positive suggestion.
• Let everyone in the group have a chance to talk.

Clarify tasks
Children may have wider problems to discuss (e.g.
howcanweplaywithourbabies at home?) or narrower
tasks (e .g. list four ways in which each of us can make
our home safer). In each case they should be clear
about what the discussion task is.

Record discussions
In most cases it is useful to record the results of the
discussion. This can be done by one child, but agreed
and copied downbytheothers. Everyone inthegroup
must be able to say what has been agreed.

Ideas for activities

• Starting from experience Use stories about 'what
happened to me' to start a discussion.

- Pictures - from books, magazines, photos etc.
e.g. a picture of a disabled child being ignored by
others playing a game:

- Pretend you are the disabled child in the picture.
What do you feel? How do you feel towards the
other children?
- Discuss why the children in the picture are acting
the way they do. What can be done?

Using statements with which children opt to 'agree'
or 'disagree' and then defend their decision.

Stories Stories can be used as discussion starters
for different purposes which include:
- learning new knowledge and facts.
- learning how to make decisions and solve
problems.
- learning new attitudes.
Stories to start discussions should:
- deal with situations which are dear, relevant and
interesting.
- take account of local customs and taboos.
- should touch the listeners emotionally but without
too much fear or anger.
- present the listeners with a problem without
supplying all the answers. For example:

Musa the Goalkeeper
Musa was a very good goalkeeper, particularly
during the afternoon. But when the boys played
in the evening he was unreliable... and it got
steadily worse. First he let through two goals,
then five, then ten. His team mates were furious,
but then they started talking together. One said,
'Let's find out what's happening to Musa...'

Role playing Children become 'health workers',
Village council workers', 'ministers'... and discuss
'What should we do?' Each child takes a different
role.

Bralnstormlng A subject is proposed and children
think of single words which relate to this subject.
Children can then vote to discuss the issue(s)
which they are most interested to discuss further.
If appropriate, children can do a further brainstorm
on this sub-issue.
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3. Making the most of stories

All good health teaching makes use of stories. Here
are some suggested ways of making the most of the
stories you tell while you are telling them, and after
they have been told.

Telling the stories
Whatever type of story you use, it will work better if:

you make sure the children understand the
language.
the story has some excitement, action and
drama in it.
the story shows children what they themselves
can achieve as a group,
it captures their interest because it is either
funny, appeals to their sense of adventure or
is about something important to them.

Gather the children around you in a group where you
can see each one of them. Sometimes pictures or
puppets can be used to help the telling. Vary your
voice as you tell the story. Make sure your language
is clear and easily understood, full of feeling, changing
as the characters or the action changes. Pause at
intervals to allow the children to think about what you
are saying. Ask questions during the telling make
sure that they have understood the action so far.

Involve the children in the story right from the beginning
and help them contribute to it. Here are a few
suggestions:

The children can name the characters and
the story itself.
Give them something to 'look for' in the story
before you begin: 'I want you to tell me how
many children helped Peter in this story.'
Get them to help you build the story: 'Indira
lived in a tiny house. What colour house shall
we make it?' 'She had a dress just like yours,
Anita, but she did not keep it as clean as you
do.'
At appropriate moments, allow them to offer
opinions, and comments: 'So, Musa went to
see the witch-doctor... do you think he was
wise?' 'Musa decided he was too tired to
brush his teeth... do you think he was wise?'
Allow them to predict the action: 'Well, he can
do three things ... what do you think he will
do?'
Invite their suggestions: 'Rani knew that the
men were making the people's drinking water
unsafe, but what could she do? She was only
little and all alone. Who would listen to her?
What do you think she could do?'
Put them in the character's shoes: 'Musa
didn't know what to do next... the fever kept
getting worse ... teacher had told them what
to do but he couldn't remember exactly. Can
you help him?'

When the story is over, ask them to consider
alternatives: 'Suppose she had not immunised
the baby, what might have happened?' 'Would
the story be different if the villagers knew
what you know about mosquitoes?'

Finally, help the children to relate the story to their own
lives: 'Has something like this ever happened to you/
here?' 'Do you know someone who ...?' 'How do we
do that in our village?' 'Can we change it?'

After the story, what next?
When the story is over, you have only just begun. Now
it is time for the children to really get to know the story
so that they are ready to share it with others. But first
you need to make sure that they have understood the
health message. And you need to make sure that they
know and love the story so well that they want to tell
it to others. Here are a few things to try:

Turn it into a drama and act it out.
Help the children to draw the story in a series
of pictures which they can mix up and put
back in the right order.
Help them to make up a song or a poem about
it.
Let a group of children tell the story, each
contributing a part.
Make and use puppets to tell the story.
Tell the story from various characters' points
of view.
Rewrite it as a newspaper article.
Get the children to try out different endings or
put in new characters.
Get them to tell what happened before or
after the story.

Spreading the word ... sharing the story with
friends and families
In sharing their story, the children may want to use
many of the techniques that you have used with them.
There are other things you can do to encourage them.
Some ideas include:

Getting them to keep a record of how many
people they told stories to, how many they
heard, and how many new 'health message'
stories they made up.
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Involving the whole community by organising
story-telling competitions, and getting the
adults to help with props and music for a
street/village square story-telling evening
using drama, posters, puppets, masks, dance.
Organising 'swap-a-story' games where a
story heard had to be 'paid for' by a story told.

4. Pictures

Many people who use pictures use them to convey
information. This is useful, but pictures have many
other purposes. Here are some ideas:

To show people something they cannot see
in real life, e.g. the way in which a malaria
mosquito injects the malaria virus into the
human body.
To provide a substitute for the real thing if it is
difficult, e.g. pictures of a malnourished child.
To make difficult things easierto understand.

Why is this child so thin?

What can we do with pictures?
Pictures can spark discussions.
Pictures can be analyzed, e.g. adverts or
health posters. We can ask 'What is the
message?' or 'What are people trying to
make us believe?'
Building storiesfrom pictures, e.g. What went
on before? What happened afterwards?
Climbing into a picture. A role play could be
based on people assuming a character from
a picture 'What would you do if...?'
Drama based on pictures. Either ideas from a
simple picture or a series, e.g. a cartoon strip.
Pictures or images (eg on af lannelgraph) can
be used in sequences to build up a story (see
example for workshop session below).
Pictu res can be used to test the u nderstanding
of a new idea in a fun way (e.g. draw the
ingredients for home-made ORS).
Pictures can be used for starting writing.

Pictures are often used by teachers and trainers by
holding them up in front of people. If possible let the
learners handle the picture. This will give them more
control and choice, and will help them learn more
effectively.

Creating and finding pictures
• Draw pictures on the chalkboard or on paper. Use
the pictures to tell a story. Ask questions like what is
happening now? before? next? why? Children can
help build up a story pattern by drawing parts of the
story on the board.

• Collect pictures. Some people have a picture box'
for a picture collection. Almost every picture can be
used in some way, e.g. any picture of a person in a
newspaper or a magazine can become a character in
a story. It is also useful to collect pictures which will
make people think, e.g. a picture of a malnourished
child sharpens our thoughts about how we could help
that child and prevent others from becoming
malnourished. Pictures that are needed which are not
in the picture box can be created.

• Use a flannel board to build up a story about health
decisions that were made. The children or the teacher
can tell the story. They can then act, retell or write the
story. When using sequence pictures, discuss each
one as you show it: Who is it? What are they doing?
Why? What do you think will happen next? How would
you feel? What else could happen? etc.

Pictures in evaluation and testing
• as a basis for focus group discussion.
• as a means of testing knowledge and attitudes.
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5. Experiments and demonstrations

To help children understand health ideas and to
discover things for themselves is an important part of
learning. Sometimes in explaining health ideas, health
workers andteacherswill needto give a demonstration.
Whenever possible let the children experiment for
themselves.

• Let children, make things, do things, grow things,
weigh things, measure things for themselves.

• Let children observe it, talk about it to each other,
record what is done and observed, discuss the
results, and tell others about it. Children can
incorporate these ideas in plays and puppet
shows. They can repeat the experiment at clinics,
at home, in school assemblies.
For example...

1. An experiment and demonstration...how latrines
can pollute water supplies
Help children choose a large container and fill it with
sand. Sprinkle plenty of water onto the sand. The
waterwill collect at the bottom and form an underground
pool like a water table from which wells draw their
water. Stick a cylinder pierced with small holes in the
sand (use a half plastic bottle with the base cut out).
This represents a well. Water will rise in it. Stick
another smaller cylinder close to the well. This is the
latrine. Pour a coloured liquid such as dye or ink into
the 'latrine'. This represents urine and faeces. The
dye will reach the underground pool and colour the
water. After ta while the water in the *weir will become
coloured.

2. Make an eye test chart
If a problem is identified parents and health workers
can be inforrned.

3. Understanding the
princlplesof fluid loss and
rehydration
Take a gourd or plastic bottle. Make
a small hole in the top and the
bottom. Half fill with water. As the
water is lost from the bottom, fill the
container at the top to keep the
water level the same. Discuss and
compare this to loss of fluids from
the body.

4. Learning about dirty lungs
from smoking
Take a see-through plastic bottle.
Draw on eyes and nose and make
a small hole for the mouth, put a lit
cigarette in the mouth and squeeze
the bottle gently so that it 'puffs' the
cigarette. Watch for the brown
stains forming on the inside of the
bottle. Discuss what happens to
their lungs when a person smokes.

5. Weigh babies. Measure young children. Keep
charts and records.

6. Surveys

Surveys are an important part of Child-to-Child. As
part of the Child-to-Child approach, children should
be involved in researching health ideas and problems.
This is particulary the case in Step Two of the approach
(Finding out more). Teaching children how to design,
conduct and analyse surveys is an important part of
this.

Surveys do not need to be complicated. While the
children are learning about them (and the community
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is getting used to the children collecting data and
asking questions) keep to 'safe' topics which people
will not feel sensitive about, such as: accidents,
hygiene, growing your own vegetables, toys for young
children. As children gain experience they may be
able to explore more sensitive topics, such as incidence
of a certain disease or diarrhoea in the family/
community, or nutrition.

Tact and care are needed to make sure the information
collected is used to convey a health message without
hurting feelings or causing embarrassment. Local
culture will often determine if a topic is suitable for a
survey.

Asking children to do a survey is a powerful way of
helping them to become aware of health issues and
involving them actively in learning about them. Children
can be involved at every stage: in creating the questions
to be asked; in collecting the information; in making
charts to showtheir results; and in drawing conclusions
from what they have discovered.

Ideas for activities
• Introducing surveys To introduce children to the

idea of a survey, first carry out surveys of the
children themselves. Start with simple questions,
for example:
- Who is right handed?
- Who is left handed?
- What is your favourite fruit?

To record the information, show the children how to
make a tally chart. Each child can tick in the box
opposite their choice.

OUR FAVOURITE GROWTH FOODS

Peas

Eggs

Beans

NUMBER OF CHILDREN

The first simple survey Next, it is a good idea to
let the children carry out their own survey within the
group. It may help to point out that there are four
stages to follow when carrying out a survey:
- what do we want to find out?
- how are we going to collect the information?
- how are we going to display the information
collected?
- what can we learn from the results of our survey?

Each child can devise a question to ask the rest of the
group and prepare a tick record sheet.
These can be:
• Preference questions such as:

Which food do you like best - oranges, mangoes,
bananas, pineapples?

Yes/No questions such as:
Have you ever had a cut that needed stitches?
Yes/No

Number questions such as:
How many brothers have you got?

0

1

2

3

5

y

After the children have collected their data, ask them
to turn it into a chart. The easiest kind of chart is a bar
chart. If the tick chart has been made on squared
paper then the children only have to colour each
square that has been ticked:

Potatoes

Next, get the children to make up questions about
their chart, or write simple sentences about the
information they have found, for example:
- How many children liked oranges? or
- We found that more children have 2 brothers than 3
brothers.

• Carrying out a simple survey in the home/
community Once the children are familiar with the
idea of a simple survey, you can set them the task of
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carrying out a survey at home or even in the community.
Again, involve the children in designing the questions
that are to be asked and in preparing a record sheet.
Here, for example, are some of the questions a group
of children in Kampala, Uganda made up on the topic
of accidents:

Which of these accidents has happened to you?
falling off mango tree
fish bone stuck in mouth
dog bite
hot water burn
cut with panga (knife)
struck by lightning
electric shock
falling in pit latrine
stepping on hot charcoal
breaking a bone.

In addition to accidents, there are a whole range of
health topics which we can approach through surveys.
For example, we can use them to find out:
• the water sources people use.
• types of latrine in use.
• food habits.
• about immunization
...and much more.
It is important to ask ourselves
• What can we learn from our survey?
• What can we change?
• What can we improve?

• Use role play to imagine how it felt in a situation like
being blind, lame, or the mother whose child is
saved from a bad accident. What is the sequence
of the action in the story?

• Children can make puppets to use in class, at school
assemblies, or in the community. They can act
health stories to entertain as well as to share
information.

Discussion after the play can focus on different endings,
different behaviour of the characters. This leads to
thinking about other options available and how to
make decisions
• Draw a face on a paper bag that has the bottom

folded over to demonstrate how to clean teeth:

Use cardboard stick puppets to explain how to give
fluid to children who are sick with diarrhoea:

7. Drama

As well as telling stories that have health ideas and
messages, children can act stories with masks, by
dressing up, by using puppets, or with mime.

These plays can be based on stories they have heard
or read, or that they themselves create. They can
present them to other groups in the community to
teach about a health issue in a lively and interesting
way.
• Dramatize stories or parts of the story.
• Dress up and act them out for others. Put on plays

for others at school, for parents and the community.
Discuss different endings and different actions that
could have been taken by people in the play.
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Use a finger puppet on each hand to tell a story to
a sick child:

Planning the drama
• Think through the story several times (reading,

telling, discussing).
• What about the characters - Who are they? What

are they like?
• Will you use masks? Dress up? Use puppets?
• Who will take part? Where will it be performed?

Who will watch?
• What are the health messages?
• How will you follow up? with discussion? a recipe?

some hints? a decision?
• Who will lead the follow up?

Role play
When children pretend to be someone else and speak
like someone else, they are role playing and imitating.
In the section on discussion groups, we suggest using
role play where the participants imagine they are
adults and children in a real discussion group.

All children play at being the school teacher, or
mother, or a shopkeeper, or a lorry driver, or a pilot.
This is natural in all healthy children. They are learning
and communicating and imagining through drama.
Sometimes they mimic with words, sometimes with
movements, sometimes with noises. All these actions
are part of drama and show that they are thinking,
putting themselves in the place of someone else, and
describing it in their own way.

Role playing may be used to good effect to enliven a
story or convey a health message more vividly:
• Pretend you are old.
• Pretend you are a baby.
• Pretend you have pneumonia.

Remember that drama does not have to be performed
to an outside audience. Important learning experiences
can take place if drama is used in the classroom.
Often role plays are not performed to anyone, although
important learning has taken place in the process of
acting out a problem and working out its resolution.

8. Songs and Poems

Songs and poems are a fun way of remembering
important messages. Children learn them easily.
Songs and poems can also be used for drama and
story telling. Children enjoy learning songs or rhymes.

This song comes from the Child-to-Child reader Down
with Fever.

Down with Fever

Washing takes away the fever,
Sweat and din" all go away;

Wash the children in cool water,
Wash them many times a day.

Drinking takes away the fever,
Lemons, oranges and lime,

Make their mouths feel cool and fresher,
Drinking, drinking all the time.

Mangoes, beans and soft bananas,
Carrots, dark green leaves and grain;

Put them in a pot and mash them!
Soft food makes us well again.

Wash their eyes in cool, clean water,
This will stop them getting sore;

Burn the piece of cloth straight after;
Dirty flies will come no more.

Keep away all flies and insects;
They will make them sicker still.
Keep all food and water covered.

You can do it - if you will!

Talk to them and tell them stories;
Tell them what you did at school;

Sing and play and make them happy.
Keep them QUIET, CLEAN AND COOL.
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This is a song that was aeated for a health programme
in Nigeria on Guinea worm.

(Words and music by Karen Kavenagh and
Paul Wilson)

«••••••••••«•••

Guinea Worm Guinea Worm Guinea Worm gonna make you bum

Chorus

Guinea worm, guinea worm
Guinea worm gonna make you burn

A young boy one day did wake
Looked at his foot, and it made him shake
There on his heel, big and sore
A mean blister that pained him sore

The young boy he went off one day
To fetch water in the same old way
In the pond his leg he put
And baby guinea worms came out of his foot

Chorus

Young girl one day did wake
To fetch water from the pond she'd take
She got the water and there inside
Little guinea worms were swimming fine

Little guinea worm now its so small
You can't see it with your eyes at all
If the family drinks the water they'll find
They take the guinea worm deep down inside

Chorus

Little guinea worm, there inside
Its very happy now, its growing fine
Time will pass but there's no doubt
That guinea worm is going to come out

This guinea worm its sure not fine
You can't go farm, can't go in time
You'll lie on the bed, it'll make you weep
Cause that guinea worm it will still your sleep

Chorus

The children won't be able to go to school
Because the guinea worm is just too cruel
Listen to the song now and you will know
How you can make that guinea worm go

If you get guinea worm on your foot
Clean it everyday and bandage it up
Keep your foot out of the water source
Then it wont come again of course

Chorus

Don't step in the water when you go to fetch
Bring it home, but your not finished yet
Pour it through filter, into a drinking pot
Then the guinea worm is sure to be caught
Tell your neighbour now to do the same
So for guinea worm he can't be blamed
And if the village digs wells, when they're done
That guinea worm will do no more

Chorus (repeat chorus)

• • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • a
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9. Games

Games are important to help teach children how to
work together, to help them relax, have fun, and to
learn new skills.

There are numerous games suggested in the Child-
to-Child materials. In a workshop it is useful to play
some of these, and to create others.

Some of the games suggested in the story books help
children practise to read and write new words,
sentences, commands, and directions. Children can
adapt these games and make up new ones.

Snakes and ladders
This is a board game (see the board below)where up
to 6 children compete to reach the finish first. They
throw a dice and move their stone forward square by
square. When they land at the foot of a ladder, they
go up to the top of the ladder. When they land on the
head of a snake, they go down to the snake's tail. The
good health messages are on the square at the
bottom of the ladders (e.g. washed hands after using
the latrine). The poor hygiene practices are on the
snakes' head squares (e.g.ate food which had fallen
on the floor). This game can be adapted for any
health topic.

The three word game (from Down with Fevei)
Cut up small pieces of paper or card about one square
centimetre.
Give out 14 pieces to each child, (who need pencils).
Ask the children to name the squares as follows. Write
A on three squares, S on two, R on two, T on two, and
E,W,G,L and U on one each. Ask the children to
remove S and R. Now ask them to use the remaining
letters to make three words which you need to make
the special drink. The words SALT, SUGAR and
WATER can only be made by joining the words like a
crossword puzzle. Younger children could be albwed
all the letters to start with, then asked to remove the S
and R.

Immunisation tag (from Diseases Defeated)
Six children are chosen to be 'vaccines' of the 6
immunisable killer diseases. It is helpful if they are
identified in some way. They line up facing the rest of
the children who are 'germs'. Before the chase starts
there is a dialogue:
Vaccines: How many germs are there?
Germs: We are many
Vaccines: Aren't you afraid of us?
Germs: No, we shall catch, kill and eat you!

Come, come, come come!
After the last 'come' the vaccines try to catch the
germs. When a germ is caught, that child sits or leaves
the game area.
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The good food game (from Good Food)
A large rectangular grid of 20 squares is marked out
on the ground. Half of the squares are left empty. The
other half (alternate squares) each show a meal,
either in words or pictures, plus a score. The back row
has the highest scores e.g. Rice, greens, eggs, soya,
milk, passion drink 10. The front row, nearest the
thrower, has the lowest scores eg cassava 1, and
maize and water 1. The aim of the game is to gain a
high score by throwing a stone to land on a good,
balanced meal. Children line up to take their turn,
aiming the stone from behind the base line. A scorer
can record children's scores, or they can remember
them.

THE GOOD FOOD GAME
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Picture puzzles (from Accidents)

Children look at the pictures and find and name 10
things which are dangerous to small children in the
kitchen or garden.

The 'speakeasy' discussion game
Decide on a place in the group where the speaker can
be seen by everyone. Call this the 'speakeasy place'.
It may be on a chair in front of the group, sitting on a
desk, under a tree, etc. Announce a 'speakeasy topic'
such as 'accidents'. Each child comes out in turn and
tells a story, e.g. 'When my friend was young he was
playing with a sharp knife when...' This game introduces
the idea of using the voice well, and of good listening.
It is sometimes useful to divide the group into smaller
groups.

Other ideas for 'speakeasy topics'
• If I were a politician I would...
• If I were a radio producer I would...
• If I was to run a clean up campaign I would...
• My happiest (saddest) moment was when...
• My T shirt, the words I would have on it and why...

Teaching methods and the Child-
to-Child approach

In Section Two, the Child-to-Child approach is
described as a series of steps which zig-zag between
the living place and the learning place. Here are some
ideas to show how different teaching methods can fit
into the zig zag pattern ...
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Living place

Step Two - Finding out more

Surveys
Interviews
Recording information (graphs, charts etc)
Measuring, comparing

Step Four - Taking action (individually
and together)

Campaigns, school fairs and open days
Posters and picture-making
Drama and puppets
Songs and poems
Demonstrations
Radio programmes
Teaching others skills, games, songs etc

Learning place
Step One - Choosing and understanding

Chalk and talk
Discussion groups
Stories
Pictures
Games
Needs assessment
Role playing
Experiments and demonstrations

Step Three - Reporting, discussing and
planning

Reporting, describing
Discussions, debates, group work
Preparation and practise for Step Four activities

Step Six - Doing it better
As for Step Four

Step Five - Discussing what we did

Reporting, describing
Discussions
Role play

Also see the diagram
on page 17.

Planning Health Action.

Since Child-to-Child is an approach to Health
Education, few health programmes round the world
should be called 'Child-to-Child Programmes'. Instead,
we should seek to adapt existing health education
programmes so that they involve children and use the
methods and approaches described earlier in this
section. When new health education programmes are

planned, we can ensure that they incorporate the
approach. In this way Child-to-Child approaches can
become part of all good health education.

Health action can take place either in and from schools,
OR
Through health clubs and groups.
In either case there are certain general principles
which may help us plan more successfully.
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General principles

1. Choose priority health topics which fit into the
Child-to-Child criteria:

IMPORTANT , MANAGEABLE BY CHILDREN
INTERESTING AND FUN.

Let children play a part in choosing the topic or in
choosing how to approach them.

2. Cooperate very closely with other health education
and health action programmes. The Child-to-Child
approach is at its most powerful when children
reinforce massages which are coming into the
community through other channels such as adult
education programmes, the health centres and the
radio and television.

3. Do not emphasise too many heath messages at
the same time (perhaps only one or two). What is
most important is that children really understand
what they are doing, think carefully about the action
they need to take, and later discuss what they have
done and whether they have made a difference.

The most Important aim of health education
programmes is to help children develop
responsible attitudes towards their own health
and that of others.

Planning in and from schools

Most schools already teach Health Education in some
way. What is necessary is to build on what on what is
there already. We may have to change the attitudes of
teachers and parents:
• so that they see health not just as another school

subject, but as something that extends from the

classroom to the life of the school and from school
to community.
so that they see children not only as receiving
health knowledge but also as providing it to
others.

Some general points about
approaches to school health
education

Decide how the school can help promote better
health

A school needs to be aware of its health priorities and
how it aims to meet them. Health is everyone's
concern, not just that of one or two teachers. In
particular, it is the concern of the Head. He or she has
a responsibility towards the health and welfare of the
children. So the Head, the teachers, and health workers
all have a role in deciding what part the school can
play in promoting better health. They will certainly
need help from the children.

Develop a health plan

If possible schools should develop a simple health
plan indicating how they will approach the task of
improving the health of the children, of the school as
a whole, and of the school as part of the community.

All countries have health content in the school
syllabuses. Sometimes this is taught through special
Health Lessons, sometimes within other subjects
such as Science, Home Economics or Social Studies.
Schools need to know what topics are covered and to
consider:
• Whether any of these are not relevant or need to

be changed to meet the particular health needs of
the area.

• Whether there are any particular local health needs
and problems which have not been included.

From the range of health knowledge taught in schools,
certain priority topics need to be identified for health
action using the Child-to-Child approach. It is not wise
to select too many topics.

Certain priorities, such as hygiene and safety will be
necessary in all schools at all levels. Others will
depend on local needs and on the age of the children.
These health priorities need to be introduced:
• By direct teaching (particularly of essential

knowledge).
• Reinforced across the curriculum.
• Through the life of the school. (Here a school

health committee needs to be organised in which
children take the leading role.)
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THINGS A SCHOOL HEALTH COMMITTEE CAN DO

Supervise and encourage school cleanliness.

Help make the school an attractive place.

Promote growing vegetables and planting trees.

• Monitor a 'school brother' and 'sister' scheme. > > > >

• Look after food cleanliness of food sellers near the school.

• See that water used in school is clean and safe and that
children use it cleanly.

• Make sure that children keep toilets clean and wash their
hands after using them and before eating.

• Help organise the school dispensary or first aid post.

• Make up health quizzes and check lists and use them.

• Help to organise health campaigns, fairs and open days.

Older 'brothers' and 'sisters' may:

• Make toys and games.
• Teach health songs.
• Monitor safety (including bullying).
• Plant vegetables.
• Check cleanliness ... for younger

ones.

From school to community

Here too the children, together with the teachers and
the parents, have an important part to play. They can
either take part in campaigns or action projects within
the community, or they can help to organise open
days or health fairs within the school (as in the
Balmelas organised in schools in India).

Individual children can take their new knowledge back
to their homes.

ACTIVITIES POSSIBLE AT A HEALTH FAIR

• Dances, drama, songs and puppet shows by
children.

• Games and stalls with health messages.
• Food stalls with healthy snacks.
• Judging a health poster, song or story

competition.
• A quiz for children and adults.
• Talks and demonstrations for children and

adults.
• Free first aid teaching
• Toys and health games made by children for

sale.
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Think about how health Is to be taught in and out
of class

• Be sure your health information is correct and
up to date. Check it against the Activity Sheets or
other reference books such as Children for Health.
Ask the health worker. Nothing is more dangerous
than a wrong health message well taught.

• Always make sure that children really understand
what they are doing and that their understanding is
linked to the action they can take. (It is possible to do
this in all Health Education topics, not just those which
have been selected as priorities.)

• In priority topics, use the Six Step approach
whenever possible. It takes time, but remember that
some of the activities such as Step Two (Finding out)
and Step Four (Taking action) take place outside the
classroom.

• Involve parents, health workers, and other
community members whenever possible. They can
help with planning and with the activities
themselves.They may be very happy at what their
children are doing and glad to be involved.

Organising health action (1)
... A class topic

Here is an example of one topic to show how Child-to-
Child activities can fit into the school programme, both
inside and outside the classroom:

A Grade 4 topic on Home Safety, taken by the
class teacher (who teaches all subjects except
Music, P.E. and Religious Education). The teacher
uses the Six Step approach.

Why and how the topic was chosen
Safety occurs in the Grade 4 syllabus, together with
three other major health topics The class decided to
adopt it as a priority because a national campaign had
been launched about safety of medicines, and because
two children reported that younger children at home
had been taken to hospital, one because he was
badly burnt in the kitchen, and another because she
had drunk paraffin which had been stored in a Coca
Cola bottle. When the class discussed the topic they
all agreed:
• That such accidents need not happen.
• That children can help to prevent them (and many

others).
The choice of the topic was reported to the Head, and
in a staff meeting all agreed that it was worth doing.

Essential knowledge and understanding
The Head approached a nurse in the district hospital

(his wife's cousin). She told him the main reasons why
little children were brought in as a result of accidents.
It depended on their age, she said. Different ages had
different risks. The numbers were very great. There
were far more home accidents than road accidents.
She agreed to come and talk to Class 4.

Meanwhile the teacher organised a role play. She got
some children to pretend to be crawling babies, some
to be walking one-year-olds, some to be active three-
year-olds. Each group discussed what dangers they
were likely to face. They made a list of these on the
blackboard and in their exercise books.

The school had five copies of a Child-to-Child reader
called Accidents. Some children who could read very
well were asked to read it. Some parts were used by
the teacher as part of her English lessons.

Finding out more
Children prepared and carried out a survey to find out.
• Which accidents happened and why.
• What 'accidents were waiting to happen' in their
home. (They found, for instance, an alarming number
of medicines and poisons with reach of babies and
many very unsafe kitchens.)

As a result, the teacher was able to reinforce the
health information in the Maths lessons (bar graphs),
in the Social Studies lessons (plans of the kitchen),
and in the Art lessons (posters).

Meanwhile the school health committee,
composed of children with one teacher as
adviser, made a special survey of safety round
the school. As a result, they drew up and posted
special safety rules, and made a report to the
Head about broken bottles behind the kitchen,
rusty nails on the verandah, and one of the
poles in the kitchen which they found to be
badly attacked by white ants.
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Planning Action
The class discussed what action they could take
individually (I can) and together (We can). They wrote
about the action they planned to take in their Mother
Tongue language lesson. Each child had a list of
home actions that he or she needed to take during a
month and they were asked to report what they had
done at the end of that time. They were also divided
into groups to prepare for a special CLASS 4 Safety
Day at the end of term. Groups planned a 'Safety
Book' with stories and pictures, a play, a puppet show,
several board games and (most popular of all) a
model of a safe and unsafe home made of clay, sticks,
metal, from soft drink cans and much else.

Taking action
Most individual children tried to take action at home
and many received support from their families.

The 'Safety Day' was a success Ten separate activities
prepared by the groups were shown. All the rest of the
school attended and many parents.The health worker
was there together with teachers from other schools,
some of whom said they would try out the idea with
their classes. The famous model was taken away
(with the children's permission) to be exhibited by the
health worker at the District Health Fair. The Class 4
children will also be there with their play and the song,
Don't boil the baby, they had made up in their own
language.

Discussing the action
At the end of the term the teacher held a lesson to
discuss what had been achieved. She had prepared
a short test on safety for the children, and also asked
each child to write about what they had done and what
they liked best about the topic. She wrote a short
report for the Head which she also showed to the
health worker. She plans to repeat the topic next year.

When the class came to discuss what they had done,
the children were enthusiastic. They said they would
like to do another topic next term. The teacher
suggested 'clean safe water' (also on the syllabus).
After some discussion of what they could do, the
children agreed.

Organising health action (2)
... A school topic:

A school topic on 'Disability' coincided with a
national campaign. This time a four stage plan
was made ... the wheels of the bus!

RECOGNISE
The topic was chosen at a staff meeting. All members
of staff agreed to give it special attention during the
coming term, which would end with an open day on
the theme 'Help a disabled Child'. Each class teacher
agreed to treat the topic in a way suitable for that class,
and special presentations were planned for school
assemblies. The school got in touch with a resource
unit which kept health education materials, and was
able to obtain copies of Child-to-Chiid Activity Sheets,
the reader called / can do it too, and a copy of the book
Disabled Village Children, all of which were found to
contain very useful ideas.

STUDY
Four teachers agreed to meet for a day with a health
worker to make a list of suggestions on how disability
topics could be integrated across the curriculum. As a
result, surveys were planned in Classes 5 and 6; a
play in Class 3; and role playing in the lower classes.
Class 7 (who had disability on both their Home
Science and R.E. syllabus) agreed to do a special
study on children who do not see and hear well, using
the Six Step approach.

The school health committee (with the help of the
health worker) conducted simple eye tests for Class 1
and 2 children. Four children were identified by the
children, but on being tested at the health centre only
one was found to need glasses.

ACT
The School had a Health Action Club which planned
and carried out a special campaign in the community.
This was not easy and required thought and
preparation. Because the topic was a sensitive one,
the health worker gave a good deal of time to help the
club design their material and make up their plays.
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The open day was far easier to organise and was a
considerable success. A great deal of material had
been prepared by children including aids for physically
disabled children. Two disabled children who attended
the school demonstrated these to parents.

EVALUATE
A staff meeting was held at the end of the term and the
activities pronounced a success (though there was
some concern about the amount of extra work which
had been undertaken). A letter from the organiser of
the national campaign 'Help a Disabled Child' was
read out. Ail teachers agreed that probably the main
impact of the campaign was the way it had made them
and their children understand better about disability.

Planning programmes in clubs and
youth groups

Clubs and youth groups differ greatly. Some are
based on schools, some in communities. Some contain
a wide range of children from different backgrounds.
In others, children all come from the same background.
Some are particularly devoted to health, some even to
special topics like Anti-Aids clubs, or First Aid Clubs.
Some, like the scouts or guides, have a programme
which is wider than health.

Here, too, we would advise against organising special
Child-to-Child clubs. What is important is to encourage
clubs (which are organised for children) to devote at
least part of their programmes to activities which
encourage children to take action to help others.

Here are a few points about the organisation of clubs:

• It is probably best to have only one health club in a
school or community. If something already exists,
such as a Red Cross club, try to persuade these to
introduce a methodology which involves children,
rather than starting a new club.

• Be sure to a identify a knowledgeable health adviser
who can provide accurate and up-to-date health
information. Remember knowledge and practice
change. Last year's treatment may not beat this year's
germs.

• Make sure that the programme contains plenty of
activity. Club meetings which are built round a series
of 'speakers' (many are) do not develop children's
self-reliance and initiative. Surely this is one of the
main purposes of organising clubs.

• Involve children at every stage in planning.organising
and monitoring the activities. Never underestimate
them. They are capable of far more than many people
believe.

• It is often very profitable to organise club meetings
to fit in to the Six Step approach (as in the example
below).

The Red River Health Club (10-15 year-
olds)

The story of six meetings

First meeting (understanding)
The doctor came to talk to us about cholera. What a
terrible disease. Imagine what would happen if it
spread here.

Second meeting (understanding) (finding out)
We planned a survey. We wanted to find out what
people knew about cholera. We also made models to
show people how to recognise bad dehydration. The
club organiser also helped us to make a big model in
a bucket to show how latrines can spread disease into
a well.

Third meeting (finding out)
We went out on our survey. People are very frightened
about cholera. They have some pretty strange ideas
of how it is caused. Most people don't seem to know
that if you rehydrate someone with cholera while you
are taking them to hospital, it can save their lives. We
showed people how to do it.

I
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Fourth meeting (planning action)
We were busy preparing our Cholera posters, songs
and plays for next week's event.

Fifth meeting (taking action)
The meeting at the health centre went off well. Nearly
thirty people came to see our play and hearthe songs.
We also marched in the street, and some people
came to take photographs of us. My friend's picture is
in the papers, but you can only see the back of my
head.

Sixth meeting (discussing and planning for next
time)
The best meeting of all. Tina's father took us on an
outing in his truck. We cooked a meal near the river.
We brought drums and danced. We talked about our
Cholera campaign and how we could do another one
... even better. The health worker wants us to do
something on medicines next month.

Here is a second example of five meetings
organised by a Scout group taking part In an
Immunisation campaign. Also read what the
Scouts did In between the meetings.

FIRST MEETING ( RECOGNISE; FIND OUT)

• Group leader talks about immunisation.
• Health worker attends, tells stories from her

experience.
• Play a game outside (Antibodies and Germs).

Between meetings Scouts do a survey of children in
the neighbourhood. Each Scout takes five families.
Who has been immunised? Did they complete the
whole series.

SECOND MEETING (PLAN)

• Discuss results of the survey.
• Make up an immunisation song.
• Make record cards for families to remind them when

immunisation is due.
• Make posters with immunisation times on them.

Between meetings pass on record cards; tell families
about the times of the clinic. Put up posters (with
permission).

THIRD MEETING (PLAN AND ACT)

• Plan and rehearse an immunisation play (including
songs).
• Decide when it will be shown.
• Plan the discussion following the performance.

Between the meetings, perform the play at the
community centre. The health worker attends to help
with the discussion.

FOURTH MEETING (ACT)

• At the time of the clinic, Scouts help to bring young
children.

• They help complete record cards.
• They help to amuse children who are waiting.

Between meetings Scouts prepare reports of what
they did at the clinic ready for the next meeting.

FIFTH MEETING (EVALUATE)

• The health worker comes again and talks about the
success of the immunisation programme.
• The Scouts present their reports and discuss what
they have done and how they can continue to do it.
• They work out activities necessary to gain a special
'immunisation badge'.
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DOING IT BETTER
Evaluating Child-to-Child activities

Introduction

This section has been written to help people who are
doing good and useful things do them even better. It is
for everyone who is invoved in Child-to-Child activities
and not just for people who are called 'Evaluators'.
Indeed, one of the most important points that this
booklet makes is that EVERYONE EVALUATES... and
that includes the children themselves.

In everything we do, we continuously check to see if
everything is progressing as it should, and to make sure
that this is the case, we look at how we are doing it and
the effects of our actions. Is 'something' better than it
was? The 'something' will depend on what we are doing.
In health education, our ultimate aim is to improve
health, so we are looking for improvements in health.
Are the children and their families healthier? Are there
cases of malnutrition, diarrhoea, measles?

The knowledge that the children have acquired, and
their understanding is important. Do they know more
about the immunisation programme? Do they
understand how immunisation works? However, Child-
to-Child is not just concerned with knowledge, but with
knowledge leading to action, and this also involves
skills as well as changes in attitudes and behaviour.

This is what distinguishes the Child-to-Child approach
to health education from many academic subjects
studied at school. Because skills, attitudes and
behaviour are so important, we need to evaluate
them too, even though this may be more difficult. Can
the children prepare the oral rehydration drink? Are
they cleaning their teeth more often? Are they
spending more time playing with younger brothers
and sisters?

The aim of this section is to show teachers and
children how and when to evaluate Child-to-Child
activities to make them better. However the general
principles can be applied whenever we want to
evaluate our activities.

The preparation of this module began in a workshop
in London, attended by Grazyna Bonati, Elisabeth
Dumurgier, Hugh Hawes, David Morley, Barnabas
Otaala, Gunadi Tanuputra and Sonal Zaveri. The
text was finalised by Hugh Hawes and Richard
Landsdown, with the help of Grazyna Bonati and
Elisabeth Dumurgier.
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PART I

EVALUATION AND THE CHILD-TO-CHILD APPROACH

1. CHILD-TO-CHILD
Child-to-Child is an approach which helps children to
help others. In many countries all over the world they
already do this. Child-to-Child encourages them with
knowledge and ideas of how to make what they do
more useful and more fun. Child-to-Child activities in
health education are being used in different ways all
over the world. In this booklet, we emphasise the two
main ways in which the approach is used, i.e.

• In schools and within the communities around the
schools.

• In youth groups where children join togetherto
spread health ideas to communities.

Child-to-Child approaches can also be used in other
subject areas such as agriculture and environmental
studies, but in this booklet we concentrate on health.

1.1. Three important goals of the
Child-to-Child approach

1. It helps to link health and education together within
communities and so improves the life of both children
and adults.

2. It involves children as well as adults in actively
improving health in communities.

3. It encourages children to take action both individually
and as a group so they can benefit both themselves
and others, without giving themselves extra
burdens.

Health
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1.2. An active methodology - fun for
children

Child-to-Child emphasises:

• meaningful, active learning, using a variety of
approaches and methods.

• activities which are interesting and fun for children
to do.

1.3. How the Child-to-Child
approach helps children

Knowledge and skills

• It develops knowledge and understanding of
important health issues in communities.

• It promotes a wider understanding of health as
something more than absence of disease,and
thus an awareness of:
- links between a healthy person and a healthy
environment.
- links between physical health and health of
the *whole person' (mind, body, spirit).

• It develops active skills to help children prevent
disease and help those who are sick.

• It develops thinking skills of:
- identifying problems and solving them.
- communicating ideas to others.
- examining actions and results: 'What have we
done?' "Was it useful?" 'How could we do it better?

This knowledge and these skills increase children's
capacity to improve their own lives.

Attitudes

Child-to-Child also aims to devebp desirable attitudes
in children both through what children learn and how
they learn it. It develops:
• their self-confidence, because they are planning

and taking action.
• their sense of responsibility, because they are

being trusted to do things which are important both
for themselves and for others.

• their sense of cooperation, because they are
working together.

Changes In behaviour and practice In children

Child-to-Child also aims to achieve changes in
behaviour and practice in both younger and older
children, e.g.
• improved health habits resulting in better personal

and community hygiene (e.g. children wash their
hands more often and fill in mosquito breeding
places).

• more care and attention to the health of others (e.g.
children care for safety of younger children).

• better use of available resources to improve health
care (e.g. children provide oral rehydration using
rice water).

Effects on families, schools and communities

In addition to helping children, the Child-to-Child
approach also helps families, communities and schools
through:

• helping to make closer links between education
and health workers, at community level (and at
higher levels too).

• helping to bring changes in health knowledge and
practice, through the knowledge that children can
spread and the example they can provide (with the
help of their teachers, youth leaders and health
workers).

• helping to provide a model of an active methodology
in health linked to doing and helping in the
community so that these approaches may be used
in other subject areas.

• increasing the respect that a community gives to
its children (as it sees how they can take responsibility
to improve health).

2. EVALUATION
2.1. What is evaluation?

To evaluate means to assess the value of something.
In the context of the Child-to-Child approach, it has
two broad aims:

1. To establish whether we are achieving our goals
and if so whether the programme is being carried
out in the most effective way.

2. To discover not only whether the programme is
working as planned, but also why it is or is not.
When we know this, we can improve it and also
extend our knowledge to similar programmes.

An everyday example of evaluation comes when we
undertake a journey. First we decide where we want
to go, that is our main aim. Then we decide when we
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want to go, and next we think about the best way
to travel. Once the journey is over we can consider:

• Did we arrive exactly whe re we wanted to go, at the
correct time?

• If we did not, what went wrong?

• If we did arrive correctly, could we have made the
journey:

a) more comfortably, given the money we
had?
b) more quickly?
c) more cheaply?

• Are we now in a good position to advise someone
else who is going to undertake a similar journey?

Sometimes we need not wait until we have finished
the journey before asking ourselves these questions.
As soon as we have started or are half-way through
we can ask ourselves, "Is this bus the fastest (or
cheapest) one? Should I get off and catch a better
one?" or even before we start, we can ask ourselves,
"Is this the right bus?" "Is there a better one?" "Will
we be going in the right direction?"

2.2. When to evaluate

There are three main stages when evaluation is
especially important:

• At the planning stage of the programme.

• At the doing stage.

• At the conclusion of the programme (the "outcomes"
stage).

Every Child-to-Child programme and activity needs to
be evaluated otherwise we shall not be able to learn
from experience. We learn from our failures just as
much as we learn from our successes.

Evaluation helps us gain confidence because we
know more about a programme and about what works
and what does not. It also gives us the ability to make
better and more useful decisions.

We need to evaluate many separate aspects of an
activity before we can evaluate the activity as a whole.
Thus evaluation occurs at every stage of what we do.

It is never too late to evaluate. Often there is no
evaluation at the planning stage, but we can still gain
very useful information later. Any activity, however
large or however small, which helps us know more
and make better decisions, is a useful evaluation
activity.

2.3. What can be evaluated?

When we evaluate, we investigate:

a) changes in what people know.
b) changes in the skills people have.
c) how they use these new skills and this new

knowledge.
d) what effects these changes have on people's lives.

In Child-to-Child activities, we may wish to find out the
effects on children, teachers and youth leaders, health
workers, families and communities.

In our list of the changes we expect the Child-to-Child
approach to achieve, there are many things which are
difficult to measure. Changes in attitude in the children
("They take more responsibility." "They cooperate
more.") and changes in the community ("better health
practices") are two examples. We may be able to
describe both but we cannot always measure them
easily. This does not mean that we should give up;
often things which are difficult to measure are very
important. What is more, we may not always be able
to say with certainty, "This action caused that effect",
but there are times when we have to say, "It is very
probable, therefore let us say that it is so."
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WHEN AND

ACTIVITIES

1. At the planning stage

Establishing needs

Planning objectives

Drawing up a plan of action

Considering resources

2. At the doing stage

The programme

The materials

Training

3. The outcomes stage

TABLE 1

WHAT TO EVALUATE

WHAT TO EVALUATE

• Which Child-to-Child activities are most
important to the children, their families and
their community?

• Are the objectives set realistic and relevant?
Can they be achieved in small steps?

• Are there long-term goals?

• Is it sensible and workable?

• Are they the best available? Are they
sufficient?

• Is it well-managed?

• Are they being used effectively?
• Are they adapted to local needs?

• Is the right training provided for the right
people?

• Changes in knowledge
• Changes in attitude
• Changes in practice
for both children and communities.

We nearly always need to evaluate the cost of an
activity (intime,work for people, and materials as well
as money) to find out whether it was worth doing.
When we measure whether an activity was worth
doing, we need to think of the long-term as well as the
short-term effects, although it is very much harder to
measure them.

Unexpected results

Child-to-Child activities often have unexpected results.
For instance, in Botswana older children were
encouraged to act as "little teachers" to help pre-
school children before they entered school. Evaluation
suggested that the older children later performed
better in class.

2.4. Who evaluates?

Everyone who takes part in an activity should be
involved in its evaluation. This includes: insiders, the
participants in an activity and the planners and
organisers, and also outsiders, who can take a more
dispassionate view. (Outsiders do not always have
to be specialists in evaluation.)

Outsiders in a Child-to-Child activity can include:

• Doctors and other health workers (who can check
whether the health messages are correct).

• Administrators and planners (who can assess
whether the activities are "cost/effort effective").

• Community leaders and community members
(who can assess the effect on children and the
community).
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Outsiders as evaluators

Doctors and other
health workers

Administrators
planners

and Community leaders and
members

TABLE 2

EVALUATION - EXAMPLES OF GOOD

Children

Teachers

Health workers

Families

Communities

Examples of good effects

Took more action to improve health.

Liked Child-to-Child and changed
their methods.

Cooperated with teachers.

Learned better child care because
older children provided a good
example (e.g. toys for children).

Supported children's immunisation
campaign.

AND LESS GOOD EFFECTS

Examples of less good effects

Learned new facts but did not apply them.

Found Child-to-Child approaches took a
long time and interfered with covering
the syllabus.

Resented children because they were
not trained'.

Resented children telling them what to
do.

Showed no interest. Failed to attend
school health fair.

2.5. Who we evaluate for

We evaluate for different people and for different
purposes. For ourselves: children, teachers,
programme organisers, and for others: funders,
decision-makers, the community. All these people
may need to know different things. So we should
always think of what they need to know when we
decide what and how to evaluate and how to present
the results.

In Child-to-Child activities we also have different
people who will want to know different things.

2.6. What evaluation need not be

• It is not necessarily something complicated which
can be done only by experts and outsiders.

• It is not mainly aimed at judging the success or
failure of an activity; rather at finding ways of
improving it.
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It is not a way of finding fault either with the
programme or its participants. Rather, it seeks to
find things to praise or encourage.

It need not involve complicated measurements and
statistics.

It is not something done only after an activity is
finished. It needs to start right at the beginning to
help us choose the "right road" and keep travelling
it.

It is not a waste of time and resources. It helps us
to use what we have better.

PEOPLE OFTEN THINK OF EVALUATION BEING

DONE BY PEOPLE LIKE THIS...

... BUT IT IS USUALLY BETTER DONE BY

PEOPLE LIKE OURSELVES.

WHO

Who

The children and teachers

The parents and community leaders

TABLE 3

NEEDS TO KNOW WHAT

Need to know

How they can improve their activities next time
they do them.

> What the children have achieved and how they
can help them.

The heads or youth group organisers How they can plan their activities more effectively.

The health workers

People from different areas

People at central level

Funding agencies

Whether the children are spreading correct
messages and whether they continue to
remember them correctly.

What is happening and how they can learn
from the experience in this area.

What kind of resources were being used, what
results have been achieved and whether the
resources were being used effectively.

How and how well their money is being used.
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3. HOW DO WE
EVALUATE?

There are many ways in which we collect, analyse
and assess information.

All the methods we describe in this section are likely
to be used at some time or another at every level.
Often different methods are likely to be used at the
same time to give a clearer and fuller picture.

This section can only give a short introduction to
various techniques; for further ideas and guidance on
these we recommend the book Partners in Evaluation,
which is easy to use and easily available. At the end
of this section we include a short guide which tells
readers what they can find in this book and where.
For those who will be involved in more complicated
evaluations of programmes and their outcomes, we
have also listed some other books which describe the
techniques in much more detail.

3.1. Observation

What can we observe?

Observation is the basis for all other techniques, but
good observation requires both skill and the right
attitudes towards it. We must be able to observe
clearly and carefully and to see and record what is
really there and what is really happening rather than
what we wish to see and what we want to happen.
This is not easy.

Examples of what we can observe:

• Things we can count, e.g. If we are evaluating an
activity on "Clean Safe Water":
- how many water containers are there at home?
- how many are covered?
- how many have ladles?

Recording

Once we have decided what to observe we have to
decide how to record it. We need to be able to record
in such a way that others will understand what we
have put down. It is better to record as soon as we
have observed rather than waiting until the end of the
day, since waiting can lead to our forgetting some
important aspects.

• Observing events many times makes you surer of
the results.

Example:

Five older children were told to observe how
younger children behaved when crossing the
road. They all observed that the younger children
often crossed too near a certain corner where the
motorists could not see them.

It may be possible to allow space on the records to
note the unexpected as well.

Example:

Children were observing foodsellers at school to
see what they sold and whether they kept flies
away. At the same time they noticed that their
friends did not pay any attention to whether the
stalls were clean or not. They bought from
certain foodsellers because they were more
friendly.

What people are doing, e.g. if we are evaluating the
amount of child stimulation in a community:
- how many people talk and play with babies?
- who plays most of the time (i.e. mother, father,
other children)?
- what are people doing when they are not playing
with the baby?

Records of observation are not only written records.
Maps, pictures and diagrams also help.

Example:

A project worker was asked to observe how a
school using the Child-to-Child approach was
operating. She took photographs of the school
compound and of the children doing different
health activities.
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Making sure that we observe accurately

It is quite possible f orthree people who have witnessed
an event to give accounts of what happened that differ
a great deal. They may disagree on the height of one
of the people observed, or the sequence of events. If
observers are trained, the chances of big differences
in reporting are lessened, but it will still be necessary
to check on the level of accuracy of those taking part
in an evaluation exercise.

One way to do this when children or teachers are
concerned is to turn it into a game: have four or five
observe something, then record it, then compare their
records to see how similar they are.

3.2. Asking questions

Through asking questions we can find out more about
what people know, do and think, and even why they
think and act in the way they do. But this information
can only be gathered if questions are asked for the
right reasons and in the right way. Many questions
are asked and answered to give people the information
they want to hear rather than the true information
necessary in evaluation. Deciding what are the right
questions to ask is vital to good evaluation. If we do
not ask the right questions we will not get the
information we need, however well we ask them and
record the answers.

What questions to ask... and how to ask them

• Think carefully about the information you need and
the other information you may get from asking
your proposed questions. Then plan your questions.
Usually a line of questioning which leads to further
information is more useful than a completely
'closed' set of questions which only seeks to get
some answers and rejects others.

Example:

"Do you boil water?" will only get one (probably
false) answer.

"How do you use water at home?" will get much
more useful information including (if you are
skilful) an answer to the first question.

• Use a step-by-step approach to build up questions
in sequence. Ask simple and general questions
first, and bring in more difficult and specific
questions later.

• Link questions with what people tell you. Either
let them talk freely and then bring in questions, or

ask further questions based on their answers
until you get all the useful information you can.

Usually it is not wise to proceed like a machine
through a set of prepared questions.

• Avoid questions which suggest the answer you
would like to receive, e.g. "Do you clean your
teeth every day?"

• Be very careful to recognise sensitive and
embarrassing questions, e.g. "How much do you
earn?"

Written questions

Sometimes we will wish to use a written questionnaire.
Experience shows, however, that:

• such questionnaires are only useful for some (and
not all) information gathering.

• it is usually not worthwhile to send them out without
explanation to large numbers of people. (Very few
will reply and many will not understand the
questionnaire or its purposes.)

If a written questionnaire is given, it should:

1) be as short as possible, with very simple questions.

2) be directed to one or two specific purposes.
3) require short, simple replies.
4) only be used with people who can read and

understand the questions and answer them
in writing.

5) if possible, be given at a time when people have
an opportunity to complete it, e.g. at an in-
service course.

All answers should be treated with respect - in some
cases, people may not like their names to be disclosed.

Note:
Oral and written questions may often be combined. A
short written questionnaire can form the basis for
wider and more open questions.
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Example:

A group of children, well-prepared by their
teachers, have been conducting a nutrition survey.
They have five simple questions about food grown
and eaten in the family, but they have also been
encouraged to ask more, and wider, questions
based on these and to record the answers.

3.3 Meetings and discussions

It is often very helpful for groups to discuss what is
happening and what has been achieved, just as it
often helps if groups decide which information to
collect and take part in collecting it.

Group discussions:

• enable us to share experience, to learn from each
other and obtain feedback.

• assist us to obtain information because group
discussions encourage people to contribute.

• albw everyone involved in an activity to participate
in the evaluation.

The group must feel relaxed and friendly, so small,
informal groups are better than those that are large
and formal. Seating arrangements should help create
a friendly atmosphere.

The discussion should be organised and managed
but free discussion should be allowed. Thus the
organiser can have a programme checklist and
encourage the group to cover it all but allow other
ideas to come up.

The ideas and opinions of all participants should be
respected.

It is useful to summarise the discussion from time to
time.Recording a group meeting can be difficult and
it is important that this be done correctly. Two heads
are often better than one. Training people in simple
ways of recording is very useful and can help them to
gather good evaluation information.

3.4. Using written material

We need to examine written records:

- to know what has happened in the past.

- to keep aware of what exists and is happening now.

- to compare contexts, activities and results both
from place to place and from time to time.

What written records can we examine?

• Written records from 'outside', e.g. health records.

• 'Inside' records, e.g. pupils' exercise books, planning
documents, diaries, activity sheets.

• Our own records, either individual or group.

• Textbooks and curricula.

• Child-to-Child books and materials.

• Teachers' preparation.

• Attendance records in a school using the Child-to-
Child approach.
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• Displays and posters.

• Reports made by inspectors or health workers on
the effect of Child-to-Child programmes.

3.5. Assessing changes in
knowledge and skills

What we need to find out

It is important not only to find out whether knowledge
and skills have been gained, but also whether they
have been retained and whether there has been any
change in behaviour as a result of the new
knowledge.

We need to find out:

• what people know and do already.

• how well do they understand the new material.

• how long they keep their new knowledge and skills.

• whether they are applying their knowledge and
skills.

• whether they are spreading their knowledge and
skills.

How to assess knowledge and skills

a) Simple tests

Often it is important to find out whether a whole group
of children or adults can do something. We therefore
need to ask very clear and simple questions.

Examples:

"What are the most important signs of pneumonia
in babies?" (quick breathing - even when lying
down quietly, etc.)

"How can you re hydrate children with diarrhoea ?"
(get or make oral rehydration solution, rice water
makes excellent oral rehydration solution, etc.)

We may also need to do practical tests:

• making a sling in first aid.

• using an arm circumference strip correctly.

In these tests we should not be satisfied unless nearly
all those tested get the right answer. We should aim
for at least 4 out of 5 correct answers for a knowledge
test and, if possible, fully correct skill tests. If not, the
individuals who do not understand must be re-taught.

b) More difficult questions

Simple questions are not always enough. We need to
ask more difficult questions to see whether children
understand the reasons for what they are doing.

Examples:

• Why does dehydration kill?
• Why should food be covered?
• How can we help babies learn to talk?

Here, too, we need a measure of success. We should
be unhappy if less than 2 out of 3 children gave correct
answers to these questions.

c) Other ways of assessing knowledge and skills

There are many different ways of finding out what has
been learnt. We can:
• make simple games such as crossword puzzles.
• ask questions based on pictures (e.g. find all the

accident dangers in this picture).
• ask children to put events in the 'right order' (e.g.

put in order: children got malaria; the rains came;
there were holes in the mosquito nets; mosquitos
bred in the rain puddles; mosquitos bit children at
night).

• get children to finish a story (e.g. we met Ali who did
not go to school because he could not walk well, so
we ).

• observe skills in action (e.g. watching road safety
drill).

Note: These are just some of the ways of testing.
Many other ways can be thought of. Children, teachers
and youth leaders should be encouraged to think of
new and interesting ways. Thinking about how to test
also helps to build understanding of the ideas and
activities of Child-to-Child.
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3.6. Assessing changes in attitudes
and behaviour

If people gain new knowledge and skills they need to
put them into practice before real changes can be
made. Before acting they need to want to act. That
is why changing attitudes is so important.

How to measure changes In attitudes and
behaviour

Asking questions is one way to find out about attitudes
and behaviour, but it is often difficult to get true
information in this way. Careful observation of
behaviour, including very careful listening, is a better
guide.

Sometimes written records tell us what people have
done. Sometimes group discussion or group simulation
(where people act out what they would do in a certain
situation) helps to show changes. Oftenwe may need
many different kinds of evidence to help us decide
how far attitudes and behaviour have changed.

How would you answer her?

4. RECORDING
AND PRESENTING
RESULTS
When we evaluate we must present our findings to
somebody so that they can then learn from them and
"do it better". Sometimes people think that the only
way of doing this is to write a long report full of quite
difficult language and figures. This is not so.

4.1. Rules for preparing and
presenting reports

1. A report must be accurate

If there are mistakes in the facts, if the figures are
wrong, if the mathematics or statistics are incorrectly
used, or if there are serious omissions or
misunderstandings, no-one will take the report
seriously. Be sure to check for accuracy.

2. A report must be directed at the people who will
use it. (Always keep them in mind when writing the
report.)

Sometimes different people with different levels of
knowledge about evaluation will use the same report.
In this case it is best to produce a report in the
simplest possible way, and add on additional material
such as statistical information for those who can
understand it.

3. A report should be designed to promote
discussion leading to improvement.

A report which is dull, or which just delivers judgements
and raises no questions, will not promote discussion.

A report which is negative in tone and full of badly
phrased criticism will discourage people who have
worked hard on their programmes. Always be positive
and praise where possible.

4. A report must be prepared quickly. If it is late it
may be of little value (no matter how well it is
presented).

4.2. Some techniques for
presenting reports

Written descriptions

Sometimes observers will want to describe
programmes they have seen, schools they have
visited, classrooms or youth group activities they
have seen.

Even a brief description can be informative and
worthwhile.

Sometimes comparative tables of different cases
observed can be valuable.

Photographs, pictures and maps

Often these can be very valuable to show what has,
or has not, been accomplished. Remember - always
photograph positive as well as negative points.
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Example of a comparative table
TABLE 4

USE OF CHILD-TO-CHILD ACTIVITIES

CLASS 1

CLASS 2

CLASS 3

Use of materials

b
e

Methods used

rief description <
ach case.

)f

Link with
activity at home

Pictures drawn by children and their teachers are
often good evidence of what has been achieved and
what has been understood.

Videos

Videos can show activity well, but we need to take
great care that they present a balanced picture and do
not leave us with too one-sided a view of what has
happened.

Both videos and pictures need to reinforce written and
oral reports. They cannot replace them.

Presenting numbers

When we present numbers and comparisons between
them (as is often the case in evaluation), we need to
consider effective ways of showing what we want to
show.

We may sometimes wish to use tables, but we may
also want to use:

Pie charts

local river

village well

piped water

Sources of water

Bar graphs

r

Line graphs

Use of Child-toChild materials over 2 years

Pie charts and bar graphs are useful when we are
comparing. Line graphs are useful when we want to
show how activities are growing, or getting less, over
time.

Verbal presentations

Remember not all evaluation reports have to be
written.

The advantage of a verbal presentation, to a seminar
of project workers, for instance, is that it is possible to
discuss what has been observed and amend the
report as a result of feedback obtained.

4.3. Key points about reports

Remember again the 'lour C's" about report writing:

They must be CORRECT
CLEAR
CONSTRUCTIVE
CURRENT(i.e.produced on time).

Weights of seven-year-old children
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PART I I

EVALUATING ACTIVITIES USING THE CHILD-TO-CHILD APPROACH

In this part we give examples from four levels of
evaluation. We look at:

• Evaluating an activity using the Child-to-Child
approach - taking as an example one done by
teachers and the children themselves.

• Evaluating a small-scale Child-to-Child project
- usually done by the project organisers with help
from the participants.

• Evaluating Child-to-Child approaches introduced
nationally from curriculum centres.

• Evaluating Child-to-Child materials.

5. EVALUATING A
CHILD-TO-CHILD
ACTIVITY
We give below an example of an activity involving
children in a village who decide, in the first instance,
to concentrate on just one Child-to-Child theme ...
SAFETY.

The planning stage

Deciding to begin

In village X, 2-year-old Ali was burnt badly when the
cooking pot toppled over. The teacher, health worker,
youth leader and some parents thought it would be a
good idea to introduce the activity on home accidents
both in youth groups and in the school. It would be
better to begin with accidents at home and then later
to take up those on the road. There were a lot of things
that children could do for themselves as well as for

others (e.g. brothers, sisters, etc), when they had
learnt about this topic.

Evaluation questions:

• Who decided on the activity?
• Was there an an agreement?
• Why did they decide on a particular activity?
• Was it the most relevant?
• Was it one where the Child-to-Child approach

could be used?

Finding out the current needs

The teacher discussed with the children why the topic
of safety was taken up; what they needed to find out
and where they would get the information. She had
already written down burns and the children made the
list longer. They added cuts, wounds, etc. They
decided to ask theirparents and older members of the
family in the evening when people were more relaxed.
Some of the children finished very quickly and came
back to show the teacher, but the information was not
sufficient. After explaining its importance, she sent
them back to complete the task.

Two children went to the Health Centre and asked the
nurse there about it. The local medicine man was out
of the village and so no one collected information from
him, although the teacher did feel that this should
have been done. When the children returned, they
discussed what they had collected and found out.

Evaluation questions:

• Was the information collected appropriate, relevant,
accurate, complete?

• Were the children able to collect it?
• Who prepared the "finding out" proforma?
• Did children know/understand how to fill it in

correctly and to ask questions based on it?
• Were there any information gaps?
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Writing out objectives

(a) Knowledge objectives

The school teacher invited the children to list "what
every family should know about causes of accidents".
The children listed these topics: burns, wounds, falls,
dangerous things to eat and drink, insects and animals
and electricity and then agreed on what everyone
needed to know to prevent these accidents.

Evaluation questions:

• Are the knowledge objectives simply and clearly
stated?

• Is the knowledge to be gained relevant and related
to needs assessment?

• Is all the really important knowledge included?

(b) Skills and attitudes objectives

The teacher also decided that there were important
skill objectives and explained these simply to the
children. For example, to develop skills in finding out
more about the problem, thinking about some
solutions, to encourage children to workcooperatively,
and to encourage communication with others
especially the family.

The youth leader was keen to include attitude
objectives, for example, to encourage children and
families to be aware of and willing to use this new
knowledge and skills, and to increase their self-
confidence in doing so.

Evaluation questions:

• Are the skills in question well-defined and related
to Child-to-Child?

• Would the children/others get an opportunity to
develop them?

• Are children (and teachers) being encouraged to
work for attitude changes?

(c) Expected changes in practice

Everyone also agreed on the need for the activity to
lead to changes in practice at home. The children
and their teachers listed the following expected
outcomes:

All homes will keep their stove on a higher level,
above the ground, as well as matches, knives and
other unsafe things. They should put all rubbish in the
trash can, especially small bits which could be eaten
by a crawling baby... etc, etc.

Evaluation questions:

• Are the expected changes clearly listed?
• Are they reasonable?
• Can they be easily observed and recorded?

Preparing a simple plan

The teacher and youth leader involved some of the
children in making a very simple plan of what they
hoped to do.

(i) The plan was made but it was not full enough or
clear enough. Several people who could help, e.g.
the local nurse, were not listed. No mention was
made of local remedies.

(ii) The time schedule was too long. It should be
shortened to 3 months because after that the rains
would start and attendance drop.

Evaluation questions:

• Is the plan clear, related to finding out and
objectives?

• Does it have room for some flexibility?
• Is it understood by all those involved in planning

and doing the activity?

5.2. The doing stage

Discussion based on knowledge collected

There was some discussion on why babies/young
children have lots more accidents than adults do.
This led children to change their activities based on a
better understanding of the fact that little children do
not think and act like big ones.

Evaluation questions:

• Is the knowledge being taught simpie to
understand, relevant, correct, brief?

• Does it build on needs assessed earlier?
• Are all the children participating in finding out

more?
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Could the teacher guide the questioning to a
final solution or alternative solutions? 5.3. At the outcome stage

Planning further activities

After discussions by the children, teacher and youth
leader, it was agreed to:

• maintain a monthly record of accidents.
• talk to younger siblings and show them how to play

safely.
• visit the Health Centre and see how simple

accidents can be treated.
• learn how to prepare a First Aid Box to be kept at

home.
• draw posters and explain them.

Evaluation questions:

• Did the children understand what they had to do
and why?

• Could they maintain it regularly and complete it?
• Did the agreement come genuinely from the

children or was it mainly the teacher's ideas?
• Were the agreed tasks simple for children? Could

they do them? How were they organised? Could
it have been better?

From children to community

Children presented posters and drama to a parents'
meeting at the local festival to show them what they
were doing.

Evaluation questions:

How many attended?
How was the meeting conducted?
How well did the parents participate?
What knowledge was conveyed to them?
What message did the drama want to convey?
How was the drama organised?
What feedback was there from the audience?
What was the possible impact?

Changes In knowledge

The teacher had already tested the children before
the programme started. She compared the two sets
of answers. She could see that there was a difference
and that all the children knew more than when the
programme began. She did not just ask verbal
questions. To find out how accidents occur, she put
up a picture (one drawn by one of the children) of an
unsafe home and said, "Baby Seema is one-year-old
and walks/crawls into this home. What could happen?"
This made all the children think and respond, even
those who could not write very easily.

Evaluation questions:

• Has there been a gain in knowledge?
• Was there a pretest?
• Could the results of earlier enquiries be used as

a pretest? If so, how did the two results
compare?

Changes In skills

As a result of the lessons on First Aid many children
gained practical skills and the confidence that went
with them. Teachers reported that they frequently
observed children testing each other.

The Deputy Headmaster, who had been encouraging
the teachers and watching the children right from the
start of the activity, also found changes in the way that
learning skills were developing. One of these was the
way that the children were participating in activities
both in and out of class.

In the beginning the teacher had to guide and coax
them along. Most did not even ask questions, but
towards the end of the programme even the shy ones
were ready to talk to the class about what they had
seen. Some parents were also asked (when they
came to pick up the children after school) and they felt
that the children were asking more questions at
home, e.g. "Why is the stove on the floor? Can't we
build a small platform?"

Evaluation questions:

• Have children gained really effective practical skills,
e.g. in first aid (and the confidence that goes with
them)?

• Have children been encouraged to develop skills of
learning, of finding out and working together - or are
activities still very teacher-directed?

• How far has this development of skills changed over
the lifetime of the programme?
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Changes in attitudes and behaviour

Both the teacher and the youth leader agreed that the
only way to assess children's changes in attitudes
was to observe their behaviour at school and at home.

The youth leader observed that the children were
more aware of accident hazards in their homes. In
fact, many children said that their friends and
neighbours were not even aware of how careful one
must be, especially with small children.

Since it was a large class of 50, the teacher selected
about 25 children and went to their homes to find out
how their behaviour had changed. She was helped
by the health worker. All the homes had a First Aid
Box which the children had prepared. About five were
incomplete, i.e. had been used and not refilled. The
mothers had found it very handy especially when they
got accidently burnt/scalded while cooking. They
reported that the children insisted that they move the
stove away into a corner and asked their fathers to
make a small platform. Another example was given
by Ram's grandmother.

A few days before, a bottle had been broken and Ram
just got up and very matter-of-factly swept up the
broken pieces of glass, mopped up the floor and
threw the glass on the dump outside. 'That was a
relief, "said his mother, "because I was standing in the
water line and would have had to rush home."

Evaluation questions:

• Do children talk more about the problems in homes
and communities?

• In school and when children go home, do they really
do some of the things that they have been learning
about with other children and with their younger
brothers and sisters? Do they talk about it back in
the classroom? When problems occur (in this case
an accident to one of their friends), what are the

TABLE 5

Evaluating an activity using
the Child-to-Child approach:

Checklist for action

THE PLANNING STAGE

How did we evaluate:

• the choice of topic?
• what people knew already?
• their needs?
• the way in which objectives were chosen and

set?

• the way we made our plan?

Who evaluated these?

What did they find out?

What action did they take?

THE DOING STAGE

How did we evaluate:

• the way the action was organised?

• the way the results were shared?

Who evaluated these?

What did they find out?

What action did they take?

THE OUTCOME STAGE

How did we evaluate:

• changes in knowledge?
• changes in skills?
• changes in attitudes and behaviour?
• changes in health

i) in the family?
ii) in the community?

• probable changes in health of
i) children?
ii) families?

Who evaluated these?

What did they find out?

What action did they take?
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responses of particular children? Are they different?
• Are there examples of changes in the home? (In this

case is there a First Aid Box; when and how is it
used?)

Changes In health In the family and the community
(in this case the number of accidents)

After the school had finished the activity, the health
worker waited for three months and then compared
her records with those of the same period last year. "I
can't say for certain that it is the result of your Child-
to-Child project, "she told the children, "but what I can
say is that fewer babies have been brought into the
Health Centre with bums than during the same time
last year."

Evaluation question:

Are there any changes in health in the neighbourhood
which have been observed over the time the activity
has taken place? How far can these probably be
linked to the action taken by Child-to-Child?

6. EVALUATING A
SMALL-SCALE
PROJECT
By a 'small-scale project' we mean one which is local
but which aims to introduce the Child-to-Child
approach within a number of schools and out-of-
school activities.

6.1. The planning stage

Deciding to start a project, selecting a community
and assessing needs

A national-level health education programme was
anxious to try out a Child-to-Child approach in a small
area. They planned to involve local schools and youth
groups. Before starting, they called two meetings:
one with local leaders, teachers and health workers to
discuss health education, the possibility of the project
and the approach; the second (after it had been found
out that the community was more than happy to try out
the ideas) to discuss needs and priorities.

Evaluation questions:

• Have the right people been consulted?
• Were they given enough opportunity to give their

views?

• Do all those who have to take action know and
understand the project and its purpose?

• Have both Education and Health Workers been
involved from the beginning?

• How carefully were needs identified?
• Were priorities effectively chosen?

Looking at where we are now

Before starting to design materials and plan activities,
the organisers discussed with teachers and health
workers what were the traditional health beliefs and
practices in the area. They also agreed to give a very
simple test of knowledge and skills to children.
Teachers also took the test and were surprised that
they also lacked important health knowledge.

Evaluation questions:

• Have present practices and beliefs been surveyed?
• Has there been a pretest of health knowledge and

skills in the selected priority areas?
• Was it clear and easy to use?
• Have the results been noted?

Setting objectives and making a plan for the
project

At a first seminar with teachers and youth leaders the
project organisers discussed and agreed objectives
and a plan of action with them. Everyone was very
enthusiastic and confident. As a result the plan was
quite ambitious.

Evaluation questions:

• Has an effective plan of action been made?
• Are the objectives realistic?
• Are they clearly defined, measurable (in some

way)?
• Are they relevant to needs?
• Have those who will be carrying out the plan had
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a great enough part in making it? Do they feel they
'own' it in some way?

• Is the plan arranged in small steps so that progress
can be seen?

Checking the plan against the resources available

The project organisers asked a wise and experienced
planner from another district to visit the project area.
He looked carefully at their plans and spoke to the
teachers and the inspector. "You have to look at three
kinds of resources," he said, "manpower, money and
time. You have a shortage of all three, and though
your plans are good, perhaps you are expecting a
little too much. Why don't you try to do a little less, so
that you can be sure of doing it well?"

Evaluation questions:

• Are there enough teachers, health workers and
youth leaders to make the plan work well?

• Are there sufficient funds and materials available?
... and time?

• Has implementation of the plan been well discussed
with all those who will take part? Are they happy
with the parts they are expected to play?

Assessing and collecting materials needed

At a planning meeting it was decided to concentrate
on just five priorities. With these in mind, the group
began to look through materials which were already
available... both school material and adult education
material produced by the Ministry of Health. Some of
this was found to be quite useful.

The relevant Child-to-Child activity sheets were very
carefully analysed and a plan made on how to adapt
them, make supplementary material from them, and
use them in training. One sheet was found totally
unsuitable and a new activity was selected and
planned.

Evaluation questions:

• Is the material relevant to:
- those who will use it (children, teachers, youth
leaders)?

- the objectives set?
• Is the material usable?

- Can the language be well understood?
- Are the activities suggested possible?

• Is the material medically accurate?

Selection of schools and youth leaders

After a lot of discussion and some disagreement,
there was agreement on which schools and youth
leaders would be included in the project. One or two
of those which were close and easy to monitor were
not, however, included since the heads and organisers
did not seem really keen to participate.

Evaluation questions:

• Were there sensible rules (criteria) for selecting
participants?

• Are those who have been selected ready, willing
and interested in taking part?

• Have we selected key decision-makers and not just
individuals? e.g. At school, are heads willing to
participate and cooperate and not merely one or
two teachers?

Training before beginning the project

The training group for youth leaders appointed one of
the project planning group as an evaluator. She:
• Insisted that the course produced objectives and

then criticised them.
• Conducted a pretest with participants.
• Attended sessions of the course and discussed

them with staff and participants.
• Conducted a test and gave a questionnaire to the

participants at the end of the course and held a
discussion with them.

• Held a feedback session with the organisers.

Evaluation questions:

• Are the right people being given training?
• Have we decided clear and realistic objectives for

our training?
• Have we attempted to evaluate changes in

knowledge, skills, attitudes and behaviour of the
participants both before and after the course?

• Have we attempted to assess their understanding
of the Child-to-Child ideas and methodology?

6.2. The doing stage

Organisation of the programme

The programme planning committee then reviewed
how the activities during the next year would be
organised, and assigned responsibilities (including
responsibilities for monitoring). The project got under
way.
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Evaluation questions:

• Is there a working group responsible for the
management of the programme?

• Is everyone well-informed of the programme
planning, methodology and results expected?

Operation of the programme at school level*

Folbwing preliminary training, schools organised a
teaching programme based round the five priority
areas identified. They also tried to reinforce these
messages in all subjects across the curriculum. School
health action committees (including some children)
were formed to try to ensure that the school itself was
healthy, and to plan health action in the community
based on the school.

All these activities had to be monitored, and schools
were encouraged to draw up their own lists of self-
evaluation questions. When the project monitoring
team came round the school, they discussed these
with the health action committees and suggested
improvements.

Evaluation questions:

• Is there a well-defined schedule for Child-to-Child
activities in the school programme (time given,
people involved, arrangement of activities)?

• Is the purpose of Child-to-Child understood in the
school as a whole (head-master/mistress, teachers,
children)?

• To what extent is the Child-to-Child approach being
used?
- how many classes?
- how often?
- other applications, e.g. maths, etc?

• What Child-to-Child materials are available and
being produced? How good are they? Have they
been evaluated?

• How is Child-to-Child being used in the classroom?
• Are children involved at each stage?

- Understanding the problem.
- Investigating, reporting and discussing.
- Planning and deciding action
- Taking action
- Discussing and reporting results.
- Evaluation.

• Is Child-to-Child part of school life?
• Are there health clubs, health communities, health

scouts?
• Are the children involved? Are all of the children

involved or just some?
• How far are the children involved in decision-

making and evaluating?
• Have the school and teachers prepared their own

work plan?
• Who helps the teachers in carrying out the

activities?

• A similar set of activities and questions would be relevant for out-
of-school groups.

Coordination and communication

It was agreed that coordination between all those
working with the programme and communication of
the ideas was vital to the project's success. The
project workers selected one small area (two schools
and one youth group) and studied how far the ideas
and activities were shared. As a result, a feedback
meeting was called and the problems and possible
solutions discussed with all heads and youth leaders
involved in the project.
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Evaluation questions: 6.3. Evaluation of outcomes

• What links were made within schools through:
- Teachers and teacher/parent meetings?
- Different subjects in the curriculum?
- Classroom and out-of-class activities?

• What links are being made between schools and
youth groups involved in the programme?

• What links are being made between school and
home?

• What links are being made with other professionals
such as health workers and with other programmes
in the community?

• How far are the media (newspapers, radio, etc)
being used to spread interest among the wider
national community?

Training

The first training which teachers and youth leaders
received was not enough. Many new challenges and
problems came up, so it was necessary to have short
training meetings frequently during the project. Most
of these were organised at school level. All those who
took part were encouraged to evaluate each round of
training, and in the end a very simple 'guide to training'
was produced by the project organisers which proved
very useful to schools.

Evaluation questions:

• How often and what kind of training do the teachers
receive during the programme, e.g. individual help
from supervisors or training groups in school?

• Did the training reflect the Child-to-Child
methodology?

• What are the results of training, e.g. better skills
teaching/materials produced? Better
understanding/ more confidence?

• What problems were raised by training?

Evaluating changes in knowledge in children and
families

Children, helped by their teachers and club organisers,
were invited to design their own knowledge tests both
for other children and for the community members to
whom they had taken the messages. They found this
very difficult but learnt a great deal by doing it. They
were helped by project organisers.

In some cases, these questions were the same as
those which they had asked right at the beginning of
the project. From asking these questions they
discovered that most children and some parents had
gained a good deal of knowledge, but additional
questions showed that some of the messages had not
really been properly understood. (Many parents and
some children thought that the oral rehydration drink
was a 'medicine' to be taken in small quantities.)

Evaluation questions:

• Has there been a gain in knowledge?
• Is the new knowledge correct, useful, relevant?
• Is there a better understanding of health problems

and possible ways of overcoming them?
• Is the knowledge retained over a long period? (Ask

the same questions six months later.)

Changes In skills*

In the project schools, children were 'paired' with older
children responsible for the hygiene and safety of the
younger ones. Older children also had responsibilities
for the health committees.

My school brother never
checked my fingernails

today.

* Here we are talking about two rather different things: health
skills in children, teachers and community members, as well as
problem-solving and communication skills.
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A survey made over a number of schools reported a
considerable improvement in hygiene ... both older
and younger children had gained skills (e.g. older
children had taught younger ones how to clean their
teeth more thoroughly and, in so doing, learnt a lot
themselves).

Some comments also reflected that older children
were getting more skilful in helping the younger ones
help themselves (instead of just telling them what to
do).

Evaluation questions:

• What health skills can children or their families do
now that they were not able to do before?

• Do they practise these skills?
• Have older children taught new skills to younger

ones?
• What has been the effect on the older children ...

have they become more confident?
• Have teachers, health workers or youth leaders

gained any new teaching, management or
communication skills as a result of working with a
small-scale project? If so, which ones?

Changes In attitudes In children, teachers, health
workers and youth leaders, administrators and
managers, community members*

Health workers, youth leaders and project organisers
had a long discussion on how to evaluate attitudes.
They all agreed that tests were not likely to be useful
to them. Finally they made a list of some of the ways
of behaving (indicators) which they should look for in
children, e.g.
• attends health club regularly.
• notices and reports poor hygiene or safety hazards.
• makes a toy for baby, etc.

Making the list taught them a lot about what to look for
and encourage.

They enjoyed this activity and found it useful and so
decided to do something much more difficult: to make
a similar list of indicators for parents and even for
themselves, e.g.
• praises children on health activity.
• gives children more responsibility.
• encourages child to join health club.
• asks 'did you learn anything new about health this
week?'

Evaluation questions:

• Do children demonstrate more interest and concern

Changes in attitudes are usually demonstrated by changes in
behaviour. This can be observed over time and recorded, but it
cannot easily be tested.

over the health of:
- themselves?
- others?

• Do they give their time and energy to activities
related to health?

• Do they give up other things for such activities?
• Do teachers display more interest and confidence

in working with health topics in school?
• Do they take more time and show more interest in

working with parents and health workers outside
school time?

• Do parents show more interest in the health
messages the school teaches? Do they show
more concern about health problems?

Note

There are two more things which we would look for
at the outcome stage.

The first is changes in health of children or families.

Whether we can measure this depends on what
activities are being attempted. In some cases a
simple medical message (e.g. detecting and treating
scabies) can be passed on by children and the results
measured (i.e. less cases of scabies were seen and
reported).

CHILD TO CHILD
PROJECT

In some cases, we may be able to say probably a
Child-to-Child programme has effected a change in
health. (For example, health workers say that more
cases of pneumonia in babies were brought to the
clinic and cured.)

Nevertheless, we must not believe that medical
outcomes are easy to measure, and we must not
neglect Child-to-Child activities like hygiene, or playing
with children, or helping the handicapped, because
their direct effects cannot be measured.
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TABLE 6

Evaluating a small-scale
project:

Checklist for action

THE PLANNING STAGE

How did we evaluate:
• the way we selected a community?
• our assessment of the needs and priorities of

that community?
• the way in which the objectives were chosen

and set?
• the way we made our plans?
• the best use of local resources (people, time,

materials)?
• the way we selected specific schools and

youth leaders?
• the training we carried out at the beginning of

the project?

THE DOING STAGE

How did we evaluate:
• the way the project was implemented at

different stages?
• the way we shared our skills and information

throughout the project?
• the training which was carried out at various

times throughout the project?

THE OUTCOME STAGE

How did we evaluate:
• changes in knowledge

i) in children? ii) in families?
iii) in communities?

• changes in skills:
i) in children? ii) inactions?

iii) in problem solving?
iv) in communication?
v) in teachers?

vi) in families and communities?
• changes in attitudes (observed through practice)

i) in children? ii) in teachers?
iii) in health workers and youth leaders?
iv) in administrators and managers?
v) in the community

• changes in health:
i) in children? ii) in families?

• the way we found out and utilized unexpected
results?

At each stage we should ask ourselves
Who evaluated these?
What did they find out?

What action did they take?

The second is unexpected results.

We must always look for these in a small-scale
programme. We may discover changes in children:
• in the other subjects they learn.
• in what they do at home.

Many may discover new interest and new cooperation
in the community... or we may find that the programme
causes bad feeling and competition.

Unexpected results can often be very important and
lead to changes in projects and their evaluation.

7. EVALUATING
CHILD-TO-CHILD
APPROACHES IN A
NATIONAL
PROGRAMME
Very often countries are now introducing Health
Education in a much more serious and positive way
within their school curricula. Sometimes they are
doing this through the medium of one subject.
Sometimes they wish Health to be introduced across
the curriculum and into many subjects. Often they
wish to introduce a Child-to-Child approach into Health
Education.

They need to evaluate:
• Whether the approach is needed and worthwhile.
• How it is being introduced.
• Whether it has value, both in spreading health to

children and communities and as a way of educating
children and helping them to 'learn how to learn'.

In other cases, countries may introduce large-scale
Child-to-Child approaches outside the formal school
system, possibly using youth groups. Here also a
national evaluation is needed. However, in this
section, we concentrate on national programmes
based on the formal school.

WHEN AND WHAT TO EVALUATE

As in the small-scale programmes, there will need to
be evaluation of the Planning, Doing and Outcome
stages. But it is never too late to evaluate. (Even if the
programme has already started, we can still evaluate
both Doing and Outcomes.)
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7.1. The planning stage

Adopting the Child-to-Child approach

Evaluation questions:

• Are the reasons for introducing a Child-to-Child
approach clear?

• Does the Curriculum Centre understand that
introducing a Child-to-Child approach implies:
- closer links with school and community?
- more active approaches in schools, etc?

Evaluation In action:

A Curriculum Centre set up a group to study the
introduction of a proposed new Health Education
syllabus using Child-to-Child. They agreed that the
approach implied many new methods and some
changes in school organisation. It was therefore
decided to start the approach in a small number of
schools around a teachers' college before spreading
it more widely.

Objectives

Evaluation questions:

• Do the objectives for the curriculum effectively
include those of the Child-to-Child approach
(especially those emphasising new attitudes and
practices within the curriculum)? If not, can they be
revised?

Evaluation In action:

The Curriculum Centre, together with an outside
consultant who had much experience in using the
Child-to-Child approach, looked at health needs and
formulated new objectives. In each case, attitudes
and practices were emphasised. The new objectives
stressed what children could do for others as well as
what they could do for themselves.

Materials

Evaluation questions:

• Have the Child-to-Child materials nationally available
for the teachers and children been surveyed?

• Have decisions been made regarding their use:
- Can any materials be used without adaptation?
- How far do others need to be translated and

modified to suit local needs?
- Who is available to do this?
- What are the cost implications?

Evaluation in action:

Child-to-Child readers were received by the Curriculum
Centre and examined by a panel of teachers and
health workers against a list of questions. They were
then tried out with a number of children of different
ages and in different places. As a result some were
considered suitable, but others were not. Therefore
new titles will be prepared at a writing workshop.

• Have new Health Education materials incorporating
the Child-to-Child approach been planned and by
whom?

• How far is this material cost-effective ... (can it be
used for more than one purpose, e.g. for teaching
reading and health at the same time)?

Training

Evaluation questions:

• Are there enough Teacher Educators, Health
Educators and Curriculum Workers who understand
and support Child-to-Child approaches - or will
some further training be needed?

• If training is planned, is it affordable and can it be
made as cost-effective as possible?

Evaluation in action:

At a national course on Health Education, an evaluation
(by questionnaire) supported by experience from the
course, showed that very few participants understood
how to use active methods with children and in
communities. As a result, it was decided to identify
core teachers in each district who could be trained
and encouraged to spread these approaches.

Who evaluates at the planning stage?

The following might undertake such an evaluation:

A special working group (convened by the
Curriculum Centre) Such a group might be convened
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only at the planning stage to look at plans, resources
and objectives and could also gather evidence from
surveys in different parts of the country. It would
include a wide range of expertise, including specialists
in health, persons knowledgeable about Child-to-
Child approaches, and 'users'.

Experts In particular fields for different tasks
The current Child-to-Child materials could be
assessed for medical relevance (by doctors), for
readability (by language specialists), for teachability
(by teacher educators), for local acceptability (by
health workers and teachers).

An evaluator or evaluation group (for Health)
appointed by the Curriculum Centre Such a group
needs to be appointed right at the beginning of a
project to plan its evaluation all the way through. The
group would not be full time and could include expertise
from outside the Centre. It should meet regularly.
One of its main tasks would be to encourage the
'users' of the approach to evaluate themselves.

7.2. The doing stage

Evaluation questions:

Once the Child-to-Child approach is being introduced
into the curriculum, we need to look at:

(1) Whether any plan that has been made is being
followed. If not, what are the reasons for changes in
action or for lack of action?

(2) How it is being introduced in different contexts:
- Are some programmes and schools more active

than others? If so, why?
- Are some teachers or schools failing to introduce
the approach or misunderstanding it? If so, why?

Evaluation in action:

A group from the Curriculum Centre was appointed to
visit a number of schools, colleges and 'Health Scout'
programmes in different areas. In one district, far
more activity was noted than another. Questioning
revealed that:
- the organising committee was more active.
- transport was available to visit schools and clubs.
- a local in-service centre was particularly involved

and interested.

Visits were arranged so that others could come to the
area to see the good work that was going on.

(3) Is the approach spreading outside the original
planned action? As it spreads, is it changing (or
weakening)? Why? Are new ideas about Child-to-
Child beginning to emerge? Do they incorporate both
in-school and out-of-school activities? How and
why?

Evaluation in action:

A seminar was called to discuss Child-to-Child
approaches. During this seminar it was discovered
that several schools had started Health Clubs and

TABLE 7

CRITERIA FOR GOOD TRAINING MATERIALS

WHAT TO LOOK FOR

1.

2.

3.

4.

5.

6.

7.

Relevant to local needs.

Medically correct.

Suggest many useful, varied and practical
ideas and methods.

Encourage Child-to-Child approaches.

Flexible: can be used in different situations.

Readable.

Interesting.

WHAT TO FIND OUT

Make a list of the priorities. Check to see that the
materials cover these.

Doctors must read them.

Teacher trainers should read them.

List Child-to-Child approaches. Check materials to
see if they are used.

Discuss materials with groups of teachers. "What
can you use?"

Test with teachers and health workers who will use
them.

Discuss with groups. "How could you use them?"
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that they were very popular and successful. They will
now be encouraged.

(4) Is training and material production taking place
and with what frequency and quality? Are training
materials being used? If so, of what quality?

(5) Which Child-to-Child messages and materials are
being most and least used? What are the reasons?

(6) Which groups and agencies (including
international agencies) seem most interested and
supportive of Child-to-Child, and which least
interested?

Who evaluates at the doing stage?

1. An evaluation team from the Centre
Already mentioned at the planning stage. There
needs to be some group, not full time, which looks not
only at how the implementation is working, but also at
how it fulfils the plans and objectives made earlier.
Remember! One of the main purposes of this group
is to encourage others to evaluate.

2. Evaluation groups at local level
At local level, there should also be individuals (or,
better still, a group) who evaluate 'how the programme
is doing'. These can include local organisers and
supervisors of the programme, but also other people
who already have the task of helping local people to
improve, such as the school inspectors, or district
health workers. From their reports, it will be possible
to make a national picture of successes and difficulties.

3. Everyone working for Child-to-Child (including
children)
If everyone thinks of themselves as an evaluator and
is prepared to make simple reports, to discuss what
they have done with others and to answer simple
questions, then the task of a national team is made
much easier. For local workers to do this, two things
are necessary:
• They must feel that their information is welcome

and will not be 'used against them'.
• They must know what needs to be evaluated and

why. (So sharing this information is very important.)

7.3. The outcomes stage

At this stage, evaluation becomes more technical and
professional. Its purpose may be:
• to decide how widely to spread the Child-to-Child

approach through formal and non-formal education.
• to assess how easily it can be absorbed.
• to examine whether, and in what way, the

approach should be encouraged to spread from
Health to other areas.

At this stage, the question will have to be considered
of whether Child-to-Child is cost-effective (providing
a worthwhile educational return for the time and effort
it requires to introduce it).

This will prove very difficult to answer because the
chief gains from Child-to-Child activities are likely to
be changes in attitudes and behaviour of children and
communities. These, too, need to be measured over
a long term (and possibly over generations as these
children become parents themselves). Such attitudes
are very difficult to measure. Yet any programme that
ignores them, and merely measures the impact of
Child-to-Child in terms of short-term gains in
knowledge and short-term effects on health status is
not measuring the full, true impact of the approach.

What to evaluate:

At this stage we want to evaluate the following
outcomes:

Changes in children

Evaluation questions:

• What are the knowledge and skills gained, possibly
measured against a set of minimum health
knowledge and skill objectives? A wide variety of
situations need to be examined. We need to repeat
the measures after, perhaps, a year to find out how
far they are remembered.

• What are the changes in attitudes in children (again
over a longer period)?

Evaluation in action:

Following an agreement on a set of minimum national
knowledge and skill competencies, partly based on
the UNICEF document 'Facts for Life', a very simple
test was devised which could be administered either
by teachers or by secondary school children in Youth
Groups. Children were tested. Some of these were
in schools and youth groups using the Child-to-Child
approach; some in schools or groups about to start.
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In both groups, it will be necessary to test the children
again in a year's time. In the latter group a 'before' and
'after' comparison will be possible. From the results
it will be possible to identify variations in interest and
effectiveness between schools.

Changes In approaches In school and out-of
school programmes and In Curriculum Centres

Evaluation questions:

• How far the approach has actually been taken up
and continues to operate. This provides an easy
and useful measure. People do not regularly take
up an idea and go on doing it if it does not appear
to work, or if it does not seem to be worthwhile.

• How far the approach has led to changes in
methodology and classroom practice.

• How far we can detect changes in the way in which
schools, colleges or curriculum centres plan and
implement programmes (e.g. more or less
integration; more or less flexibility; greater or less
relations with the community).

Evaluation in action:

As part of a Master's study in Education, three students
were encouraged to write dissertations about
classroom and out-of-school approaches in schools
using the Child-to-Child approach. They were attached
to schools and stayed in them fora fortnight observing
and recording activities.

Changes in relations between Institutions and
sectors

Evaluation questions:

Has the introduction of the Child-to-Child approach
led to closer cooperation between:

• schools, preschools, youth groups and communities?
• education and health programmes at any or every

level?

Evaluation in action:

A three-person team was identified from outside the
programme. At an initial session, objectives and
major evaluation questions were identified. Thereafter
the team was given a free hand to observe activities
and ask questions as it wished. As a result, a report
'The Impact of Child-to-Child Approaches' is being
prepared quickly, and will be discussed with the
national organisers. The same group will revisit the
activities in a year's time.

Changes In practice and attitudes across
communities

Evaluation questions:

• How far are there any observable changes caused
by the children's interaction with their communities
and, if so, what are these?

• How far have Child-to-Child programmes made a
probable health impact on communities? (Very
difficult to measure with certainty.)

Evaluation in action:

Three case studies are commissioned from an
evaluation group to look at the impact of Child-to-
Child on carefully selected communities. Though
they will concentrate mainly on the attitudes in the
community to it, and as a result of the new approach
being practised by their children, they will also be
asked to observe and record changes in practice and
health status as observed and recorded by health
workers.

Who evaluates at the outcomes stage?

When national level evaluations are mounted, there
needs to be expertise in evaluation. However, such
expertise is within the range of any competent planner
or curriculum worker. No long and complicated
training in Evaluation Techniques is necessary. All
that is necessary is to ask the right questions and
interpret results objectively and sensibly. Technical
help can always be enlisted for statistical analysis
(though, in fact, little will be necessary).

Remember also that if smaller scale evaluations have
been done, one of the main roles of acentral evaluator
is to collect and analyse these.

At this stage, however, an 'Outside View' is probably
essential to complement observations and judgements
made by planners and implementors within the
programme. Discussions with such 'outsiders' to
determine what questions are worth asking are
essential. It is vital that those who evaluate at this
stage understand the nature and purpose of the
Child-to-Child approach.
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TABLE 8

Evaluating Child-to-Child
approaches in a National

Programme:
Checklist for Action

THE PLANNING STAGE

How did we evaluate:

• the understanding of the approach and the
reasons for adopting it?

• the way the objectives were chosen and set?
• the materials and how they were selected?
• the initial training?
• the way in which the plan was made?

THE DOING STAGE

How did we evaluate:

• the way the plan was introduced at national
level?

• the spreading of the Child-to-Child approach
and variations in different contexts?

• the quality and frequency of training and
material production?

• which Child-to-child messages were being
most and least used?

• which groups and agencies seem most
interested/least interested in using the Child-
to-Child approach?

THE OUTCOME STAGE

How did we evaluate:

• changes in children?
• changes in approaches:

i) in school?
ii) in out-of-school programmes?
iii) in curriculum centres?

• changes in relations between institutions and
sectors?

• changes in practice and attitudes across
communities?

• probable health gains?

At each stage we should ask ourselves

Who evaluated these?

What did they find out?

What action did they take?

8.EVALUATING
CHILD-TO-CHILD
MATERIALS
8.1. What materials?

Sometimes Child-to-Child activities are introduced as
an addition or as part of another programme, through
use of Child-to-Child materials.

A common example of this is when story books with
a Child-to-Child message are introduced into the
language programme; another instance is when sheets
or books on toy-making are used in a youth group
programme.

Sometimes the books are imported or adapted.
Sometimes they may be made locally but usually they
need to be evaluated.

8.2. Key evaluation questions

Here are some key questions:

• Is It correct?
Check the text and the illustrations.

• Is the language and are the pictures easy to
understand?
One easy way of checking the language is to copy out
a passage and leave a blank on every eighth word. If
a reader can fill in the blanks sensibly (never mind
about the exact wording or the spelling) the text can
be understood. If he cannot or writes nonsense in the
blanks, it cannot be.

• Is the main message getting across?
Ask key questions.

• Are the pictures suitable?
Ask the children to describe them to you.

• Is the book Interesting?
Ask the children to retell the story or describe the
content and tell you whether it is 'like something you
know' (in other words, whether it matches with
children's experience). You will soon be able to
decide from the way they respond whether they were
interested.
(DON'T ask them "did you like it?" They will probably
say 'yes' because that is the answer you want.)

• Does the book lead on to other Interesting
activities?
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Good Child-to-Child materials suggest new things
that children can do in their schools and communities.

• Is the book acceptable to the culture?
Get someone like a religious leader to read through
any parts which you may have doubts about.

• Is the book worth the money?
Check the cost against other books which children
might buy.

• How could the book be made better?

APPENDIX

Finding out more - Some useful
books to consult on evaluation

1. Marie-Theresa Feuerstein. Partners in Evaluation
(1986) London: Macmillan.

This book provides an excellent practical guide for the
field evaluators. It was written in the belief that
participants in programmes can and should help in
their evaluation.

TABLE 9

Techniques Analysed in
Chapters 3 to 5 of

'Partners in Evaluation'

Chapter 3
Making and keeping records
Using reports
Case-studies
Meetings and workshops
Mapping
Observations - Using pictures, photographs and

tape recordings
Writing profiles
Using written materials

Chapter 4
Sampling and surveys
Interviewing
Analysing and summarising

Chapter 5
Reporting
Written and verbal reports
Numbers
Tables and graphs
Overlays and charts
Pictures and photographs

All the chapters are relevant, but Chapters 3 and 4 on
methods of collecting information and Chapter 5 on
reporting the results of evaluation are invaluable as
the extract from the Contents in Table 9 shows.

2. Other useful books and resources

Van der Eiken, W. Introducing Evaluation (1993) The
Hague: Bernard van Leer Foundation.

Werner, D. and Bowers, W. Helping Health Workers
Learn (1983) Palo Alto: Hesperian Foundation.

WHO Health Programme Evaluation. Health For All
Series (1981) Geneva: WHO.

Boot, M.T. and Cairncross, S. (Eds.) Actions Speak:
The study of hygiene behaviour in water and sanitation
projects (1993) The Hague: International Water and
Sanitation Centre.

Herman, J.L. (Series Editor) Program Evaluation Kit
(2nd edition) (1988) London: Sage Publications.

Volume 1: Evaluator"s Handbook
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Volume 2: How to Focus an Evaluation.

Volume 3: How to Design a Program Evaluation.

Volume 4: How to Use Qualitative Methods in
Evaluation.

Volume 5: How to Assess Program Implementation.

Volume 6: How to Measure Attitudes.

Volume 7: How to Measure Performance and Use
Tests

Volume 8: How to Analyze Data

Volume 9: How to Communicate Evaluation Findings
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HOW TO RUN A WORKSHOP
AND SIMILAR OCCASIONS

Introduction

This section has been prepared in order to share the
experience of those, from many countries, who have
organised and run Child-to-Child workshops. It is
designed to help people involved in organising
workshops or similar occasions, whether at national or
local level, where Child-to-Child approaches and
activities are to be discussed and developed. It has
been edited by William Dodd and Christine Scotchmen

About workshops

There are many words used to describe people coming
together for study or training, for example conference,
congress, symposium, seminar, course. They all
have slightly different meanings and the special meaning
of the word WORKSHOP is that people come to work
together and to work things out together. However
this section may also be helpful in the organisation
of symposia, seminars and courses.

Child-to-Child workshops have different purposes,
including:

Spreading awareness of Child-to-Child.

Sharing existing experience of Child-to-Child and
similar approaches, nationally and/or internationally.

Preparing a programme of action.

Learning how to use materials.

Learning how to use a particular methodology.

Writing new materials or adapting and translating
existing ones.

The workshop may be:

Part of a series.

Part of a broad programme of action.

Part of another training course, e.g. a national
teacher training course on new methodology; a
raining course for primary health care workers or
scout leaders, etc.

Part of what people are already doing.
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Setting up the workshop

It is useful to form a planning g roup, made up of people
who will themselves be attending the workshop, rather
than leaving all the advance planning to one person.
The group should:

Plan well ahead. Arrangements often take much
longer than expected, i.e. months rather than weeks.

Liaise with the appropriate people, e.g. Ministries
of Health and Education, voluntary bodies, funding
agencies, teacher training colleges, key speakers,
etc.

Secure funding well in advance.

Obtain local and national political support.

Study previous experience, e.g. obtain reports of
previous Child-to-Child workshops.

Appoint a coordinator who will oversee the planning
activities.

Organising the workshop

Consider:

• When the workshop will take place. The dates
should not clash with other important events for
participants (e.g. local or national events, school
terms, university terms, etc.)

How long it will be.

Where the workshop will take place.

— Consider, for example, whether a college or
hotel would be the most suitable setting. This will
dependonthe purpose of the workshop. College
accommodation may be less costly and may
facilitate greater participation of college tutors,
and teachers and students f rom associated schools.
Participants may, however, be distracted by other
duties. Holding the workshop in a hotel often leads to
more consistent attendance.

— Everyone, staff and other participants, should
have appropriately good accommodation.

— Meeting rooms must be sufficient in number
and suitable for group work and practical sessions;
one big room alone is often not adequate.

Whom you are going to invite, e.g. a mixture of
education and health workers; community leaders;
parents and children. Sometimes it is useful
to invite a large number of people for initial

awareness sessions, and a smaller number
to participate in other parts of the programme.

Sending out necessary materials in advance,
e.g. books, articles, or any background documents
you want participants to read and think about
beforehand.

Requesting participants to prepare reports
and other information, or statistics, about their
local areaorprojects with which they are involved.
Give precise instructions, well in advance,
regarding the information required and how it
should be organised. Only request such reports
and information if you are sure they will be used
during the workshop.

Financial arrangements, including travel and
subsistence allowances for participants.

Checklist for financial
arrangements

Have you taken into account:

The boarding and feeding costs per
participant, multiplied by the number
of participants, multiplied by the
number of nights?

The travel costs of participants to and
from the workshop?

The cost of books, materials and
stationery?

The travel and residential costs of the
staff (including support staff such as
secretaries)?

Daily subsistence allowances (where
appropriate)?

Support services, e.g.food, transport, equipment
and stationery, clerical support, electricity supply.

Liaising with ministries or agencies who can
provide support services.

Arrangements for registration, including
provision of name badges.

Publicity, which includes alerting local/national
press, radio and TV. (It is often worthwhile writing
out a description of the workshop and its purpose
which newspapers may well use.)
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Joining instructions.

Delegation of the above tasks.

its objectives and the shape of its programme or
timetable.

Checklist for joining
instructions

Have you included:

The place where the workshop will be held?

The dates of opening and closure, as well
as the date and time of assembly/
registration?

The travel arrangements, with special
reference to travel warrants' where these
are issued, and what trains or buses will be
met by official transport?

Details of daily subsistence allowances
(where appropriate)?

The nature of the boarding accommodation,
specifying whether those attending should
bring such items as towels, soap, blankets,
and eating utensils, and what arrangements
there are for laundry?

The postal address of the workshop?

The arrangements for any salary or other
payments which may be due to participants
during or after the workshop?

The syllabuses, textbooks, and notebooks,
or information about their own activities,
which those attending should bring with
them?

Evaluation right from the start

Checkthatyou have set reasonable and attainable
objectives for your workshop.

Check that your arrangements are satisfactory
and that everything will be ready on time.

Get a second opinion to make sure.

Planning the activities

Objectives of the workshop

Child-to-Child workshops have different purposes.
The nature and range of each meeting will affect both

Objectives of a school health
action plan workshop

To consider and agree the nature and
purpose of health education in our country.

To discuss and agree the part children can
play in that endeavour.

To considerourcountry's national priorities
for health education, their application to
communities and their implications for
children learning in primary schools.

To select key priorities as examples and
then consider these in relation to
methodology and activities in selected
schools.

To consider and evaluate current materials.

To produce an outline for a national school
health action plan.

To consider and agree guidelines for the
production of local school health action
plans.

To consider and agree criteria for the
monitoring and evaluation of the project.

To decide how the project is to be managed.

To decide and agree a plan of action for
the coming year.

It is useful to display the
objectives on a wall
poster, or on a
blackboard, throughout
the workshop. This
helps to keep the
workshop on course
and acts as a checklist,
with each objective
being ticked as It Is
achieved.

72



The programme or timetable

Think about:

Opening and closing ceremonies.

What will you do if the invited dignitary does not
turn up? Can you be flexible and re-arrange
sessions? (This applies to unexpected events
throughout the programme.)

Make the most of these ceremonies by organising
photo sessions for publicity. Have a group
of children ready to sing songs with health
messages.

Making the most of more formal speeches and
speakers

Ask for papers in advance, for distribution to
participants, and suggest that speakers
summarise the main points rather than read
their entire papers at the workshop.

Brief chairpersons fully.

Choose respondents to begin the questioning
when the speaker has finished.

Including question and answer sessions
These are very useful for getting across basic facts.

Maintaining a well Integrated programme

Appoint a chairperson of the day, who will review
proceedings at the end of each day. (This often
works better than having a different chairperson
for each session but still allows several people to
share in the chairing, according to their expertise
and interests.)

• Choose a steering committee to keep the
workshop on course.

Organising group work and discussions

Bear in mind:

Composition of groups, e.g. whether of similar
professionals or a mixture.

Size of groups.

Providing clear, brief, written instructions to groups
and checking that these are fully understood before
work starts. See sample instructions opposite.

• Selectionofgrouprapporteurs.i.e.thosewhoreporton
behalf ofthegroup. Itisnotagoodbeatochooseeither
the weakest or most dominant member of the group
forthistask. Consider who holds the pen-do they also
hold the power?

Reminding rapporteurs to focus on the main
results of the group work when they report to
plenary sessions. Asking groups to produce a
poster which highlights, for example, three
proposals for action will help to focus the discussion
and be simple enough for the rapporteur to mention
in one or two minutes.

Suggesting introductory activities. Particularly when
group members do not know each other, initial
introductory activities can help to create an atmosphere
where people can work together creatively.

Restraining over-dominant members of groups
and encouraging shy participants to contribute.

Allowing enough time forthe exploration and
development of ideas. Insufficient time for group
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Project on child growth and
development

INSTRUCTIONS TO GROUP A

You are teachers in a primary school. Plan a
project in which the school children will learn how
to help children who do not go to school.

Use the Child-to-Child Activity Sheet 1.4 as
resource material.

A. Check the Information. Is it appropriate?
How can you link these ideas with topics in the
school curriculum?

B. Decide on the aims for your project.

C. Now plan the children's activities for each
stage of the project:

1. Understanding the issue.
Think of ways in which the children can start
to think about the problems of children who
don't come to school.

2. Finding out more about the issue in their
community.
What information can the children find out?
What questions can they ask?

3. Discussing possible solutions.
What solutions exist? What kind of discussion
will help the children assess possible solutions
and decide on which solution to adopt?

4. Taking action to help other children.
Through what activities can children, as
individuals and as a group, help children who do
not go to school?

5. Evaluation.
How can the children and teachers evaluate
the impact of the project?

Prepare ONE activity as a role play to show to the
other participants in the workshop.

work is a frequent complaint during workshop
evaluations.

Involving older children in the group work. It may
be appropriate to include secondary school
students, perhaps in their own group so that they
are not intimidated. Some workshops have
successfully appointed students as chairpersons
of group reporting sessions.

Arranging practical sessions, e.g. drama, puppets,
writing, translating

• These are often better in the afternoon, as a
change from the more 'academic' activities.

Again, allowing sufficient time for the activity is as
vital as the provision of the right type and quantity
of materials, and discussion afterwards of what
has been done.

If possible, it can be useful to take photographs of
practical sessions or to record them on video or
audio tapes: the material thus produced can be
used for publicity during the workshop and later in
action programmes.

Outside visits and activities

Outside visits or activities add interest to a programme.
They can either involve participants going out to visit
a particular place or to take part in an activity, or
outside contributors (e.g. a drama group or horti-
culturalist) coming in to share experience and
knowledge and demonstrate activites.

Points to remember:

Survey beforehand any place you plan to visit.
Make sure you know how to get there and how
long it will take. Allow plenty of time for travel and
the activity involved, and make arrangements for
refreshments if necessary.

• To avoid surprises on the day, liaise with the
outside contributors to make sure you know what
they will be doing.
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Monitoring and evaluating activities Involving children in activities

There are various ways of monitoring and evaluating
activities during the workshop:

Knowledge of factual topics can be pre-tested
and post-tested, to assess gains in knowledge.

A member of each group can be appointed to
report daily to the steering committee about
progress of the workshop, including any practical
complaints.

Participants can be asked to score activities,
orally or in writing, using a simple system such as
categorising them as 'Very Good', 'Good' or
'Fair'. (Nobody ever grades an activity as 'Poor'
even though they think it is.)

When a number of participants have given lower
ratings, discuss their reasons for doing so.

Informal discussion with participants can identify
good points and problems.

The social programme

This is important. People who are working hard must
have time off. The social programme might include
informal and more formal events. You are advised to
think about:

Allowing free time for people to do whatever they
want.

Having tea and coffee breaks.

Allowing enough time for main meals.

Including cultural events and visits to places of
interest not related to the workshop.

Arranging for a list of addresses to be available so
that participants can keep in touch with one another
after the workshop.

• Organising a video or slide show by any visitors,
showing life in their country or region.

Having a musical evening.

Arranging a group photograph.

Having a 'goodbye' meal on the last evening.

Children should be appropriately involved in
workshops:

In group work (please see above).

In demonstration 'lessons' or activities.

In displays of work (e.g. drawings, toys, puppets).

In playlets or choirs.

Outcomes of the workshop

There are likely to be several outcomes, including:

Agreement on a plan of action following the
workshop.

• The report of the workshop. The first thing to
consider will be what type of report is required.
The nature of the report will depend on the type of
workshop and to whom the report is addressed,
e.g. donors, ministers, trainers, etc.

— Sometimes it is better to have two reports: a
quickly produced, brief account of the workshop,
followed by a longer, useable document at a later
(but not too much later) date which might include,
e.g. material concerning methods such as using
pictures, puppets or songs.

— The report should include objectives and
practical recommendations for action which clearly
state who will do what and by when.

— The report should have a readable format and
layout and may benefit from a little humour, with
examples of things that people said and amusing
events. Consider illustrations.
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A certificate of attendance for participants. This
will be more useful if it states what the workshop
covered.

Monitoring and follow-up

Workshops easily become isolated events having no
connection with activities in the 'real world'. It is
therefore important to consider:

The objectives of the workshop and which of them
have been achieved ... in the short term? in the
longer term?

Whether the achievements have in fact been
different from those expected.

Appointing participants to monitor action in the
long term in relation to the objectives.

In the monitoring and follow-up it is useful to consider
the Implications for future workshops and similar
occasions.
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WHERE TO GET CHILD-TO-CHILD
PUBLICATIONS

(By alphabetical order of country)

Child-to-Child publications are available from different countries and in different languages. In some countries the
materials are completely different from the English versions. In others, material has been adapted and translated,
and in others simply translated. The following sections indicate what materials can be obtained in the named
countries. In most cases there is a cost involved.

1. CYPRUS

1.1 Arab Resource Collective Ltd, PO Box 7380,
Nicosia, Cyprus

Arabic:
• Activity Sheets
• Readers
• Guides for programme organisers

2. FRANCE

2.1 L'Enfant pour i'Enfant, Institut Sante et
Developpement, 15 rue de I'Ecole de
Medecine, 75270 Paris—Cedex 06, France.

French:
• Activity Sheets
• Readers
• Newsletter
• Guides for programme organisers

2.2 Unesco, 7 place de Fontenoy, 75700 Paris,
France.

English and French:
• Child-to-Child, Another Path to Learning: Hugh

Hawes, (UIE Monographs 13),1988.
ISBN 92820 1 049X.

• L 'Enfant pour I'Enfant: Une Autre Voie pour la
Sante" et /'Education: Hugh Hawes, traduit
et adapts par Elisabeth Dumurgier, Colette
Hawes et Lucien Michon, (Monographies de
NUE13), 1990. ISBN 92820 20495.

N.B. This book is available through sales agents for
Unesco publications or bookshops worldwide. In
case of difficulty, contact the Unesco Press,
Commercial Services, Unesco.

• Child-to-Child in Africa: Towards an Open Learning
Strategy: A K B Tay, (Digest 29), 1989.

• L 'Enfant pour I'Enfant en Afrique: Vers une
P6dagogie Ouverte:A. K. B.Tay, (Digest 29), 1989.

Contact:Unit for Inter-Agency Cooperation in
Basic Education, Unesco.

English, French and Spanish:
• Children, Health and Science: Child-to-Child

Activities and Science and Technology Teaching,
1991 (Unesco Science and Technology Education
Document Series No. 41)
— For primary science teachers. Shows the links
between health and science education and how
Child-to-Child provides good examples for both.

Contact: Section of Science and Technology
Education, Division for the Development of Education,
Unesco. (State which language is required.)

LANGUAGE KEY:

Amharic — Section 7
Arabic — Section 1
Chinese — Section 7
English — Sections 2,3, 7 and 8
French — Sections 2
Gujerati — Section 3

Hindi — Section 3
Nepali — Section 5
Portuguese — Section 7
Spanish — Sections 2 and 7
Swahili — Sections 4 and 7
Tamil — Section 3
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3. INDIA 7. UNITED KINGDOM

3.1. Aga Khan Foundation, Sarojinl House, 2nd
Floor, 6 Bhagwan Dass Road, New Delhi 110
001, India. (English and Hindi)

3.2. Centre for Health Education, Training and
Nutrition Awareness, Lilavatlben Lalbhal's
Bungalow, Civil-Camp Road, Shahibang,
Ahmedabad 380004, Gujarat, India. (English,
Gujerati and Hindi)

3.3. Educational Multi Media Association, 32
College Road, Nungambakkam,Madras 600
006, India. (English and Tamil)

3.4. National Council of Educational Research
and Training, Department of Preschool and
Elementary Education, Sri Aurobindo Marg,
New Delhi 110 016, India. (English and Hindi)

3.5. Voluntary Health Association of India, Tong
Swasthya Bhavan, 40 Institutional Area, Near
Qutab Hotel, New Delhi 110 016, India.
(English and Hindi)

4. KENYA

4.1. AMREF, Wilson Airport, PO Box 30125,
Nalrnhl Kenya

English:
• Child-to-Child Activity Sheets —Complete pack.

Swahili:
• Adaptation of CHILD-to-child. Audrey Aarons and

Hugh Hawes, first published in 1979 in the
International Year of the Child.

5. NEPAL

5.1 Centre for Health Learning Materials, TU
Institute of Medicine, PO Box 2533,
Kathmandu, Nepal.

Nepali:
• Adaptations of Child-to-Child Readers Numbers 2,

3, 4, 5 and 6.

6. PAKISTAN

6.1 Hamdard Foundation, Pakistan, Hamdard
Centre, Nazimabad, Karachi 18, Pakistan.

Urdu:
• Adaptations of Child-to-Child Readers Numbers 1,

6, 7 and 10.

7.1 Child-to-Child Trust, Institute of Education,
20 Bedford Way, London WCIH OAL, UK. (Free of
charge unless stated otherwise.)

Amharic:
• Child-to-Child Activity Sheets (24 titles) — Reference

set held. N.B. Charge normally made for
photocopying and postage.

Chinese:
• Child-to-Child Activity Sheets (12 titles)— Reference

set held. N.B. Charge normally made for
photocopying and postage.

English:
• Half-size sample pack of Child-to-Child Activity

Sheets. N.B. Full-size complete pack sold by
TALC—see below.

• Child-to-Child Newsletter—Annual issue.

• Child-to-Child Report of Activities—Biennial issue.

• Directory of Child-to-Child Activities Worldwide.

• Helping Children in Difficult Circumstances—A set
of four Activity Sheets: Children who Live or Work
on the Street; Children who Live in an Institution;
Helping Children whose Friends or Relatives Die;
Helping Children who Experience War or Disaster.

Portuguese:
• Child-to-Child Activity Sheets (11 titles)— Reference

set held. N.B. Charge normally made for
photocopying and postage.

Swahili:
• Child-to-Child Activity Sheets (19 titles)—Reference

set held. N.B. Charge normally made for
photocopying and postage.

7.2 Macmlllan Education Ltd, Houndmills,
Basingstoke, Hants RG21 2XS, UK.

English:
• CHILD-to-child: Audrey Aarons and Hugh Hawes,

first published in 1979 in the International Year of
the Child.

7.3 TALC (Teaching-aids At Low Cost), PO Box
49, St Albans, Herts AL1 4AX, UK.]
(Tel) 0727-853869 (Fax) 0727-846852

English:
• Child-to-Child Activity Sheets—Complete pack

contains over 30 titles on the fol lowing themes:
Child Growth and Development
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Nutrition
Personal and Community Hygiene
Safety
Recognising and Helping the Disabled
Prevention and Cure of Disease
Safe Life Styles

• Child-to-Child and Children Living in Camps: edited
by Clare Hanbury—Written for people working with
children in refugee camps or camps for displaced
people, this volume contains specially adapted
Child-to-Child materials, plus a section on these
children's special needs.

• Child-toChild and Disability—A pack of 2 readers
and 14 Activity Sheets dealing with topics linked to
disability.

• Child-to-Child Readers:
Level I

Dirty Water
Uncle George Feeds his Baby
Accidents
Not Tust a Cold
The Market Dentist snd Other Stories

Level II
A Simple Cure
Teaching Thomas
Down with Fever
Diseases Defeated
Flies
I Can Do It Too

Level III
Deadly Habits
The Cholera Crisis
Who killed Danny?

• Child-to-Child: A Resource Book: edited by Donna
Bailey, Hugh Hawes and Grazyna Bonati
—Contains the current set of Activity Sheets,
sections on methodology, evaluation and
running workshops, and examples of Child-
to-Child in action.

• Children for Health: edited by Hugh Hawes and
Christine Scotchmer—Contains all the messages
in the 1993 edition of Facts for Life, together with
sections to help children understand the health
ideas and act upon them both in and out of school.

• Children, Health and Science: Child-to-Child
Activities and Science and Technology Teaching,
1991 (Unesco Science and Technology Education
Document Series No 41)—For primary science
teachers. Shows the links between health and
science education and how Child-to-Child provides
good examples for both. (English edition)

• Education for Health in Schools and Teachers'
Colleges—Guidelines for the introduction of Child-
to-Child approaches in primary schools, teachers'
colleges, and the curriculum, based on experience
from projects over many years.

• Health into Mathematics: William Gibbs and Peter
Mutunga—Fo rteachers and student teachers. The
first in a series, Health Across the Curriculum,
incorporating the Child-to Child approach.
Illustrates how health education can be taught
through maths, and how maths can be taught
using health examples.

• Primary Health Education: Beverley Young and
Susan Durston—How to teach health education in
the classroom. Ideal for primary and student
teachers. Incorporates the Child to-Child approach.

• Toys for Fun: edited byJune Carlile—A book of toys
for pre-school children in Arabic, English, French,
Portuguese, Spanish and Swahili (all in one
volume). Many illustrations.

• We Are On the Radio! edited by Clare Hanbury and
Sarah McCrum—This pack contains a booklet and
two companion tapes designed to help adult
organisers involve children in broadcasting to
other children about health.

Spanish:
• Child-to-Child Activity Sheets—Translated in

Ecuador.

• Adaptations of Child-to-Child Readers Numbers 1,
2, 3, 4, 5 and 6.

8. ZIMBABWE

8.1 Longman Zimbabwe (Pvt) Ltd, PO Box
ST125, Southerton, Harare, Zimbabwe.

English:
• Child-to-Child Readers Numbers 1,2,3,4,5 and 6.

TALC (Teaching Aids at Low Cost) is
the main supplier of Child-to-Child
English material, and also sells many
other relevant low cost health
material.
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About Child-to-Child

Child-to-Child is an approach to Health Education and Primary Health Care
spread by a world-wide network of health and education workers in over sixty
countries.

Primary Health Care seeks to involve communities in making decisions and
taking action to improve their own health. The Child-to-Child approach involves
children taking this action in three ways:

1. Through helping to care for their younger brothers and sisters and other
young children in their family group, and working with parents to improve
the health of the whole family.

2. Through assisting children in their own age group including those who
have not gone to school.

3. Through working together to spread health ideas and improve health
practices in school, home and community.

THE CHILD-TO-CHILD TRUST

The Child-to-Child Trust is based in London University. It is an independent
charity closely linked to the University's Institutes of Child Health and Education,
but drawing on expertise from many other institutions in Britain and beyond. The
roles of the London office are:

To design and distribute health education materials.

To advise and assist in the implementation and evaluation of Child-to-
Child projects.

To co-ordinate a world-wide information network on projects using the
Child-to-Child approach.

Contact us at:

Child-to-Child
Institute of Education
20 Bedford Way
London WC1H0AL

Telephone: 071-612-6650
Fax:071-612-6645

Registered Charity Number 327654
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