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SUMMARY

The project described in this thesis examines the health education taught to
children in upper primary school classes in Greater Glasgow, and the health-related
beliefs and behaviour patterns of a cohort of 10-12 yea‘r old children attending primary
schools in the city. Health education practice is assessed in the light of recent
rccommendations concerning the most appropriate approach and content for health
education in schools.

A detailed discussion is presented of the theoretical and conceptual issues
fundamental to this area of research. This discussion explores definitions of health and
then centres around an examination of various influences on health-related behaviour,
concentrating in particular on health education. An attempt is also made to clarify some
of the semantic confusion which exists in the literature.

Evaluation of health promotion initiatives is required not only to assess
effectiveness but also as a means of improving materials and methods, minimising waste
of resources, and examining the approach adopted. Several barriers to the evaluation of
health promotion initiatives are discussed. Rigorous experimental conditions are often
unattainable in the field; a ’quasi-experimental’ approach is often necessary and is, in
some circumstances, even preferable. There is a need for the evaluation of processes,
rather than concentration solely on outcome. Moreover, outcome needs to be assessed in
relation to objectives, which will often be educational rather than epidemiological in
nature.

The project described here is comprised of three separate but related studies.

1) Survey of health education in upper primary schools in Greater Glasgow
This survey served as an update of a study carried out by other researchers in 1982.
Postal questionnaires were sent to head teachers and class teachers in all 313 primary
schools located within Greater Glasgow. Data were thereby gathered relating to the
availability and use of materials for health education, methods adopted for health
education, and teachers’ perceptions of the relative importance of a range of health-

related issues. Overall, 89% of teachers had taught some health education during the
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school year studied (1985/86), although for 60% of these this involved a total of no more
than 20 hours’ teaching. More than a quarter of those teaching health education
depended solely on ’incidental’ methods to do so, and only 16% indicated that their
school had a structured scheme for health education. Compared with the findings of the
1982 survey, however, a wider range of topics were being covered, and more teachers
were adopting a centre-of-interest or project-based approach to health education. The
most widely-used material for health education in the present survey was *Jimmy on the
Road to Super Health’® which was used by 44% of those teaching health education.
Teachers placed greatest emphasis on the preventive aspects of health education (rather
than on the promotion of well-being), and on the physical (rather than the mental or
social) facets of health.

2) Study of the health-related beliefs and behaviour patterns of upper primary
school children in Greater Glasgow This study involved the participation of 920
children (aged 10-11), in Primary 6 classes in a random sample of primary schools in
Greater Glasgow, in the completion of a questionnaire administered in school in 1987.
A follow-up study involving the same children was carried out the following year.
Particular emphasis was placed on the issue of cigarette smoking and on the
identification of factors associated with this behaviour. An open-question approach, not
previously adopted in studies of cigarette smoking among schoolchildren, was used to
investigate what issues were perceived by the children to be important in relation to
cigarette smoking, and also what ’being healthy’ meant to them.

In Primary 6, 76%, and in Primary 7, 62%, of children reported that they had
never smoked a cigarette. There was no significant difference between the proportions
of boys and girls who had tried smoking, although those boys who had tried had
generally done so at a younger age than had the girls. Similarly, the proportions of boys
and girls who intended to become regular smokers in the future did not differ
significantly from each other. Overall, 15% of Primary 6 respondents and 17% of

Primary 7 respondents indicated an intention to become smokers.
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Several factors were found on multiple logistic regression analysis to be
associated with trying smoking for the first time after the study in Primary 6 and before
the follow-up in Primary 7. These were: intending to be a smoker; having a father,
mother or older brother who smokes; and perceiving a high prevalence of smoking
among peers.

These were not the factors perceived to be most important by the respondents -
they emphasised the ’image’ of smoking, and the attitudes and example of friends as the
main reasons for becoming a smoker. Also, they saw knowledge of the health effects of
smoking as having a strong preventive effect, whereas smokers in the sample were in
fact no less knowledgeable about the adverse effects of smoking than were nonsmokers.
Given this discrepancy between factors perceived to be of importance and those shown to
be important on analysis, health educators must ensure that they do not only cover the
issues found to have statistical significance, but also address those of significance to the
children.

The children held a number of negative perceptions of smokers: they were seen
to be less friendly, less clever, less fashionable and trendy, and worse at sports than were
nonsmokers. They were, however, also regarded as more grown-up and less shy.

Health was conceptualised in very positive terms by the respondents: they made
very little reference to ’health as the absence of ill-health’ but, rather, viewed health in
terms of ’happiness’ and as a prerequisite for taking part in desired activities.

3) Study of the practice of health education in the school sample Class
teachers of the children participating in Study 2 completed questionnaires requesting
details of the health education given by themselves and by others to the pupils in their
class. Detailed examination was made of the pattern of use of different health education
materials, and of the teachers’ opinions of the materials that they were using. ’Jimmy on
the Road to Super Health’ was again the most widely-used. Teachers praised the quality
and content of this material, and regarded the approach taken as a distinct advantage of
this material over others. Other materials were most usually used by teachers because it
was school policy to use them, rather than because of any advantages or benefits

inherent to the packages themselves.
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Teachers expressed very positive attitudes towards health education,
overwhelmingly indicating that it should be given high priority in primary schools.
They perceived the ideal situation as being one in which schools and parents cooperated
in health education for young people. There was very little input to the health
education teaching from persons other than the class teacher.

In the light of the results of these three studies taken together, recommendations
are made for the practice of health education in schools and for needed future research.
These recommendations are aimed at enabling the further development of health
education in schools; making health education more appropriate and meaningful for
children; and clarifying the respective roles of the school and the home in educating

young people for health.



CHAPTER 1 : GENERAL INTRODUCTION

The project described in this thesis is concerned with schoolchildren’s perceptions
of health, and with the many and varied influences on théir health. Such influences
arise as an inevitable part of the haphazard process of growing up, or are introduced
purposefully through health education and other activities.

This introductory chapter consists of a review of, and synthesis from, literature
dealing with concepts underpinning the research project. It starts with exploration of
the meaning of health: no neat definition is arrived at, but an attempt is made to pull
together sufficient strands from both lay and professional perspectives to provide a clear
thread of thought which binds together subsequent discussions.

In recognition of the importance of behaviour as a determinant of health,
attention is next given to factors, largely unconscious, which shape individuals’ health-
related behaviour as they go through life. These provide a backdrop against which
purposeful efforts to promote health - through education, regulation and other measures
- must be seen if they are to have any real hope of success. The school is recognised as
a major setting for such efforts.

Given that it is the school which is the focus of interest in this thesis, it is
appropriate that much consideration is given to the principles of health education.
However, due recognition of the development and growing momentum of a broader
front of activity - health promotion - is made, and health education is set in this wider
context. This comes to be of particular importance in making recommendations for
future practice in the schools studied.

Such recommendations must be based on evidence of effectiveness. Accordingly,
this chapter closes with an examination of evidence and issues relating to the evaluation

of health promotion initiatives.



1.1 DEFINITION OF HEALTH AND RELATED CONCEPTS

The ‘most commonly quoted definition of health is that presented in the
Constitution of the World Health Organisation (WHO) (1946):

’Health is a state of complete physical, mental and social well-being, and

not merely the absence of disease or infirmity.’
This definition goes beyond the common preoccupation with disease, and emphasises
the positive (well-being) as well as the negative (ill-health) dimensions of health.
Moreover, three inextricably interlinked facets of health - physical, mental and social -
are identified.

However, this WHO definition of health is not entirely satisfactory in practice.
It defines health as an absolute state - one to be attained ’completely’ - and leaves no
room for a variety or range of healthy states. Whilst the WHO concept of health may be
accepted as an important ideal, its practical limitations are reflected in the many

subsequent attempts at producing more complete descriptions of health.

1.1(1) Models of health

The term ’model’ is used here to refer simply to ’concepts’ or ’outlooks’ - there
are no implications of mathematical, or other, simulations. People dealing with health
issues are often said to exemplify a particular model or approach to health on the basis
of the ways in which they perceive and present the issues.

Culyer (1983) has identified five different models of health:

1) The medical model Health is seen as the absence of disease, and disease as a
pathological state, with an associated set of symptoms and prognosis, and often
susceptible to remedial measures. Taken to its logical conclusion, this model
would suggest that the expertise of the medical profession is required in order to

determine a person’s state of health.
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4)

5)

The_experiential model This embraces the concept of ’feeling” well or ill.

According to this model, it is possible to feel well and thus experience health in
the presence of a disease. Equally, it is possible to feel ill without having a
disease.

The social model From this viewpoint, states of health and ill-health are

determined by the norms of societies: cultural, social and religious customs and
expectations affect the significance attached to both ’disease’ and ’illness’. We
can easily illustrate the validity of this model: for example, whereas in the
Western world pregnancy is medicalised and regarded as the legitimate and
necessary concern of health professionals, in many societies it is seen as a natural
condition requiring no special health care.

The positive model This is exemplified by the WHO definition. Health is

viewed as more than the mere absence of disease and illness. As well as the
concept of well-being, fitness is of relevance here.

The characteristics _model Health is seen in terms of an eclectic set of

characteristics of individuals, such as pain, loneliness, and functional capacity.
The characteristics can all be assessed independently, but in combination they are
taken to represent a person’s state of health.

It will readily be seen from the above that each model has some validity. Indeed

a weakness inherent to ’models’ approaches is that overlapping and complementary

notions

are presented as though they occupy watertight compartments. Proper

consideration of health arguably requires integration of all the various concepts. This is

particularly important given the present day attention to multidisciplinary and

intersectoral collaboration on health matters.
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1.1(2) Lay conceptualisations of health

Conceptualisations of health fall into two broad groups: ’lay’ and ’professional’.
I shall adopt this categorisation because it provides a useful distinction between those
perceptions based on personal experience and those based on a professional interpretation
of others’ experiences. If taken at face value, however, it may conceal the fact that
health is viewed differently by various social groups, by men and women, by people of
different age groups or cultures, and so on.]

Recently there has been an increasing recognition of the value of lay conceptions
of health. In particular they form an important basis both for understanding the use and
impact of health services and for developing comprehensive and appropriate
measurements of health. These applications are illustrated in subsequent sections of this
chapter. Here I shall examine some lay conceptions of health as identified in two recent
surveys in Scotland.

Hunt and MacLeod (1987) reported on a small-scale interview study carried out
in the Edinburgh area. The sample consisted of 25 women and 3 men, and although
*highly selected’ was said to ’represent a fair cross-section of the population’. The aim
of the study was to relate changes that the respondents had made in their health-related
behaviour to the various ideas and concepts they held about health. Data were collected
by semi-structured individual interviews. Health was defined by the respondents as the
absence of illness, and also as the ability to carry out usual or desired activities. Ideas
relating to well-being or quality of life were often mentioned, but were usually

associated with social indulgences of various sorts which would normally be regarded as

1 For example, Calnan (1987) has presented evidence showing how social class and
economic circumstances can influence the way in which health is perceived. Also
D’Houtard and Field (1984) found, in a sample of 4000 respondents in North East
France, a gradient in perceptions of health from the higher non-manual classes to the
lower manual classes. The former conceived health in personalised, positive terms, the
latter in socialised, negative and functional terms.



the antithesis of ’healthy’ behaviour. For some people, it was necessary to have a
personal indicator of health: being able to carry out specific activities, keep up with
others, and so on. In this study, working class and middle class respondents were found
to differ very little in their concepts of health.

Eadie (1987) outlined the findings of a study exploring people’s views of the
relationship between health and fitness. The research took the form of twenty-two
group discussions, involving a total of 132 people. Quota sampling methods were
applied to make the sample representative of Scotland’s urban population. Discussants
generally regarded health as an enduring quality which enabled the individual to resist
illness and disease. It was seen in negative terms, being strongly associated with illness
and disease and the curative process. Nevertheless, health was acknowledged to have a
positive value and was seen as an essential precondition for a full life. Eadie’s study
also compared concepts of health with concepts of fitness. Six dimensions were
identified on which health and fitness tended to differ from each other:

1) Perceptual emphasis Health was seen largely as a negative concept (a struggle for

control) while fitness was seen as a more positive concept (a chance for
betterment).

2) Complexity Health was seen as multi-faceted whereas fitness was regarded as
almost totally physical in nature.

3) Level of importance Health was regarded as an essential precondition for full

life. Fitness was viewed on two levels, On the first level, fitness, attained
through sport, was not seen as essential to the enjoyment of life. A second, more
basic, level of fitness, on the other hand, was seen to be necessary for daily
routine.

4) Measurability Health was believed to be more difficult to measure than fitness.
Appropriate measurements of health were highly subjective, being based upon

personal estimates and differing lifestyles.



5) Behavioural objectives Attempts to improve health were characterised esséntially
as curative in nature, whereas fitness was more often seen in the context of self-
improvement through physical development.

6) Level of control Fitness as a measure of athletic ability was thought to be easier

to control than health, since its development was almost entirely dependent upon

the action of the individual. On the other hand, it was commonly held

(especially by those in lower socio-ecc~omic groups) that people had limited

personal control over health. Curative (detection, diagnosis and treatment) and

preventive behaviour were identified as the two main processes for controlling
personal health.

In addition to these six distinctions, three links between fitness and health were
identified, fitness being seen as an element of health, and as a means to health, and
health being viewed as a precondition of fitness.

These two studies have been presented in detail to illustrate the complexity of lay
conceptulisations of health. There is extensive agreement between these and a number
of other studies (Baumann, 1961; Calnan, 1987; Herzlich 1973; Kirscht et al, 1966;
Pill & Stott, 1982).

The diversity of lay conceptualisations is extreme, and any single report
inevitably restricts the variety and concentrates on grouping the most popular concepts.
Accepting this, we have to be alert to the fact that reports of lay conceptualisations
constitute, to a greater or lesser extent, professional interpretations of a selection of lay

descriptions.



1.1(3) Professional conceptualisations of health

Similarly we have to recognise that professional conceptualisations of health may
reflect lay perceptions to some degree. I shall consider a number of professional
conceptualisations to demonstrate the strengths and weaknesses of some of the
approaches taken.

Firstly, health has been conceptualised as a continuum, from death to optimal

achievable wellness (Travis, 1977) (Figure 1.1a):

Symptomatic Asymptomatic Wellness
disease disease
A-m o B-——-m e Commmmm e D
Death Optimal
achievable
wellness

Figure 1.1a: Health as a continuum

This sort of schema is unsatisfactory. It is possible to feel full of wellness in the
presence of serious, even life-threatening, disease. Equally, one may be free of disease
without enjoying a feeling of wellness. The concepts are clearly too complex to be
represented on a straight-line continuum.

One of the complexities that cannot be accommodated by the continuum view of
health is the multi-faceted nature of the concept. It will be recalled that WHO (1946)
identified three facets: physical, mental and social. More recently, additional facets
have been incorporated into the recommendations from the Council of Europe

Committee of Ministers (1988):
*Health is more than the absence of infirmity or illness, it is a quality of
life comprising social, mental, moral and emotional as well as physical
dimensions. It is a dynamic asset to be acquired, defended and constantly
rebuilt throughout life.’

This shares with the WHO definition the advantages of alerting us to the positive as well

as negative dimensions of health, and of encompassing facets beyond the physical



dimension. It does, however, arguably improve on the WHO notion by stressing that
health is dynamic something ’to be acquired, defended and constantly rebuilt throughout
life’. The dynamic nature of health has been highlighted also by other writers:
’(Health is) a quality of life involving dynamic interaction and
interdependence among the individual’s physical well-being, his mental

and emotional reactions, and the social complex in which he exists.’
(School Health Education Study, 1967)

'Health 1s best thought of as an ongoing process rather than as a static

quality ... to truly observe the effects of health on a given individual, we

must observe him as he interacts with his physical, mental and social

environment ... we must see him in action before we can assess his health

status with any assurance.” (Greene, 1985)

Three points emerge from such dynamic conceptualisations of health. First, an
individual’s state of health cannot be viewed in isolation from his environment. Not
only is it influenced by the environment (social, economic and political as well as
physical), but it is also reflected by the individual’s behaviour in different environments.
For example, someone suffering from xenophobia might appear completely healthy in a
familiar situation and in the company of family and friends. In a different
environment, however, where he would be confronted by total strangers, his apparent
state of health would be completely different.

The second point is that health is relative to a persons’ goals and values. For
example, Dubos (1961) wrote as follows:

*... health and disease are concepts too complex and too subtle to be

defined merely in gross physical terms. The meaning of these concepts is

conditioned by the goals that the individual formulates for himself.

Optimum performance imposes different health requirements on the

plowman, the jet pilot, the philosopher.’

Whilst it could be argued that an individual often does not formulate such goals *for
himself, Dubos does illustrate clearly that health is determined by individual goals and
values for living. Looking again at the situation of a xenophobic individual, that person
could be described objectively and subjectively as healthy in a closed familiar

environment as long as he did not value freedom to venture into open and novel

situations.



Finally, the description of health as a prerequisite for ’flourishing’ and living a
satisfying, fulfilled life should be examined. This viewpoint has been expounded by
Gardner (1968) in particular:

*Health has a great deal to do with the quality of our lives. It is an end

and a means in the quest for quality, desirable for its own sake, but also

essential if people are to live creatively and constructively. Health frees

the individual to live up to his potential.’

Gardner’s view of quality of life is a somewhat ethereal one, quite different from the
idea usually employed by health professionals assessing the relative effects and values of
different treatments. The point can be taken that health is a prerequisite for living a
happy, fulfilled life. What this involves varies not only according to individual
requirements (which vary according to age, experiences and so on) but also according to

differing social and cultural conceptions of quality of life (Hare, 1986). We can also see

that positive health is not only necessary for, but is also a consequence of, fulfilment.

1.1(4) Combining lay and professional conceptualisations
Although professional conceptualisations are usually presented in a more verbose,

articulate manner than are the lay definitions, we can see that the issues raised are very

similar. Taking the various characteristics together, we can identify several points
fundamental to the concept of health.

1) Health has a positive as well as a negative dimension. The former involves the
concepts of well-being and fitness; and the latter incorporates illness, disease
and injury and its consequences.

2) Both the positive and negative dimensions have physical, social and mental facets.

3) At two levels, health is prerequisite for living. It is essential in order to carry
out customary, everyday activities. It is also necessary for the achievement of a
satisfying and fulfilled life.

4) Health is difficult to measure objectively, and individuals may have their own

personal indicators of health.



6)

1.1(5)

10

Health is an ongoing process, not an absolute or static state. It is a product of a
variety of forces which bear on an individual at a particular point in time. The
desired mix varies for each person.

An individual’s health cannot be assessed independently of his goals and values,
his behaviour, or his environment. It is affected by, and reflected in, all of

these.

Determinants of health

Genetic constitution may directly cause ill-health (through, for example, inborn

errors of metabolism). It also determines an individual’s vulnerability or resistance to

important acquired conditions (such as coronary heart disease) given particular patterns

of behaviour and/or exposure to a wide range of environmental influences. Whilst

genetic disorders do pose particular challenges for prevention, through screening and

counselling, for example, the greatest task for health education (and, more broadly, for

health promotion - p47) is the countering of unhealthful behavioural and environmental

influences. Accordingly, in this section I shall focus on these interrelated non-genetic

determinants of health.

Environment

A

Health

Y

Behaviour

Figure 1.1b: Health and non-genetic determinants

Figure 1.1b is a simple representation of the links between environment,

behaviour and health. The environment has many facets. In particular we can identify

the physical environment, which includes housing conditions, atmospheric pollution,
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climatic conditions, and so on; the cultural environment, which consists of relatively
stable cultural mores and determines the way in which different entities and behaviour
patterns are regarded; the social environment which is very variable, and is composed
of the people with whom an individual is interacting; and the politico-economic
environment which determines the availability of many services (including health
services and leisure facilities) and affects the individual’s access to them.

Any of the facets of the environment may directly affect health. Each can also
have an effect indirectly through an influence on behaviour. For example, the use of
preventive health services such as well woman clinics is determined to a large extent by
the accessibility of these clinics in economic and situational terms which is in turn
determined by the socio-political environment. Accessibility of the service influences
the clients’ behaviour in making use of the service and this behaviour in turn influences
their state of health. Another example is of the way in which the social environment
can act as a motivator or reinforcer for behaviour. People who are trying to give up
smoking cigarettes may find it best to select a social environment of nonsmokers.

Turning to a broader consideration of environmental influences, some writers
have questioned the validity of a ’lifestyle’ approach to the promotion of health,
emphasising instead the well-established association between social, political and
economic factors and health status (eg Cohen & Cohen, 1978; Green et al, 1980; Hunt
& Martin, 1988; RUHBC, 1989). Ill-health is strongly correlated with poverty and
disadvantage, and indeed the gap between the health of social classes I and V is as wide
today as it was thirty years ago (Townsend & Davidson, 1982; Smith & Jacobson, 1988).

We must be careful to avoid creating a false dichotomy here. It is undeniably
neither desirable nor reasonable to focus on changing individual behaviour without
addressing environmental constraints. This is not to say, however, that efforts should
not be made to help people to take action to improve their health while more structural
changes are sought. Attention to individual lifestyle is dangerous only if it is allowed to

eclipse the context in which behaviour develops.
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Several terms are used to describe types of behaviour connected with health and
it is valuable here to clarify their meanings.

The term health-related behaviour is used to describe all types of behaviour
which affect health in either a positive or a negative way. This behaviour may
influence one’s own health or that of others. It may be carried out in a conscious
attempt to influence health, or without awareness of such consequences. Health-related
behaviour includes the following types of behaviour described by Kolbe (1984).

Health (or wellness) behaviour is behaviour undertaken by an individual who
believes himself to be healthy for the purposes of attaining even greater health.

Preventive health behaviour is undertaken by an individual towards preventing
illness or detecting it in an asymptomatic state.

Iliness behaviour is undertaken by an individual who considers himself to be ill,
to obtain an assessment of his health status and any appropriate treatment.

Behaviour, like the environment, can have direct and indirect influences on
health. The direct route is quite apparent. Eating behaviour, illicit drug-taking,
consumption of alcohol, cigarette-smoking and exercise have all been shown to affect an
individual’s state of health. The indirect route, acting via the environment, is less often
described. Man is constantly shaping the environment. Political and industrial policies
may affect health: smoking policies in the workplace are a topical example. Community
initiatives may result in the provision of new facilities such as safer play areas for
children which in turn affect health. A caring neighbour may insulate an old person’s
home to protect her from the hazards of a cold living environment.

Influences on health-related behaviour will now be examined in more detail.



1.2 INFLUENCES ON HEALTH-RELATED BEHAVIOUR

Three different types of approach have thrown light on processes which

influence health-related behaviour:

1 Studies of social influence The central idea in this approach is socialisation,

which incorporates the processes of conformity and modelling. The principal
agents of socialisation are the family, friends, the school, and the media.

2 Attitudinal models This approach examines the relationships between the related

concepts of knowledge, attitudes, beliefs, perceptions and behaviour. A
fundamental question is whether behavioural change will result from a change in
any or all of the other parameters.

3 Behaviourist approaches These are based on the concept of conditioning, with its

premise that behaviour develops through the contingencies of reward and
punishment.

These approaches will now be examined in turn.

1.2(1) Social influence on behaviour
Socialisation is an aspect of all activity within human societies. It is the process
by which we acquire our social characteristics and learn the ways of thought and
behaviour considered appropriate in our society (Bilton et al, 1981). Tones (19793, p 23)
defined the process as follows:
'Socialisation involves the transmission of culturally valued norms: more
specifically, knowledge, values, attitudes and routines (or habits)
considered worthwhile by a community or society.’
This definition is broad in that it includes the transmission of more than behaviour; but
narrow in that it covers only those norms which are ’culturally valued’ and ’considered
worthwhile’. When applying the concept of socialisation to health-related behaviours we
may often be looking at habits and behaviour patterns which, although they may serve a
function or be ‘rational’ in a given context, may not more generally be considered ’good’

or worthwhile’.
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Another point should be clarified. Socialisation is not a process of transmission
from one socialised being to another ’asocial’ being. Rather, people play an active role
in their own socialisation:

’Socialisation is not a unidirectional process in which the infant is a

passive recipient, an asocial being assimilated and made capable of

performing roles demanded by society.” (Susser, Watson & Hopper, 1985,

p 451).

Several categories of socialisation have been identified (Tones, 1977, 1979a,
1987a). Particularly important are the early influences of home, parents, other relatives
and other close contacts, which constitute primary socialisation. The process of primary
socialisation operates via a system of reward and punishment (conditioning), together
with a modelling process. Interest in and attitudes to health-related practices such as
smoking develop early in life (Baric, 1979), and it has been suggested, for example, that
most methods of anti-smoking education are ineffective in preventing the onset of
smoking because children may grow in an environment which leads them to accept
smoking as a normal part of their development (Bewley, Bland & Harris, 1974).

Secondary socialisation refers to the ways in which norms are transmitted
outwith the primary process by agents such as schools and the mass media. It is
characterised by greater formality and less emotional involvement with the ’client’ than
in primary socialisation. The school is probably the major agency of secondary
socialisation, and manages to combine informal processes with more structured and
formal approaches. Some authors view the school as the most powerful agent of
socialisation (Susser, Watson & Hopper 1985, p 464):

*The school is the major socialising instrument of the society at large, and

its socialising influence is effected only partly through formal teaching.

The school is a small society that governs much of the child’s life, and

its influence pervades many areas of thought and feeling’.

More usually, however, the family is viewed as the principal socialising agency.
According to the Law of Primacy, early influences (as in primary socialisation) are more
powerful and enduring than later ones; the young child is also more receptive to

influence than is the more mature individual (Rawbone et al, 1978). Secondary
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socialisation may have an influence on attitudes, values and behaviour in three ways: it
may consolidate existing norms: modify existing norms; and create new norms.

The most controversial of these influences is the second, which is termed
resocialisation. 1If a teacher decides to try to resocialise children he must recognise the
p‘ossibility that he may produce culture clash: the values of the home and the school
may conflict, producing discomfort in the child. Moreover, the child may conform in
school and then ignore or reject the values promoted in school when in the home
enviroment.

It is questionable whether teachers should have a formal resocialisation function,
or whether their role is mainly to provide knowledge and to educate. More will be said
about the teacher’s role in Chapter 3.

Although the home and the school are regarded as the main socialising influences
in society, two other agencies should be considered: namely, reference groups and the
media.

There has been extensive research into the processes of social influence in small
groups, and the principle of conformity has been shown to be central to an
understanding of many of these processes.

When people have to express a judgement about something in the presence of
others, they have two major concerns: they want to be right, and they want to make a
good impression. To determine what is right, individuals have two sources of
information: what their senses indicate and what others say. There are two
explanations, then, for people yielding to group pressure. Firstly, an individual might
yield to others because he trusts their judgement more than his own. This is conformity
under informational influence. Secondly, conformity might result from normative
influence, which refers to the desire to be liked and the aversion to being disliked.
Normative and informational influences are the major general mechanisms through

which groups have an impact on their members (Deutsch & Gerard, 1955).



16

Of course the relative impact of these two mechanisms varies from situation to
situation. A distinction can be made between: public conformity, or compliance, which
will occur when an individual conforms mainly because of what others will think of him
but still maintains his prior conviction; and conversion, which will occur when someone
trusts the information provided by others and consquently changes his private opinion
(Hewstone et al, 1988).

The concept of conformity throws light on majority influence in groups, but
cannot explain innovation or minority influence. Minorities by definition do not possess
the normative means of control available to majorities, and may have less access to
informational means. Nethertheless, a minority can be very influential.

Moscovici (1976), has argued that the impact of a minority group is dependent
on behavioural style, and especially on the consistency with which the group defends
and advocates its position. Consistency can make a minority influential - at least after a
while when those in the majority group begin to observe that the minority maintains its
position in spite of the opposition. Indeed it is a typical observation that, in contrast to
conformity studies, the minority effect only begins to show after a period of time
(Nemeth, 1982). The impression of potential correctness of the minority position is
further advanced when majority members notice that one or more of their group
members begin to respond like the minority. A consistent minority will be most
influential if it adopts a flexible style of negotiation, rather than behaving in a rigid and
dogmatic manner.

The impact of the minority will also depend on the strength of the prior
conviction of the majority members and on the certainty and confidence they attribute
to each other. It thus follows that health-related behaviour will be least amenable to
influence when it occurs within groups, families or communities which are cohesive and

self-confident.



Comparing majority and minority influence, we can see that whereas majority
influence may lead to compliance without conversion (because the majority initiates a
social comparison process in which the subject compares his response with that of
others), the influence of a minority may result in conversion without compliance.

The final socialising agency to be examined is the mass media. One important
way in which the media exert social influence is through modelling -~ the process of
learning from observing others.

Bandura (1969) has proposed three types of modelling effects. Firstly, the
effects may be inhibitory or disinhibitory. These occur when the actions of others
strengthen or weaken the restraints of an observer against performing a particular act.
Secondly, response-facilitating effects enhance an individual’s already-present tendency
to behave in a particular way. Thirdly, there are observational learning effects, where a
person may acquire a potential behaviour merely by observation and without immediate
imitation.

The principles of social modelling underlie the use of famous personalities both
in commercial advertising and also in health education campaigns. The ’audience’ might
buy the product or adopt the recommended behaviour pattern because they want to be
like the admired ’star’.

The use of social models is one specific way in which the media may influence
people’s beliefs. More generally, though, the media can have a very powerful influence
on the normative system, through the way in which it represents social norms (Tones,
1985a). One example is the coverage on British television of alcoholic drinks and
the consumption of alcohol. Smith, Roberts and Pendleton (1988) examined the
portrayal of alcohol in a systematic sample of 50 programmes broadcast on British
television, over five months in 1986. On average there was a reference to alcohol in
every six minutes of programming. Altogether drinking scenes accounted for 14% of the
programme time in fictional programmes and 3% of the programme time in non-fictional
programmes. The authors thus concluded that television is ‘exaggerating the amounts of

drinking of alcohol in society’. Moreover, the programmes were found to misrepresent



the pattern of consumption of different types of alcohol: population surveys show that
beer is drunk more widely than wine or spirits, but in the sampled programmes the rank
order of alcoholic drinks was reversed. A second way in which the portrayal of
drinking was misrepresented was in the balance between alcoholic and non-alcohol
drinks. In ’real life’ alcohol is consumed less than non-alcoholic beverages, but in the
sample programmes alcohol was drunk more often.

Smith, Roberts and Pendleton also noted that the potential undesirable
‘nconsequences of alcohol consumption were seldom portrayed. This amplifies earlier
work by Hansen (1986) who found that the negative effects of alcohol were rarely
shown and that, where they were, they were often treated in a light-hearted manner.
Hansen also stated that on prime time television ’alcohol consumption is associated with
pleasant, sociable behaviour and with glamorous and affluent lifestyles’, and Piepe et al
(1986) found 95% of ’soap opera’ characters to be drinkers. Clearly at present television
fosters an environment in which alcohol consumption features prominently as an
attractive part of everyday life.

Of particular concern is the effect on young people of this representation of
alcohol, an effect which is potentiated by advertisements for alcohol. Barton and
Godfrey (1988) have commented on the ’power of television advertisements for alcohol’.
They noted not only that these advertisements were longer than others, but also that they
occupied the first and most effective position on the commercial breaks to an
overwhelming extent.

Young people’s images of drinkers have been found to coincide to a considerable
degree with those promoted through television programmes and advertising. For
example, non-drinkers tend to be perceived as lacking in attractiveness, sociability and
toughness (Aitken, 1978). Also Aitken, Leathar and Scott (1988) reported that among
groups of 14- and 16-year olds, beer and lager advertising campaigns were seen as
promoting images of masculinity, sociability and working-class values, whereas

’

campaigns for drinks like Martini and Bezique were identified with ’a blend of

sociability, style, sophistication and attractiveness’. In other words, these advertisements



were reproducing social norms concerning alcoholic drinks and of behaviour appropriate
to men and women and to different social class groupings in relation to the consumption
of alcohol.

The conclusion of Aitken, Leathar and Scott (1988) is important because it places
the role of advertising back into the context of other social influences:

"This is not to say that advertising is the sole determinant of children’s

perceptions of the characteristics of different kinds of drinkers. These

perceptions are shaped also by their own experiences and by the mass

media in general.’

Once again we are reminded of the importance of personal experiences gained through
the family, the school and various reference groups.

This discussion of socialisation has concentrated on the transmission of cultural
norms and the ways of thought and behaviour considered appropriate in our society. In
other words, it has illustrated how the established and accepted ways are perpetuated.
This is a functionalist theory, in which man is viewed as a socialised participant and not
as a shaping force in his own right. It is wholly directed at showing how basic values in
society are maintained unchanged, and does not identify any sources within the social
system from which new values might arise.

Whatever the strengths of emphasising social and cultural influences on
behaviour, and whatever the limitations these influences place on our freedom to choose
particular modes of behaviour, it has to be noted that an individual is not merely an
actor of the norms of conduct which he has internalised through socialisation. He may
act impulsively or inventively in ways not learned from society. Moreover, societal
norms are not specific rules which prescribe precise modes of conduct (Worsely, 1977):

"The inadequacy of the ’over-socialised’ conception follows not only from

the fact that people are not totally dominated by learned rules but also

from the fact that those rules which are learned do not completely and

precisely specify the details of individual conduct. The rules of society

are often vague, ambiguous and quite unclear in their implications. To
have internalised them is not to be in possession of some very definite set

of instructions on what to do.’
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To summarise, theories of social influence illustrate how patterns of behaviour
are shaped according to prevailing norms in society. Socialisation is an aspect of all
activity within human societies, but we can identify the specific agencies, or vehicles,
through which it operates. In particular, I have examined the role of the home (the
main agent of primary socialisation); and of the school, reference groups, and the mass
media (in secondary socialisation).

Socialisation is a means by which cultural norms are perpetuated in society. We
now need to look at theories which embrace the notion of social change, and the

innovative independence of the individual.

1.2(2) Attitudinal models of behaviour
Definitions of ’attitude’ are legion. In general, however, two viewpoints exist.
The first viewpoint can be illustrated by the definition by Roediger et al (1984,

p 578), who defined an attitude as:

’a relatively stable tendency to respond consistently to particular people,

objects or situations.’

This definition raises several points.

Firstly, attitudes are not fixed: they change, and can be changed.

Secondly, the phrase ’tendency to respond consistently’ implies that a person’s
behaviour in a situation provides an indication of his attitude towards it, but that his
behaviour does not necessarily reveal his attitudes. There are three main reasons why
this may be so.

1 He may have a conflicting motivation or desire. For example, he may have a
favourable attitude towards losing weight, but be overcome by a strong desire to
eat fattening food.

2 He may not have the knowledge or experience required to translate the attitude
into action. For example, although having a favourable attitude towards losing

weight, he may not know which foods to choose in order to achieve his aim.



3 The attitude may conflict with social, cultural or group norms and thus be
discordant with his perceptions of what is acceptable behaviour.

Next, the definition indicates that an attitude relates ’to particular people, objects
or situations’. This raises the question 'Can an attitude be held towards anything?” The
answer is "Yes’, and, importantly, it is possible even to hold an attitude towards another
attitude. For example, an elderly person may have an attitude of fear or anxiety
towards falling or being left alone, but at the same time have an attitude of contempt
towards the first attitude. Those dealing with old people are familiar with the problems
such conflicts of attitudes may bring with them.

Finally, the definition does not specify the nature of the response which
characterises an attitude.

In contrast to this so-called ’unidimensional’ viewpoint, there are three-
component models as exemplified by the definition given by Ribeaux and Poppleton
(1978):

‘an attitude is a learned predisposition to think, feel and act in a

particular way towards a given object or class of objects’.

This gives an indication of attitude structure rather than merely indicating an unspecific
response. Let us now look at the implications of Ribeaux and Poppleton’s definition.

Firstly, an attitude is a ’learned predisposition’. Learning is sometimes a
conscious process involving understanding, but sometimes we learn without noticing that
we are doing so. For example, as discussed above we ’learn’ cultural norms and what
constitutes socially-acceptable behaviour through the processes of socialisation and are
rarely aware that we are doing so. Similarly, an attitude may be changed as a result of
consciously acquired knowledge or understanding, but this is not always the case. For
example, a person’s attitude towards pain-Killers may be changed by an advertisement
for a new product which ’relieves pain faster’. He does not need to learn why the new
product relieves pain faster in order to hold a favourable attitude towards and be more

likely to buy the new product. Attitudes are therefore not necessarily consciously

learned.



Secondly, three components of an attitude are distinguished - the thinking or
belief (cognitive) aspect, the feeling (affective) aspect, and the acting or behavioural
(conative) aspect. We can regard the cognitive aspect as an active, conscious belief, the
affective aspect as a non-rational, gut-reaction feeling or 'drive’, and the conative aspect
as manifest behaviour. The three components appear separate but, as I shall discuss
below, are not completely unrelated.

There are contradictory conclusions from the research which has been carried out
to test whether unidimensional or three-component models provide a more accurate
description of attitudes (Chaiken & Stangor, 1987). The unidimensional
conceptualisation is the most frequently adopted, on the grounds of simplicity, in
attempts to measure attitudes, and has been employed when assessing attitudes in the
research described in this thesis. However, in examining the factors which influence
health-related behaviour, there is much to be learned from looking at the inter-
relationships of the elements of the three-component construct.

The cognitive component concerns the individual’s belief about the object or
element of interest. This belief may not be a true or accurate representation of the facts
- it may be biased or incomplete, but it represents the individual’s own direct or indirect
intellectual evaluation of the object resulting from his experience.

Four types of beliefs have been identified (Kreitler & Kreitler, 1976), each of
which may influence health-related behaviour: beliefs about sel/f - I generally make a
conscious effort to maintain a healthy lifestyle’, for example; general beliefs, such as
'smoking can cause serious health problems such as cancer and heart disease’, beliefs
about norms or rules - for example, ’smoking in public places should not be allowed’;
and beliefs about goals - ’an important goal for me is to maintain my health’, for
instance. Together an individual’s set of beliefs form what Kreitler and Kreitler have
termed a ’cognitive orientation cluster’. Tipton and Riebsame (1987) showed that
smokers, former smokers and non-smokers differed on all four types of belief, and that
on combining the scores on the four subscales, the total for each group differed

significantly, non-smokers scoring highest and regular smokers lowest. Their research




demonstrates that ’beliefs about smoking and health can be reliably measured and that
these beliefs related to people's smoking behaviour’. A cause and effect relationship
cannot, however, be assumed: it cannot be asserted that beliefs influence, or are
predictive of, behaviour.

Related to the concept of belief is that of knowledge. Knowledge refers to belief
substantiated according to some accepted criteria. I may believe, for example, that there
is someone in the next room; and on checking and seeing that there is someone there
my belief becomes knowledge. We must, however, recognise that accepted ’facts’ change
over time, with advances in science. A rigid distinction between knowledge and beliefs
is therefore unhelpful. Also, of course, beliefs which can never be proved can be as
strongly valued by an individual as knowledge.

Knowledge has been shown to be related to behaviour. In the Cardiff Health
Survey, for example, a positive association was found between levels of knowledge about
nutrition and healthful changes in food consumption (Charny & Lewis, 1987). Once
again, of course, no assumption of causation can be made, and in any case the
relationship, although consistent, was not strong.

It is well established that the possession of knowledge does not necessarily affect
behaviour in a predicted manner. A clear illustration of this is the fact that a substantial
proportion of the British population smokes despite widespread awareness of serious ill-
effects (Baric, 1978).

A third cognitive concept is that of perception. Several types of perception have
been found to influence health-related behaviour. The concept of perceived vulnerability
has, in various forms, been an integral component of research generated by the Health
Belief Model (HBM) (Becker, 1974). In its original form it postulated that perceptions
of being susceptible to some condition, the perceived seriousness of that condition and
perceptions of the relative costs and benefits of behaviours that prevent or treat the
condition are all related to the likelihood that an individual will engage in some specific
Perceived susceptibility has been regarded as the most important

preventive behaviour.

of the three variables (Gochman & Saucier, 1982) but the model as a whole has been




criticised for its underlying assumption of ‘rationality’ (McGlew & Jamieson, 1979).
Whilst this criticism is fair, it need not invalidate the model provided that due attention
is paid to the 'correctness’ of behaviour from the point of view of the subjects involved.

The placing of ’perceptions’ within a cognitive model is somewhat dubious: they
might well be regarded as falling under the affective umbrella since they may involve
feelings (about vulnerability, for example) rather than beliefs based on an evaluation of
’the facts’. Indeed, Tones (1979b) has criticised the HBM nan the grounds that it
confuses ’attitude’ and ’belief’.

Beliefs are influenced by, and themselves influence, affective factors - feelings,
likes and dislikes, and emotions (and,as described in section 1.2(1), both are influenced
by the normative system). The cognitive system and the affective system cannot be seen
as two distinct and independent components: they overlap and influence each other.

The third component of an attitude identified in Ribeaux and Poppleton’s (1978)
definition is the conative (behavioural) component. The term ’behaviour’ takes in a wide
range of phenomena, verbal and non-verbal, including consciously-effected actions and
even physiological reactions. These events also take place within a wide rangé of
environmental situations which will themselves influence behaviour. There is difficulty,
then, in assuming that what a person says or does is an accurate reflection of his
attitude: a person’s true attitudes may only be expressed in situations where there is
trust and privacy, and may differ greatly from his publicly expressed opinions (Wheldall,
1975).

The foregoing discussion illustrates the problems involved in determining the
attitudes held by a population. There are two options. Firstly, we can ask subjects
directly about their attitudes towards the object or situation of interest. The problem
with this option is that, as described above, the responses received may not reflect the
(Indeed, people may even offer responses which they think the

subject’s true attitudes.

i itudes can be determined
interviewer ’wants’ to hear). The second method by which attitudes

is indirectly through observation of behaviour. Limitations to this approach have been

outlined above (pp20-1).
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The complexity of assessing attitudes directly (by questioning) and indirectly (by
observation) is well seen through interpretation of the experiment carried out by LaPiere
(1934). In the early 1930s, a time of widespread anti-Asian prejudice in the United
States, LaPiere travelled throughout the country with a Chinese couple. They were
refused service in only one of over two hundred establishments. Six months later,
LaPiere wrote to all these establishments asking if they would accept Chinese guests. Of
those who responded, 92% said that they would not. Even allowing for response bias,
the responses differed significantly from the behaviour displayed, suggesting that stated
attitudes were not strongly correlated with behaviour. It must not be assumed from this,
however, that the true attitudes were those implied by responses to questioning: it is
conceivable that the manifest behaviour corresponded with unexpressed attitudes (see
also p 20). Problems with the investigation of the attitude-behaviour relationship have
been further elucidated by Ajzen and Fishbein (1977).

In relation to the prevention of ill-health, there has been strong emphasis on
changing people’s attitudes as a means of effecting behavioural change. For example,
the following statement was made in a British Government consultative document
(Department of Health and Social Security, 1976, p 87):

*There is much potential for prevention in health education aimed at

altering people’s attitudes towards such things as tobacco, alcohol and

exercise - persuading them to invest in their own health’
However, there is no assurance that a change in attitudes will result in a change in
behaviour. Even where an association between attitudes and behaviour can be
demonstrated, we cannot assume a cause-effect relationship. (Indeed there is evidence
that a forced change in behaviour can cause a change in attitudes - Wilson & Alcorn,
1969).

Green (1970a) made an extensive review of research concerning the issue of
ttitude and belief have any scientific status in the explanation,

whether the concepts of a

prediction and causation of behaviour. He presented eight main arguments against
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attitude change strategies, and emphasised the importance of ’external influences’ and

personality factors in interaction with attitudes and behaviour:

"Problems with the attitude concept and attitude change strategies have
resulted not only from the tendency to isolate them from sociological and
situational contingences, but also from the tendency to isolate attitudes

from each other and from underlying value and personality systems’.
(Green, 1970a)

In other words, social influences, environmental factors (triggers or inhibitors),

and personality factors all interact with both attitudes and behaviour. Attitudinal

influence cannot be viewed in isolation from these other issues.

1.2(3) Behaviourist approaches

Behaviourist approaches encompass a number of theories, including classical
conditioning, operant conditioning and cognitive behaviour modification. Their common
underlying premise is that behaviour develops through the contingencies of reward and
punishment. Certain behaviour patterns may be reinforced because they, or their
consequences, are associated with a rewarding experience. Some rewards may be the
mere absence of adverse consequences, others may take the form of physical pleasure or
psychological benefits, such as enhanced self-esteem or well-being.

Social learning theory is the behaviourist approach which.sheds the greatest
amount of light on an understanding of health-related behaviour patterns. Miller and
Dollard (1941) laid the foundations for modern social learning theory by proposing that
imitation could be explained by the basic principles of stimulus, reward and
reinforcement. When the imitation of a behaviour pattern results in a reward in one
situation, that imitation becomes generalised to many situations. ~This process is
important in maintaining discipline and conformity to the norms of society (see section
1.2(1)).

Bandura (1977) developed a broader social learning theory in which social
learning is said to occur either directly through the consequences of one’s own responses

or more frequently, through observation of the behaviour of others. The behaviour of
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another person (a model) is a source of information, and the observer then uses this
information to decide whether or not to perform the same behaviour as that observed.

This distinction has been illustrated by Green (1970a) as the difference between
the strategies of direct reinforcement and those of vicarious reinforcement. For women
attending a well-woman clinic, for example, direct reinforcement in the form of a
perceived positive evaluation from the doctor was clearly related to compliance with the
preventive behaviour recommended by the clinic. The same women who had been thus
directly reinforced at the clinic could then provide vicarious reinforcement for their
friends or relatives.

Thus, according to social learning theory, (and to behaviourist approaches in
general), most behaviour leads to consequences which either increase or decrease the
probability of similar behaviour being exhibited in the future.

In the context of health-related behaviour these behaviourist theories remind us

of the importance of facilitating or inhibiting factors in translating behavioural intention

into a displayed behaviour.
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1.3 MODELS OF INFLUENCES ON HEALTH-RELATED BEHAVIOUR

In attempting to obtain a comprehensive explanation of the determinants of
health-related behaviour, it is necessary to take advantage of, and integrate, the various
insights gained from the types of approach outlined in 1.2. Several models have been
devised to this end. It is sufficient to examine two.

The Health Belief Model (HBM) (Becker, 1974) has already been mentioned
(1.2(2)). It is concerned with the prediction that an individual with a given health need
will act to achieve a ’correct’ outcome for that need. The decision to adopt a given
health-related behaviour is viewed as dependent on the person’s perceptions of his
susceptibility to a disease, of the seriousness of the disease and of the relative costs and
benefits of behaving in the ’correct’ way. In addition it is recognised that a trigger
might be required to promote the ’correct’ behaviour.

Limitations of the HBM have to be recognised. The first relates to the
inadequacy of a medical judgement of ’correctness * or ’'rationality’ (see p 23).

Next, the HBM makes little recognition of the social influences and cultural
norms which influence individuals’ predictions of the acceptability of different
behaviour patterns.

Thirdly, as the name of this model indicates, the crucial perceptions on which
behaviour is dependent are seen as being beliefs. The language is confusing: it is not
clear whether the perceptions have a cognitive or an affective basis, or whether (as
suggested on p 24) they, in fact, encompass both.

The Health Action Model (HAM), devised by Tones (1979b), and represented in

Figure 1.3 is a development from the HBM and overcomes some of its limitations.
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Figure 1.3; The Health Action Model




According to the HAM, health-related behaviour is largely dependent on the
interplay of two systems, the motivational system and the belief system, both of which
are affected by norms and by significant other people.

The motivational system is seen to comprise values (including the values placed
on the different components of health), attitudes (for example, to self or to a given
health state or proposed health action) and drives (both basic, such as hunger or pain,
and derived, such as anxiety).

The belief system includes beliefs about self and about cause-effect
relationships. An important component consists of those normative beliefs which define
an individual’s estimates of the ways in which significant others will react to a
contemplated health action.

There is some confusion concerning the belief system, however. In some
accounts of the model (Tones & Davison, 1979) the ’belief’ categories of the HBM,
including perceptions of susceptibility and seriousness, are included in the HAM’s belief
system, whereas elsewhere, Tones (1979b) has stated that perceived susceptibility is a
belief but that perceived seriousness is an attitudinal or motivational factor. Once again,
the problems in viewing beliefs and attitudes as discrete entities are demonstrated.

The HAM predicts that the outputs of the motivational and belief systems
interact multiplicatively to determine behavioural intention. Low motivation or beliefs
held without conviction will result in an intention to do nothing; and even where there
is an intention to exhibit a particular action, ‘enabling factors’ are necessary if this
inclination is to be converted into action.

Two final points should be made concerning this model. Firstly, 'X’, °Y’ and °Z’
in Figure 1.3 represent a range of hypothetical choices of action open to the individual
(including the choice to do nothing) which are alternatives to the ’desirable’ health
The decision taken may be to adopt one of these unhealthful choices. We

action.

cannot assume that the healthful action will be the rational or logical choice to

individuals in different situations.
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The last point to note is that established routines or habits bypass the conscious
decision-making process. The establishment of routines in early life can thus be an
important task for health education.

The Health Action Model integrates aspects of all three approaches to studying
influences on health-related behaviour (1.2(1)-(3)). The studies of social influence
enable understanding of the impact of norms and significant others; the attitudinal
models provide insight into the motivational and belief systems and illustrate a weakness
in this dichotomy; and the behaviourist approach demonstrates the importance of
enabling factors after the necessary cognitive and motor skills have been acquired. This
has the advantage of compensating for the inadequacies of the three approaches taken in
isolation.

Health education and health promotion are the main approaches to exerting

influence such that the healthful behavioural response is encouraged or enabled.
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1.4 HEALTH EDUCATION

There are many definitions of health education. It is helpful to look first at
some broad definitions, as an examination of these reminds us of the multiplicity of
people, agencies and institutions which affect our health-related behaviour, and the
multitude of ways in which the influence of health educators may be exerted. Such

definition include the following:

’In its broadest interpretation, health education concerns all those
experiences of an individual, group or community that influence beliefs,
attitudes and behaviour with respect to health as well as the processes and
efforts of producing change when this is necessary for optimum health.
This all-inclusive concept of health education recognises that many
experiences, both positive and negative, have an impact on what an
individual, group or community thinks, feels and does about health, and
it does not restrict health education to those situations in which health
activities are planned and formal.” (WHO, 1969).

’Health education is the totality of experience from which individuals
learn behaviours related to their health.” (Schools Council, 1976).

’In the widest sense, health education may be defined as the sum total of

all influences that collectively determine knowledge, belief and behaviour

related to the promotion, maintenance and restoration of health in

individuals and communities. These influences comprise formal and
informal education in the family, in the school and in society at large, as

well as in the special context of health service activity.” (Smith, 1979).

These definitions reflect the multifaceted and positive spirit of the WHO
definition of health (p2). Moreover, they emphasise a role for health education in
promoting the collective health of groups and communities.

A very broad view of the educational process is also displayed. In addition to
formal efforts, informal influences, such as interactions with family or friends, are
viewed as education.

These definitions embrace, by implication, those influences which are exerted
without any directly health-related motive and those which militate against health.

Rather than including these as 'health education’, it is useful to adopt Daube’s (1982)

i ion’ ’ - ion’ for influences which are not
terms ’anti-health education’ and pseudo-health education fo
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aimed at the enhancement of health. Anti-health education is the purposeful promotion
of unhealthful beliefs, attitudes and behaviour by vested interests (for example the
tobacco industry), while pseudo-health education comprises literature and other

promotions on health topics (produced by food industries for example) aimed at the

promotion of a product other than health.

Whilst we may reasonably argue against such a broad interpretation of education,
these definitions do serve as a valuable reminder of the background against which
organised health education efforts have to operate. It is purposefully-provided, pro-
health education which is the main concern of this thesis, however, and so we must turn

to narrower definitions of health education, such as:

’In the more limited meaning, health education usually means the planned
or formal efforts to stimulate and provide experiences at times, in ways
and through situations leading to the development of health knowledge,
attitudes and behaviour that are most conducive to the attainments of
individual, group or community health.” (WHO, 1969).

or, in relation to young people:

’Health education will be regarded as that part of education - the
responsibility of parents, the schools, and indeed the whole community -
which will help boys and girls as they grow up to minimise the risks of
diseases and injuries resulting wholly or in part from ignorance, habits
and ways of living, and give them a basis of understanding of the
functions of the community health services so that they may be able to
use them intelligently and efficiently and play their parts in reaching wise
decisions on their evolution as patterns of illness change.” (DES, 1977).

These definitions are quite specific about the processes and content of health education,
and they enable us to identify its aims.

It is useful now to examine specific aspects of health education in more detail,

and I shall consider the following issues:

1 The content of health education.
2 The domains open to health education.
3 The target groups for health education.

4 Approaches to health education.
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1.4(1) Content

Draper et al (1980) presented a useful "tripartite typology’. Although presented as

a classification of health education, it is really a categorisation acording to its

information base:

Type 1 health education: education about the body and how to look after it.
Type 2 health education: provision of information and advice about access

to, and the most appropriate use of, health services.
Type 3 health education: education about national, regional and local policies

and structures and processes in the wider

environment which are detrimental to health.

The first type is the commonest at present. As presented by Draper et al, it has
the rather restricted focus of ’looking after the body’. This exposition could be usefully
expanded to incorporate the full spirit of the WHO concept of health (pZ), and, by
explicitly going beyond the idea of providing information, to emphasis the importance of
developing lifeskills (Hopson & Scally, 1981).

Turning to type 2 health education, Taylor (1984) has discussed the paradox
which arises between this type of approach, which emphasises the role of ’powerful
others’, and the type 1 health education, which emphasises self-determination and
responsibility for health. These two types of health education may be seen as
encouraging different health loci of control - type 1 ’internal’, and type 2 ’external’
(Wallston & Wallston, 1978 - see p 44). A step towards resolving this paradox is to see
type 1 health education as an essential knowledge base for the appropriate use of the
health services. A further step is to broaden out type 2 health education into a two-way
process, whereby service providers learn from service users.

Type 3 héalth education is described by Draper et al as ’part of the currently
moribund public health tradition’. At present it is the most neglected of the three types
of health education, partly due to the fact that it involves taking the path of most
ance (confronting powerful vested interests), and partly due to a common viewpoint

resist

that health education should not be political’ but rather should be concerned with
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individual lifestyle. This issue is discussed below both in terms of approaches to health
education (1.4(4)) and also in relation to the emergence of health promotion (1.5).
The Council of Europe Committee of Ministers’(1988) statement on school health
education provides a useful complementary account of the content of health education:
providing better information on factors which influence health;
elucidating the relationships which exist between health and the physical
and psychosocial environment;
developing individual, family and collective awareness and a sense of
responsibility in relation to health; and
promoting responsible attitudes and ways of life conducive to health.
This account improves on the Draper et al typology by specifically mentioning a
collective aspect to health and by progressing beyond the limited process of provision of
information by discussing the promotion of ’responsible attitudes’ and *ways of life’. On
the other hand, the idea of education about health services is missing, and there is no

explicit reference to the notions presented as type 3 health education by Draper et al.

1.4(2) Domains
Discussing health and social education in secondary schools, Cowley (1977)
identified the following four domains open to health educators. Certain specific

methods are relevant to each of them.

1 The cognitive domain The most usual objective in the cognitive domain is the

provision of knowledge, but there are other relevant objectives such as fostering
powers of understanding, analysis and synthesis. Knowledge and understanding
may be seen as necessary for healthful behaviour, but not sufficient.

2 The attitudinal domain The attitudinal domain comprises attitudes, feelings and

values. The objectives of health education in this domain are said to include:
changing and then reinforcing a specific attitude;
exploring a specific attitude;

value clarification;



increasing understanding of those in need; and

producing a positive self-concept;
Based on an appreciation of the fact that the provision of information is not
enough to produce healthful behavioural change, there has been a marked swing
in health education away from the cognitive domain towards the attitudinal
domain. However, as we have seen (1.3(2)), neither does a change in attitudes
necessarily result in a desired change in behaviour. Nevertheless, attention to the
attitudinal domain may bring about a culture which more readily accepts,
different ways of behaving.

3 The_situational domain The purpose of work in this domain is to clarify the

pressures people are under to behave in certain ways in certain situations, so that
alternative outcomes from the situation may be seen as possibilities. The
influence on behaviour of situational or, more generally, environmental factors is
thus examined within this domain. Many of the issues discussed in section 1.3 in
relation to social influences and behaviourism are of relevance here. Specific
objectives include the teaching of decision-making skills, exploring perceptions
of exploitation, and teaching problem-solving skills and coping strategies.

4 The behavioural domain Activity in this domain involves making the decision

that it is preferable for an individual or group to be at a point B (participating in

a self-help group for tranquilliser withdrawal, for example) rather than at point

A (feeling contented but being dependent on tranquillisers). Objectives may

include the development decision-making skills.

In his discussion, Cowley noted that work in the behavioural domain clearly
involves ’a moral decision’ on the part of the educator, whereas in the other domains
emphasis is on neutral provision of the information and skills necessary for the
recipients of the education to make their own decisions and choices. For example, in his
account of the attitudinal domain he mentioned the process of value clarification,
enabling people to explore and prioritise their values in an objective and neutral way

without any judgement on the part of the educator. Within the behavioural domain,
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however, it was pointed out that the educator does make judgements: the process is no
longer one of value clarification, but rather one of values promotion.

As VWilliams and Aspin (1981) have acknowledged, the idea that any health
education is value-free or value-neutral is a spurious one. To decide to attempt health
education at all involves making a judgement that health itself is valuable, and implicitly
that some health-related behaviours are preferable to others. In short, health educators
cannot realistically avoid subscribiqg to certain key values. A value-neutral posture
involves ’concealing the inculcation of values behind a cloak of spurious objectivity’
(Hyland, 1988). One must be sympathetic with Cribb’s (1986, p 108) contention that,
since health educators are already thoroughly committed to education in and about
values, it is:

’... educationally and professionally unacceptable not to be self-conscious

about this, and worse still to rely on the careless image of health as a

good thing.’

Recognition that health education is inherently value-laden and value-driven does not
imply rejection of person-respecting methodology: health-enhancing cognitive,
attitudinal, situational and behavioural characteristics may be sought without rejecting

the validity of existing values.

1.4(3) Target groups

-1 involved

A classification of health education according to the ’target groups
was presented by Tones and Davison (1979), who combined behavioural and medical
criteria to describe three types of health education:

Primary health education: The provision of knowledge and information to

healthy groups about health threats to which they are likely to be exposed.

Secondary health education: The provision of information to at-risk groups or ill

groups aimed at favourably influencing relevant aspects of behaviour.

1. The term ‘target groups' is inappropriate because it carries images
of programmes being developed by the'professionals' and being aimed at
the uninformed lay 'targets’, whereas within the field of health
education, the emphasis has been placed on two-way communication
(rather than unidirectional targeting), with the professionals and the
lay public learning from each other. Neverthele;s, the term 'targgt
groups' is widely used in the health education 11te§atur§, and as it
was used in the papers described here, I shall retain this vocabulary -
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Tertiary health education: Advice to those who cannot anticipate or accomplish a

complete return to normal health aimed at maximising recovery and rehabilitation
and preventing relapse.
An obvious parallel exists between this classification and the traditional classification of
prevention based on medical criteria (eg Alderson, 1976):

Primary prevention: The prevention of onset of disease in healthy subjects.

Secondary prevention: The treatment and cure of established disease.

Tertiary prevention: The alleviation of discomfort and disability in established

chronic disease that cannot be cured.

Whilst there is some correspondence between Tones and Davison’s classification of health
education and Alderson’s classification of prevention, there is one clear difference in the
boundaries. This is illustrated with reference to the example of cigarette smoking
behaviour and the onset of smoking-related illness or disease.

According to the classification of health education, primary health education on a
particular topic is targeted at ’healthy’ groups (defined in relation to the disease(s) in
question) who do not exhibit the associated at-risk behaviour - in this case, ’healthy’
nonsmokers. Secondary health education is directed at those who are *healthy’ or who
are ’reversibly ilI’ and who do exhibit the at-risk behaviour - ’healthy’ smokers and
‘reversibly ilI’ smokers fall into this category. Tertiary health education is aimed at
those with advanced, established illness who exhibit the at-risk behaviour - smokers
with smoking-related illness who cannot anticipate full recovery.

The boundaries in the medical model of prevention are drawn simply according
to health or disease criteria, and take no account of behaviour. Thus, with reference to
the scheme presented, *healthy’ people (whether or not they smoke cigarettes) are seen as
targets for primary prevention; those with presymptomatic or ’reversible’ disease (such
as asthma) are targets for secondary prevention (whether or not they smoke cigarettes);
and those with established chronic disease, disability or handicap (sufferers from a
stroke, for example) are the targets of tertiary prevention (whether or not they smoke

cigarettes). In other words, the secondary health education of Tones and Davison’s
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classification incorporates one group, ’healthy’ smokers, who are targets for primary
prevention according to the medical model, together with another group, ’reversibly illI’
smokers, who fall within the remit of secondary prevention.

Throughout the previous discussion I have placed the terms ’healthy’ and ’ill’ in
inverted commas to alert the reader to problems associated with the use of these terms.
As discussed in section 1.1(3), the concept of a perfect state of health is spurious.
Health is composed of various components and facets and not all need to be present for
someone to be described as healthy. The boundaries described above between ’health’,
’reversible ill-health’ and ’established ill-health’ are in reality often blurred, representing
false distinctions within a gradation of states of health. Neat categorisation of people
may thus be impossible.

The tripartite classifications of health and prevention are helpful in emphasising
the scope for action even once disease has developed, even irreversibly. Tannahill
(1985a) has, however, drawn attention to the limited applicability of the medical
classification of prevention. There is a danger in placing al/l medical activity under the
umbrella of prevention. It is self-evident that medical treatment in its various
manifestations is always aimed at the prevention of certain eventualities - even if only
the prevention of death. ’Seen in this light, the contemporary identification of
prevention as a priority for health services becomes less meaningful, for high-
technology, "curative” services may stake a claim and we are in danger of losing sight of
the traditional notioﬁs of prevention’ (Tannahill, 19853a).

Given these difficulties, Baric’s (1978) classification of prevention according to a
behavioural model has its advantages. According to this construct, prevention is defined
purely in terms of behaviour and relates only to efforts before a given unhealthful
behaviour pattern is adopted. Tones and Davison’s primary health education thus

belongs here.
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1.4(4) Approaches

Several different philosophical positions underpin health education practice.
Tones (1977) identified two such standpoints, namely the ’preventive medicine approach’
and the ’education approach’. In more recent writings (Tones, 1981a; 1986a; 1987a) he
has made the scheme more comprehensive by adding two further stances - the 'radical’
and the ’self-empowerment’ approaches.

1 The educational approach

The underlying assumption in this approach to health education is that of
freedom of choice. The principal aim of health education is viewed as being the
facilitation of decision-making, irrespective of the decision which might ultimately be
made.

From this ’educational’ stance, the principal objective of health education is to
provide and foster an understanding of information relating to health issues, so that
people can be free to choose their behavioural response. The model is not so naive as to
suggest that the provision of information is sufficient to bring about behavioural change,
and sees the processes of exploring people’s beliefs and values, and of developing
decision-making skills,as inherent to health education practice.

The methods adopted are educationally ’pure’, involving active participation on
the part of the recipients, and any response to the health education should be voluntary.
It follows that ’evaluation of the effectiveness of the educational approach merely
involves demonstrating that the client has a genuine understanding of the situation’
(Tones, 1981a).

This has clear advantages for the health educator over the gauging of success
according to changes in behaviours which are often pleasurable, entrenched in lifestyle,

and viewed as rational, desirable or even necessary by the ’target group’.
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A major limitation to this approach is the overestimation of freedom of choice
in health-related matters. Choices may be constrained by socialisation (1.2(1)),
socioeconomic disadvantage (1.1(5)), and by the fact that many unhealthful behaviours
are habit-forming. - The educational approach may compound feelings of helplessness
and inadequacy.

We thus have the paradoxical situation whereby an approach defended as being
morally desirable may not even be ethically acceptable.

2 The preventive medicine approach

This is perhaps the best known approach to health education. Implicit in it are
an awareness that curative medicine cannot adequately address contemporary community
health problems which often have a lifestyle or behavioural basis, a belief that
prevention is better than cure, and recognition that a narrow educational approach is
inappropriate.

The underlying assumption is that the prevention of ill-health is best achieved by
influencing behaviour. Health education is seen as a means to this end, and may involve
manipulation or even coercion (Tones, 1981a). Aims of health education according to
this preventive medicine approach thus may include achieving a reduction in the
prevalence of cigarette smoking in order that the medical burden of smoking-related
disease be lessened; or inducing people to drink low-alcohol or non-alcoholic beverages
if they are driving so that the unnecessary drink-driving casualties may be prevented.

In its adoption of methods other than the ’educational’, this approach recognises
that the provision of information is insufficient to effect behavioural change: it
recognises the illusory nature of free choice and also the limitations of defining
rationality according to a ’professional’ viewpoint (1.3). However, in addressing the
need to go beyond educationally ’pure’ methods for health education, the preventive
medicine approach incorporates non-rational means. The include commercial and fiscal
measures and the offering of incentives - methods of ‘unethical’ coercion (Tones,
1981a) to achieve behavioural change in the face of the social and psychological factors

which influence health-related behaviour. Therefore, in the methods employed to
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overcome some of the limitations of the educational approach, the preventive medicine
approach may itself be seen as involving unethical means.’

The assumption inherent to this approach, that the prevention of ill-health is best
achieved by influencing behaviour, also requires some examination. Not only is the
relationship between behaviour and health complex and confounded by many factors
(1.1(5)), but also there is a problem in assuming that target groups will be motivated to
change their behaviour for the purposes of prevention. This tyne of motivation requires
an outlook orientated towards the future, and to benefits which might accrue in the
long-term. It also requires that health be recognised as a pre-eminent value. Neither of
these requirements can be assumed to be present in any ’'target group’, and particularly
not in disadvantaged groups.

The preventive medicine approach has also been criticised for turning health
educators into *handmaidens to the medical model’ (Tones, 1981a). The medical model
of health (1.1(1)) has been subjected to many challenges in recent years on the grounds
that it takes a very narrow, iliness-dominated view, isolated from the environment (Zola,
1972); that it tends to sap self-reliance by medicalising more and more aspects of
everyday life and generating expectations of ’a pill for every ill’ (Illich, 1977); and that
its preventive medicine orientation is in effect furthering curative health goals (Vuori,
1980). Moreover, emphasis on prevention has the consequences of health education
becoming adopted as a branch of medicine, in the pursuit of medical objectives, and of
health educators becoming viewed as preventive medicine practitioners. This situation is

inevitably at odds with the views of many teachers who view their role as educational.

3 The radical approach

This approach builds on some of the principles implicit in the preventive
medicine approach, and may be seen as the antithesis of the educational approach. It
rests on the belief that health education should address the social issues which underlie
ill-health. One of its catch-phrases is 'refocus upstream’ (McKinlay, 1979). This
expression originates from the analogy of medical care as the process of dragging

drowning people from a river. Instead of expending all his energy in resuscitating each
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patient, the doctor could be of more benefit by refocussing upstream to see who or what
is pushing the people into the river. In doing this he may be able to tackle the root
cause of the ill-health and render much of his previous activity unnecessary.

According to the ’radical’ model, the root cause of ill-health is to be found in
the social structure of society. It is, thus, seen as more sensible to try to deal with
disadvantage than to persuade individual members of disadvantaged groups to alter their
lifestyle.

From this viewpoint the main of health education is to increase people’s
awareness of the social origins of ill-health, and then persuade them to take action. The
type 3 health education described by Draper et al (1980) (1.4(1)) is clearly of relevance
here. Because knowledge alone is insufficient to effect behavioural change, the radical
approach (like the preventive medicine approach) recognises a need for persuasive tactics
to encourage action. Appropriate action involves the creation of health promoting
environments, and changing health-damaging institutions, policies and environments
(Freudenberg, 1981). Many of these activities, regarded as components of health
education according to this ’radical’ approach, are appropriately placed within the ’health
protection’ domain of health promotion (1.5).

4 The self-empowerment approach

The self-empowerment approach to health education is the most recent and
currently fashionable model. Its underlying principle is that even if people understand
the issues and have the necessary skills to make informed decisions about their preferred
action and even if people are aware of the various influences and restrictions on their
behaviour and even if they are motivated to take a particular form of action, such action
may not be feasible unless they believe that they are capable of taking it. They must

believe that they have the capacity to influence their future destiny, and they must

possess the social skills to do so.
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The aim of health education from this approach is to facilitate the kind of
informed choice which has been considered an illusory goal (p 41). Tones (1981a) has
identified four strategies which would be involved in achieving this:

1) The promotion of beliefs and attitudes which are favourable to deferring

immediate reward for a more substantial benefit in the future.

2) The development of ’internal locus of control’.
3) The enhancement of individual self-esteem.
4) The development of certain social skills, eg assertiveness training.

The first of these strategies involves not only affecting people’s attitudes and
beliefs (as described by Tones), but must inevitably involve altering people’s value
systems. There is an inherent assumption that future benefit, in the form of *health’ for
example, is objectively better than immediate reward, such as a drug-induced ’high’.

The second strategy refers to ’locus of control’. The notion of ’perceived locus of
control’ was developed by Rotter (1966). Individuals with ’external locus of control’ will
tend to believe that their scope for action is limited by fate or by ’powerful others’;
whereas those whose locus of control is ’internalised’ believe that they themselves have
control over their actions and future condition. Locus of control has been shown to be
associated, in many ways, with health state, health-related behaviours, and attitudes to
health services (Wallston & Wallston, 1978). Consistently, ’internality” has been
associated with the healthful outcome.

The third strategy for self-empowerment concerns the development of a positive
self-esteem. Self-esteem refers to the evaluation an individual makes of himself - his
personal judgement of worth (Coopersmith, 1967). The assumption underlying this
strategy is that people will behave in accordance with how they see themselves, so that
those with a low self-esteem will not be motivated to look after themselves whereas
those with a high self-esteem will value themselves, be more likely to protect and
ote their health, and be more able to resist the various pressures which encourage

prom

unhealthful behaviours. There is some, albeit limited, evidence in support of this

assumption. Coopersmith (1959) measured the self-esteem of a sample of 10-12 year-old
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children both from the perspective of the subjects themselves (using the Self-Esteem
Inventory) and from that of the observer (using a Behaviour Rating Form). There was
substantial agreement between self-evaluation and behavioural expression in a majority
of cases. Rosenberg (1965) also found a strong association between self-esteem and
behaviour among adolescents. He concluded that self-esteem is an essential for
responsible behaviour.

The importance of self-esteem as a component of school-based health education
was outlined in the curriculum document 'Health Education in Schools’ (DES, 1977)
which suggested that if all pupils can be made to feel that they matter and that they
have a unique contribution to make to the community then they will be less likely to
endanger their own or others’ health. The Schools Council Projects (Schools Council,
1977) also emphasised the importance of self-esteem, and many more recent reports have
placed great significance on the concept.

The complexity of the concept of self-esteem must be recognised. Coopersmith’s
(1959) work suggests that purely subjective measures are inadequate and that in order to
determine self-esteem, behavioural, phenomenal and experiential factors must also be
taken into account. Although some measures of self-esteem have been devised (notably
the LAWSEQ scale developed by Lawrence (1981)), there is no reliable, validated
measurement scale and this clearly acts as a hindrance to research examining the
associations between self-esteem and health-related behaviour.

The last of the strategies for self-empowerment involves the development of
social skills, or lifeskills (Hopson & Scally, 1981). Without the presence of the required
skills, the previous three strategies can have little effect. Skills, such as assertiveness,
could enable an individual to challenge his environment (by confronting social norms,
for example) and also provide him with an experience of success which may not only
promote internality of his locus of control but also enhance his self-esteem. The
possession of social skills may therefore reinforce the other factors. Clearly, even a self-

empowered individual armed with the necessary skills may not be successful in having
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an impact on an adverse or oppressive environment - but he has a greater chance of
success than another without these skills.

The self-empowerment approach inter-relates with the other approaches to health
education. Empowerment requires information and understanding of health-related
issues, skills, and an environment conducive to healthful lifestyles. This point has often
been missed by writers who see a dichotomy between those approaches which emphasise
the role of individual lifestyle, and those which emphasis the influence of the
environment. In a discussion of the ’victim-blaming’ argument, Green (1987) described
this perceived dichotomy between educational and environmental strategies, and stated
his view that the division is false and would be better viewed as a partnership:

’(there is an) annoying tendency .... to equate educational strategies with

victim-blaming, and to contrast educational strategies with organizational,

economic and environmental interventions, as though you could have any

of these without education.’
he continued:

*This is not to deny that we often need environmental, organizational and

economic interventions, but it is too insist that they go hand-in-hand

with an educational approach to ensure informed consent from the public

and to assure that individual who are not ultimately protected by them

are still in a position to protect themselves.’

The self-empowerment approach is a unifying approach to health education by
which one may avoid false distinctions between initiatives designed to influence lifestyle
and those emphasising environmental factors. It recognises and combines many of the
strengths of the other three approaches to health education. Moreover, it is concerned
with the promotion of positive health (through the development of lifeskills and self-

esteem) as well as with the prevention of ill-health. In short, the self-empowerment

approach is justifiably currently seen as the most promising (and ethical) approach to

health education.
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1.5 HEALTH PROMOTION

The account so far has focussed largely on health education in the prevention of
ill-health and promotion of positive health. 'Health promotion® has gained popularity in
the present decade generally as a term which embraces both educational and non-
educational means of achieving these dual objectives.

Like health education, health promotion means different things to different
people. A number of interpretations of the terms have been reviewed by Tannahill
(1985) and by Tones (1986a). It is not necessary to explore these here. Instead in
seeking a suitable framework for this thesis, I shall examine the model devised by
Tannahill (1985, 1988a, b) which has become widely used in health promotion definition,
planning and practice.

According to this model, (Figure 1.5) health promotion comprises three
overlapping spheres of activity - health education, prevention and health protection.
This last may be defined (Tannahill, 1988a) as:

*legal or fiscal controls, other regulations or policies or voluntary codes of

practice, aimed at the enhancement of positive health and/or the

prevention of ill-health’

Health protection is thus a descendant of traditional public health regulatory measures.

Health
Education

VaV

Prevention Protection

Figure 1.5 ; A model of health promotion
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The model has a number of strengths. It integrates the complementary notions of
the prevention of ill-health and the promotion of positive health; it epitomises the sort
of unifying approach to health education advocated above (p45) and its clear delineation
of the component spheres and their overlaps is of great benefit in facilitating a
multidisciplinary appreciation of roles and potentials in health promotion.

The framework has been criticised for being 'simplistic’, for 'imposing arbitrary
linguistic boundaries’ and for ’conflating crucially distinct aspects’ (Rawson & Grigg,
1988).

The model certainly is simple, but then the purpose of a model is to present
complex procedures in an uncomplex manner. This can only be validly seen as
*simplistic’ if some essential component is omitted, and Rawson and Grigg make no
suggestion that this is the case.

The second criticism refers to arbitrary linguistic boundaries, but the purpose of
a model is to delineate activities, and thus impose boundaries. The domains identified
by Tannahill are far from arbitrary - they refer to widely recognised activities - and
although no unanimously-accepted definitions exist for these activities those applied in
this model represent widely-held views.

Rawson and Grigg’s main criticism refers to the mixing of distinct aspects of
activity - their example is the ’lumping together of education of the public or for
professionals with a preventive focus’. They have argued that health education of the
public and health education for professionals are totally distinct activities which have
been lumped together as one. However, there is no indication in Tannahill’s description
that he does not see them as distinct. Indeed, with his explicit separation of health

education for the public from that for professionals, he is clearly implying that these

cannot be lumped together as one. The seven ’domains’ in the model indicate the

focusses of health promotion initiatives - there is no suggestion that the contents of each

domain are homogeneous. The purpose, rather, is to indicate the diversity of activity

which can appropriately be included within the field of health promotion.
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Tannahill’s model thus seems to stand up to criticism. It also is much in line
with Tones’ (1986a) overview, but has the benefits over this of clarity and simplicity.
Henceforth in this thesis, the term ‘health promotion’ will be used in accordance with

the Tannahill model.
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1.6 EVALUATION OF HEALTH PROMOTION

In the previous two sections I have presented models of health education and
health promotion. These models delineate and define the subject areas and thereby
enable us to identify the activities with which workers in these fields are legitimately
concerned.

This is only a start, however. It is necessary to have confidence in the value and
effectiveness of the activities - to be able to show that they are worthwhile, that they
contribute to the aims of health education and health promotion and are consistent with
the overall philosophy. This requires evaluation of the activities.

The following discussion refers to the evaluation of health promotion activities in
general. Specific attention is paid to the sphere of health education, however, as this is
the component of health promotion which is of most relevance to this research project.

What follows is an examination of some of the underlying theoretical issues,
rather than "how-to-do’ of evaluation practice. The practical issues of relevance to this

research project are discussed as they arise in the context of the research methodology.

1.6(1) What is evaluation?

Two views of evaluation pervade the literature on health promotion. From the
first viewpoint, evaluation involves assessing an activity in terms of the aims or specific
objectives of that activity. For example, Williams (1987) has written as follows:

>..the purpose of evaluation is that it should demonstrate whether an
activity has been successful or to what degree it has failed to achieve

some stated aims.’

It follows that before we can evaluate, we need to be clear about the aims of the

activity. We can then judge the value of the activity in relation to the degree of

attainment of these aims.
From the second viewpoint, evaluation is a broader process. It involves assessing

an activity by measuring it against a standard which is not necessarily related to the
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specific objectives or purpose of the activity. This approach has been advocated by

Green et al (1980, p 132):

"We define evaluation simply as the comparison of an object of interest

against a standard of acceptability.’

Clearly, as in the first definition, the ’standard of acceptability’ may refer to the
achievement of aims or objectives. However, this is only one possibility. From this
second viewpoint, evaluation may involve assessing an “activity according to, for
example, the ethics of the approach, or the cost of the activity, or the reactions of those
involved.

The first viewpoint may be viewed as a subset of the second. This latter
viewpoint is helpful in a number of ways.

Firstly, it is consistent with the fact that we are interested in answering not only
the question ’Is the activity effective?’, but also questions such as At what cost?’, *Using
what means?’ and 'With what consequences?’. In other words, it is a reminder that we
cannot be content only with showing that activities are effective at achieving the desired

outcome.

Secondly, it clarifies the fact that we should assess the processes of health
promotion as well as the outcomes.

Thirdly, it leads us away from a narrow view of suitable outcome measures by
alerting us to the presence of a range of standards of acceptability. It follows that a

variety of assessment procedures may be appropriately employed in evaluation.

1.6(2) Definition of terms

Whilst there is a general consensus about the way in which many terms are used
in discussions of the evaluation of health promotion activities, there seems to be some

inconsistency concerning their specific meaning. I shall now clarify the meanings

attached to them in this thesis.
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The first term which requires definition is ’aims’. As in everyday parlance, this
term refers to the intention or purpose of an activity. There are three important points
to be made about aims:

1 Aims are the planned, or hoped-for, effects of an activity.

2 Aims tend to be general, and may be broken down into specific objectives each
of which contributes in some way to the overall aim of an activity.

3 Aims may concern the long- or short-term consequences of a programme, or may
refer to some aspect of the process of programme implementation or operation.

This final point requires some clarification.

Activities in the field of health promotion may be examined in three broad
stages. The initial stage involves planning and design; the second, the ’running’ of the
programme; and the third, observing the effects. Whilst one of the reasons for
- evaluating programmes is to enable improvements in their design, the process of
evaluation is generally concerned with assessing the second and third stages of the
activity of interest. Terms are therefqre required to refer to these post-design phases.

The implementation and 'maintenance’ of a programme is called the ’process’. It
involves all the workings of the programme, its different components, and their
interactions. Clearly, this machinery has to be in order before any programme can be
expected to work as planned. Evaluation of process is an essential step towards
achieving the desired effects from a programme.

The effects, or consequences, of a programme may be observed (if they exist) at
any stage over a period of time after exposure to, or implementation of, the programme.
For convenience we may distinguish between those consequences observed more or less
immediately and those resulting after a longer period of time. Henceforth I shall refer

to the former as ’impact’ and to the latter as "outcome’.




In evaluating a programme, we may be interested in any or all of the three facets

- process, impact and outcome - and we need measures of each. Collectively these can

be termed output mcasuresl.

1.6(3) Measures of output

The previous discussions have emphasised that evaluation must always be relevant
to the aims of the activity being assessed, and these aims should be explicitly stated. It
follows that the output measures must also be appropriate to the aims. Measurements of
individual behaviour will not always do. For example, sometimes the interest lies with
economic measures, or educational measures, or assessment of change in social attitudes
or in environmental conditions. We thus need a variety of appropriate measures of
output.

In addition to being appropriate, the measures must meet the criteria of
repeatability and validity. Repeatability refers to the extent to which a measurement
gives the same answer when the subject is re-examined. Provided that there is no
relevant change in the subject or conditions of assessment, a repeatable measure will
yield consistent responses every time it is applied. Validity refers to the extent to which
a measurement actually does measure what it purports to measure. The validity of a
measurement may be tested by comparing it with another, accepted, measure.

Figure 1.6 indicateé a broad aim for health promotion, some of the objectives,
and output measures which could appropriately be used in the evaluation of activities.
Clearly, each measure has its own relatively specific use. Health promotion involves a
wide range of diverse activities, and its evaluation is problematic for the many reasons
described below (section 1.6(5)), but there is a range of output measures which can

appropriately be used to evaluate the effects of activities.

1 Use of the term ’‘output’ in this way is clea‘rly dis'tinct from the common
epidemiological usage of the term, for example as ’the 1mmed_1ate result_of professanal
or institutional health care activities, usually expressed as units of service, eg patient
hospital days, outpatient visits, laboratory tests performed.” (Last, 1988).




Aim

To prevent ill-health while
promoting positive health

Objectives

To change knowledge and beliefs
To change attitudes and values
(including self-awareness and

self -esteem)

To enhance decision-making skills
To change behaviour

To establish health promoting
environments

To achieve healthful social
change

To achieve self-empowerment of
individuals and communities

To achieve the above in
optimal and acceptable ways
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Measure

Health indicators

Measures/methods

Health knowledge
Subjective probabilities

Values clarification
Attitude scales (eg

Likert scale)

LAWSE(Q self-esteem scale*

Assessment of behaviour
Assessment of behaviour

Environmental monitoring
Policies in public places

Surveys of social attitudes
and values

Locus of control scales**
Assessment of behaviour

Efficiency
Cost-effectiveness/cost-
benefit analysis

Ethical assessment

* Lawrence, 1981
** Wallston and Wallston, 1978

Figure 1.6: A guide to health promotion evaluation

The list in this figure is not intended to be comprehensive but highlights those
measures which are most frequently used. It is beyond the scope of this discussion to
examine each in turn, and those employed in this research project are described in later
chapters. Here 1 shall concentrate on some general points, 1n relation to the
measurement of positive health and ill-health.

Levels of health in individuals and in populations have conventionally been

measured using objective indices, such as biochemical, microbiological and radiological
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tests, blood pressure measurement, and behavioural assessment in the first instance; and

mortality, morbidity and service utilisation (eg bed occupancy) rates, in the second.

However, it has become noted increasingly that these measures are not appropriate

measures of the health of individuals and populations, in the complete sense of health

(see 1.1). There are several reasons for this:

1) In general they are measures of illness and disease, and make no contribution to
the measurement of positive health.

2) They are principally measures of the physical component of health and neglect
the important mental and social aspects.

3) They are based on professional assessments and professional opinions of the
crucial components of health. They therefore take little or no account of lay
perceptions of health and lay priorities for health.

These objective measurements have thus been found to give misleading
impressions about health. For example, a decreasing mortality rate does not necessarily
mean an increasingly healthy population, just as the absence of abnormality in
biochemical or radiological tests does not mean that the individual being assessed is
healthy. For all these reasons it has become clear that more sophisticated indices are
required to measure health status.

As outlined in section 1.1(1), health may be assessed in terms of a set of
properties, attributes or characteristics. It is this approach that has been pursued by
researchers involved in developing subjective indicators of health. These indicators
measure health in terms of an eclectic set of ’characteristics’ of individuals - functional
capacity, pain, social activity, physical mobility, and so on. This approach is consistent
with the various other conceptions of health: it includes the perspectives of social health
and positive health; it incorporates the medical model of health as the absence of
disease; and it emphasises the experiential concept of feeling ill or well whether or not

disease is present.

There are two types of health indicator: the health profile and the health index.



Health profiles provide a descriptive account of different aspects of health (such
as pain, physical mobility, social life etc). Each of these aspects is described in
quantitative terms, but the disparate measurements are not aggregated. Thereby a
profile quantifying different aspects of health is yielded. The Nottingham Health
Profile is a good example (see Hunt, McEwen & McKenna, 1986).

Health indices go a step further than the profiles, by aggregating measurements
of many different aspects of perfrrmance and experience into a single value. For
example, the Index of Health (Chiang 1965; Chiang & Cohen 1973) is a measure of the
health of a population. It incorporates the weighed mean duration of ’health’ of a
population per annum, the mean duration of health by age groups, the effects of illness
and mortality, and (in the later, revised version) includes a factor for severity. It
aggregates the values from these various components onto a single scale.

Clearly the choice of which health indicator to employ will depend on the
purpose for which it is being used. Within the field of health promotion, however, the
profile approach is seen to have several advantages over the global health index.

Firstly, the aggregation of different components into a single index inevitably
results in the loss of information. Given the range of objectives of health promotion
activities, it follows that the output measures should involve assessments of the various
components of health rather than the reduction of information to a single value.

Secondly, whilst the development of a valid and reliable health profile is far
from straightforward, it avoids many of the methodological difficulties inherent in the
construction of indices, such as the problem of combining like with unlike, and of
assuming that some factors inevitably add more to the state of health than do others.

Thirdly, whereas the index approach is most useful for the assessment of
outcome of different interventions, or for comparing the effects of different health care
services, health profiles provide more appropriate measures of the state of health of
individuals and populations.

Health indicators may be based on subjective perceptions (judgements made by

the person whose health is being measured) or on objective assessments, usually by a



health professional. Although objective measurements are usually of the index type, the

subjective/objective distinction does not exactly correspond to the profile/index

dichotomy. Historically, objective measures have been preferred as they have been
viewed as more valid, being made by those with expertise in *health’, and more reliable,
because they use techniques which measure something absolute, and are not dependent
on someone’s belief and opinion. These assumptions have now all been questioned, and
subjective measures such as the Nottingham Health Profile have been found to be valid
and repeatable.

There are several reasons why subjective indicators are appropriate and of value
to those involved with health promotion activities:

1) It is perceived, not necessarily actual, situations which result in the adoption of
health-related behaviours, including those manifesting as a demand for health
care. For example, an alcoholic may make artificial assessments of his position
and of the effects of his drinking habits. As long as he does not at least perceive
the existence of a problem he will not seek help, whether or not an objective
assessment of his physical, mental and social health indicates that they are in a
poor state. The subjective indicator of health is a better predictor of behaviour
than is the objective measure.

2) Health promotion involves two-way communication and a ’grassroots’ approach.
It is, therefore, crucial for workers to be aware of, and to understand, the
health beliefs and perceptions of the subjects with whom they are working. Only
then can programmes be made appropriate and relevant to perceived needs.
Moreover, activities which recognise lay beliefs will be more effective as they
can tackle issues which are perceived as ’real’, in a language known to their
clients.

3) Subjective indicators are not restricted by professionally defined scales or
terminology. Instead they are based upon lay people’s own assessments and

personal valuation systems. This is clearly more appropriate for health
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Subjective assessments of health are consistent with the overall philosophy of

health promotion and they are not restricted by any one professional model of health.

They are good predictors of behaviour, and provide an essential foundation for effective

planning and communication about health-related issues.

1.6(4) Why evaluate?

1)

2)

3)

4)

There are five main reasons for evaluating health promotion programmes.

To ensure that activities are having the desired effect

Without evaluation we cannot know what influences the initiatives have had.
Have they had any effect? If so, has the effect been in the desired direction?
Knowledge of the effect can be used constructively to improve activities, and to
reinforce those that are valuable and worthwhile.

To minimise waste of resources

Without evaluation we cannot tell if good use is being made of the finite amounts
of time and money available for health promotion. Clearly cost-cutting must not
be the only criterion for success of initiatives. If it were, the most successful
initiatives would be those ensuring the deaths of people once they reached
pensionable age! On the other hand, those involved in health promotion are
accountable both to the public and to funding bodies for the resources used.

To improve materials and methods

Activities may be having a favourable effect (or at least not a detrimental effect),
but often they could be doing better. The desired outcome might be achieved
but by suboptimal means. Without evaluation we cannot compare different
approaches or assess new innovations.

To assess the validity of scepticism about the effectiveness of health promotion

Health promotion is a relatively new area of expertise,and as such is exposed to
greater degrees of suspicion and opposition than are more established fields and
professions. We need to assess the validity of this scepticism and be able to

counter it where appropriate. Sometimes we can provide assurance on the basis



of prior research, but in many cases there have been no appropriate previous
studies, and so new evaluation studies are often necessary.

5) To assess whether activities are ethically justifiable

By definition, health promotion initiatives aim to affect people’s lives in a

healthful manner. In doing so they may cause some inconvenience or discomfort.

Are such effects justifiable? Do the results of the health promotion activities

warrant the personal expense, time and intrusion into people’s lives which they

may incur? Only by evaluating the activities can we assess whether the effects
of a particular approach are justifiable.

For all these reasons it is important to evaluate health promotion programmes.
Once again, though, we need to exercise caution.

Evaluation itself costs money: this is especially significant given the chronic
underfunding of health promotion initiatives. Moreover, evaluation too may intrude into
people’s lives and cost them time and effort: it may involve them in the completion of
questionnaires, which may be time-consuming and stressful, and in the provision of
information which may be sensitive or personal. Often there is no feedback to these
participants, and if there is it may be meaningless or incomprehensible to them. Is the
inconvenience of the evaluation procedure justifiable?

Both of these difficulties can be dealt with and remedied to a certain extent
(Ledwith, 1986), and they certainly do not undermine the many advantages that may
accrue from evaluation studies. The point is simply that just as health promotion
activities should not be carried out at any cost, neither should evaluation be carried out

at any cost.

1.6(5) Issues in evaluation

The evaluation of health promotion initiatives is far from straightforward.
Indeed there are difficulties to be encountered at all stages of the evaluation process,
from its planning through its execution to the final stage of making recommendations.

Two valuable papers (Green, 1977; Baric, 1980) have discussed difficulties relating to
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the evaluation of health education. These are, of course, of central relevance to the

larger field of health promotion, and so the following discussion incorporates many of

the issues identified by these two authors.

1)

2)

The difficulty of isolating the effects of a specific_health promotion programme

Within the field of health promotion there is often a variety of initiatives
involving the same community which aim to influence the same health factors
and effect the same healthful change. The problem, then, is to isolate the effects
resulting specifically from one of these initiatives. Similarly, in observing a
trend in a given index it is problematic to relate this trend with certainty to a
given health promotion input. For example, in the UK we have been observing
a steady decline over the last forty years in the prevalence of cigarette smoking
among the adult male population. How can we assess the relative contributions
of health education, legislative and fiscal measures to this trend?

The difficulty of integrating different approaches to evaluation

It follows from my broad interpretation of the evaluation process - as the
assessment of activities in a variety of ways against a variety of standards - that
a range of approaches to evaluation should be adopted. Moreover, workers from
a variety of backgrounds may be involved in the evaluation process and in the
interpretation of the results. There is thus a problem of integrating the range of
expertise and the various approaches which arise from this multidisciplinary
activity. There has been some recent progress towards the integration of
different approaches. Everly, Smith and Haight (1987), for example, examined
ways of integrating behavioural and financial models in the evaluation of health
promotion programmes in the workplace, to answer simultaneously the two
questions *Does the programme work?’ and At what cost?’.

A necessary step towards integrating approaches is the acceptance of
standardised procedures and terminology for evaluation. Green and Lewis (1987)
have proposed standardisation of this type for the evaluation of health education.

However, we are a long way from having standard, accepted terminology and
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4)

5)
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procedures for evaluation within and across all the component domains of health
promotion - and this acts as a barrier to effective and appropriate evaluation.

Evaluation must be appropriate to the stage of service development

Within the health (and other) services, health promotion is still at a relatively
early stage of development. Evaluators must therefore be careful to avoid
making demands inappropriate to the stage of service development, or else the
results of evaluation will inevitably be discouraging. Once again we see the clear
need for evaluation of processes, particularly in relation to the development of
new initiatives. Only once the health promotion services are properly primed can
we realistically expect them to be effective at achieving the desired impact or
outcome.

Lack of clearly-defined objectives

While in many health services the aim of an activity is specific ~ to improve
visual acuity, to destroy malignant cells, or to treat dental caries, for example -
within health promotion the aim is often seen as the more general one of
preventing ill-health and simultaneously enhancing positive health. Now unless
an activity has one or more specific objectives, by achievement of which it will
contribute to the attainment of this overall aim, it cannot be evaluated. It is
imperative that these objectives be made explicit at the planning stage and that
evaluation is relative to these stated objectives.

Resistance to review and assessment

It is often the case that those who evaluate programmes are not those who are
actually carrying out health promotion initiatives. This situation has a clear
benefit in that the evaluators are likely to have a certain amount of objectivity:
their lack of personal involvement with the specific service being evaluated may
well free them from potential sources of subjective bias. However, those
involved in carrying out health promotion may exhibit some resistance to review

and assessment - especially when this is made by someone without expertise in
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7)

their profession and therefore unaware of many of the issues in the practice of

health promotion.

Political and_vested interests

Political factors affect the evaluation of health promotion in a number of ways.
They determine which programmes and policies exist through both resourcing
and other influences. Resource levels also directly affect the scope for
evaluation. Furthermore, reports and recommendations from evaluation exercises
have to compete for attention and implementation with other calls for political
commitment. In other words, politics influence what can be evaluated, how it is
evaluated, and the when and whether of recommendations being adopted.
Time factors
There is a problem of when to evaluate, as the outcome of an activity may vary
at different time periods after the intervention. Some effects of health
promotion are immediate whilst others are slow in emerging. Some effects are
transient and others longer lasting. In the absence of prohibitively expensive and
time-consuming longitudinal studies, time-related problems in evaluation have to
be recognised. These have been described by Green (1977) as ’the dilemma of
long vs short-term evaluation”:

(a) Delay of impact This occurs, for example, when a process of attitude
change has to be undertaken before behaviour change can take place. If
we evaluate too soon after the intervention then the behaviour change will
not be observed.

(b) Decay of impact In some cases the intervention will have a more or less
immediate effect which decreases over time. If we evaluate too late we
¢hallnot measure the immediate impact; and if we do observe an effect

we cannot assume it to be permanent.
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(c) Borrowing from the future  Sometimes interventions merely hasten
behavioural change - such as smoking cessation - that would have
occurred anyway. This may, of course, be of real value, but we have to
be careful not to overestimate the benefits of an intervention.

(d) Adjusting for ‘background’ secular trends If the objective of an
intervention is to increase the prevalence of a variable, and if this
variable is on the increase anyway and we fail to adjust for this, we shall
overestimate the benefits of the intervention. If the general trend is a
decline in the variable of interest then the benefit of the intervention
may be underestimated.

(e) Contrast effect A final influence of time occurs when a programme is
terminated prematurely, or when the subjects have expectations which are
not fulfilled. A consequently embittered group of ’clients’ may defy the
behaviour advocated, resulting in a backlash effect. Evaluation during, or
soon after, the intervention would measure the benefits but not the
contrasting backlash which occurred after termination of the activity.

Absence of experimental conditions

Scientific experiments demand rigorous conditions, standardisation of
environments,and precision of procedure. For the evaluation of health promotion
programmes working with communities, however, conditions such as these will
not be present. Moreover, we should not insist on total experimental rigour in
situations where it is not justified. Health promotion programmes should not be
restricted by the demands of evaluators to 'carry out the original plan no matter
what’, but rather should be allowed to develop to their full potential taking

advantage of the expertise and initiative of those implementing them.



1.6(6) Approaches to evaluation

So far I have discussed the evaluation process only in general terms, as if the

term ’evaluation’ itself is an adequate explanation of what is being done. The process is

much more complicated than that, however, and any of a variety of approaches to

evaluation may be adopted. When describing an evaluation study it is important to

provide answers to the following questions:

- When was the evaluation carried out?

- What was evaluated?

- Why was the evaluation carried out?

- How was the evaluation carried out?

1)

2)

When was the evaluation carried out?

Evaluation studies which are carried out while the programme of interest is still
happening are known as formative evaluations, and those which take place after
it has ended are called summative evaluations. Clearly, as was illustrated by the
seatbelt legislation in the UK, attitudes and behaviour are often found to change
after a policy is established. Thus negative attitudes detected during a formative
evaluation might not be identified by a summative evaluation. Both approaches
are valuable.

What was evaluated?

Approaches to evaluation may be classified according to the particular aspect of
the programme which is to be evaluated: process, impact or outcome. Health
promotion programmes are commonly evaluated in terms of impact. Evaluation
of this type is relatively easy and inexpensive to carry out, and it helps to
provide an answer to the question of whether the programme ’works’ in the
short-term.

In section 1.6(5), however, I stressed that there should be caution about
over-emphasis on evaluating the impact of programmes, and argued for the

importance of process evaluation. Although health professionals may be resistant
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to critical review of their skills and procedures, this must not act as a barrier t0
process evaluation.

Outcome evaluation addresses the question 'Does it work?’ in the long-
term. It is important to distinguish between ’ultimate’ outcome (in terms of
health status) and other outcomes (such as cognitive or behavioural outcomes)
more directly related to a programme’s stated objectives. Often it is the latter
type which is appropriate for gauging the effects of an intervention.

3 Why was the evaluation carried out?

In section 1.6(4) I listed five main reasons for evaluating health promotion
activities. In addition to carrying out evaluation of a health promotion
programme for any of these specific reasons, certain general underlying questions

need to be answered:

(a) Is the programme relevant and appropriate to the needs of the ’target
group'?
(b) How does the porgramme work in practice compared with its proposed

effectiveness at the planning stage?
() Are the conponent activities effective? Do they in combination form an
efficient, functional programme?

4 How was the evaluation carried out?

The decision about how to evaluate is often determined by the availability of
resources, and by the feasibility of different evaluative designs. The evaluation
of health promotion programmes owes a lot to epidemiological method, and
varjous designs are available.

Basic evaluation can be carried out simply by record-keeping. For example,
routine data collected about the uptake of particular services will indicate fluctuations
which may be associated with relevant health promotion initiatives and provide an
indication of their impact.

The simple evaluation by observing trends over time does not permit us to

conclude whether these trends are the result of health promotion activities or whether



they would have occurred anyway. In order to reach the former conclusion a
comparison is needed with another comparable location where the intervention of
interest is absent. This is known as a quasi-experimental (controlled-comparison)
approach. Another comparative design involves comparing the situation of interest with
others where there is a similar intervention.

In the comparative designs described above no control is exerted over the
situation in the comparison group. Another approach is to have an experimental design
similar to that used in a clinical trial. This is a controlled-experimental approach.
Subjects are randomly assigned to an intervention group or to a control group. A more
complex approach along the same design involves more than two groups, all being
exposed to different 'doses’ of intervention. Clearly these experimental approaches have
limited application for the evaluation of many health promotion initiatives.

Sometimes it would be unethical: how could we justify withholding education
about health services, for example, from a group of the population? In other
circumstances they might be infeasible: for instance, how could a group of the
population be made exempt from legislative or fiscal measures? Moreover, except in
certain specific circumstances, such as the use of preventive medication, the ’double-
blind’ ideal of the clinical trial cannot be achieved in health promotion evaluation: there
is, for example, no placebo for a health education intervention. Thus whilst this
controlled-experimental design is the most desirable epidemiologically, its applicability to
the evaluation of health promotion practice is limited.

The evaluation of health promotion programmes must be carried out in the field,
in the settings in which the programmes are taking place. We cannot expect to achieve

laboratory conditions, and we should not expect to. This point is made clear by Green

et al (1980, p 140):

"The problem with the more complicated designs is that they uspally have
to be carried out under highly controlled conditions, which makes
behavioural circumstances unusual or unnatural ... what one gains in
neutral validity through the more rigorous randgmi;ed procedures one
may sacrifice in feasibility and generalisability of findings’.
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Often, the quasi-experimental approach will be found to be the most appropriate and

acceptable.
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CHAPTER 2 : OVERVIEW OF THE RESEARCH PROJECT

In the previous chapter, I explored concepts central to health education and
examined various approaches to health education practice. In this chapter, I illustrate
how my research questions evolved from an examination of these theoretical and
conceptual issues, and describe how the questions were addressed in carrying out the
research. In addition, an outline is presentec of the way in which the various

component studies of the project are presented in this thesis.

2.1 DERIVATION OF THE RESEARCH QUESTIONS
As described in section 1.6, the evaluation of health promotion activities may
involve any of a variety of methodologies, ranging from simple observation and record-
keeping to complex controlled designs. In addition there are many output measures of
relevance, and whilst the measurement of behaviour is the one most frequently employed
(and often regarded as the gold-standard) a range of other measures - of beliefs, values,
attitudes, knowledge, and so on - are also appropriate. Given that there are various
acceptable and informative approaches to evaluation, it is interesting to address the
question of what determines the adoption of one particular approach rather than another.
Several factors are of relevance, including:
the timescale of the study
the resources available
the particular expertise of the researchers
the objective(s) of the programme being evaluated.
This final point is of particular interest: the other factors are usually determined

by external constraints, but the objective of a programme is dependent on its planners’

expertise and outlook.
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Planners are ofetn responsible for the identification of the pariicular need or
problem of interest, as well as for the development of a strategy to meet this need. In
turn, the most appropriate evaluation methodology will depend on this planning process.

In the case of school health education, which is usually developed and
implemented by educationists, the objectives may be seen as educational, and evaluation
carried out accordingly in relation to educational criteria. The success of a health
education programme in school might then be assessed either in a formative way - for
example by a cumulative description of the organisation and content of the course
(perhaps from the pupils’ perspective and also that of the teachers) to enable decisions to
be made relating to the course structure; or in a summative way - for example by end of
term examinations to assess pupils’ knowledge about health issues.

Evaluation studies of both these types, carried out in relation to educational
¢riteria, are important for two broad reasons. The first refers to the role of health
education within the school curriculum.

Traditionally health education has been a fringe or 'Cinderella’ subject in schools,
accommodated within the curriculum but awarded low priority and little attention. Over
the last thirty years, however, various government publications have recommended a
more continuous and prominent role for health education in schools.

For example, the Cohen Committee on Health Education (Ministry of Health,
1964), which was set up in 1959, made a series of recommendations including the
commetidation of health education as an allocated subject in the school curriculum, to be
treated in a broad-based manner. It was also considered that more attention should be
paid to health education in teacher training.

In 1@77, the House of Commons Expenditure Committee Report 'Preventive
Medicire (Eibenditure Committee of the House of Commons, 1977) reiterated the same
points, advocating 'more and better’ health education at school, ’supported by more
effective community services' and backed up by appropriate arrangements for basic

fefresher courses of teacher training.
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In 1977, also, a discussion document entitled Health Education in Schools was
published by the Department of Education and Science (DES, 1977). This document
prompted many Local Education Authorities to develop policy guidelines for health
education in schools, and to produce materials for teachers which met their particular
needs and concerns.

The first national curriculum development project in health education was
'Health Education 5-13" (Schools Council, 1977) commissioned by the Schools Council in
1973, Tts aim was to establish health education as an integral part of education, not as
an area of concern to be set apart or dealt with separately.

Despite these official recommendations, however, health education is still not
viewed in all schools as an essential and central component of a child’s education. Only
if it can be shown to have a role in mainstream education, will health education be
given sufficient respect and attention in schools. It follows that there is a need for
health education to be evaluated according to educational criteria.

The second reason for advocating the evaluation of health education according to
educational criteria is the relative immediacy of some of the output measures of
relevance. Although the aim of producing a population of well-educated and well-
rounded individuals is clearly a very long-term one, the intermediate stages of imparting
knowledge, and of developing understanding and synthesis of inter-related issues, are
more immediate.

Peters (1966) has distinguished between ’education as an aim’ (in the sense of an
end-point, or target) and ’education as a process’. If we view education about health as
the latter we can appropriately evaluate it at any stage in the process. This argument is
concordant with that presented in section 1.6(5), that measurements of process and of
short-term impact are often more appropriate standards for the evaluation of health
promotion activities than are assessments of long-term outcome.

The argument so far has presented the case for evaluating health education in

schools according to educational criteria. Evaluation of this type often arises from the

fact that school health education is usually planned and implemented by educationists
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rather than health professionals. However, health education can clearly also be

appropriately assessed according to health-related criteria.

Health education is usefully regarded as one of the three component spheres of
health promotion (section 1.5), all of which contribute to the overall aim of optimising
the health status of individuals and communities by preventing ill-health and promoting
well-being. It follows that health education should be assessed according to this aim.
Appropriate output measures for this assessment include measures of health beliefs,
health-related behaviours, and of variables which are predictive of future health status.

There are thus two complementary questions to be answered concerning the
contribution of health education in schools:

(a) Does school-based health education meet the aims of education?
and

(b) In what ways does it contribute to the aim of health promotion?
These questions together form one of the focal areas of interest in this thesis. In
addressing them, an investigation is made of the extent to which school health education
can be regarded as 'worthwhile’.

The field of health promotion is often referred to in terms of its component
parts, as a collection of diverse but inter-related activities. However, health promotion
is more than a collection of activities, it is a particular approach to health problems,
with its own ideology. There are certain values and procedures which are integral to
health promotion initiatives. For example, health promotion programmes should respect
and foster autonomy, and should work with individuals and communities rather than
impose initiatives upon them from ‘above’. In other words, health promotion should
involve community participation and foster self-empowerment.

This *bottom-up’ approach has been widely employed in projects throughout the
UK. It is notable, however, that where health promotion initiatives have involved
children and adolescents rather than members of the adult population there has been less

effort to make the approach 'bottom-up’. A possible explanation for this is the belief

that young people are unable to make rational decisions and thus we should ’do things
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for them’, 'for their own good’. Another possibility is that there is a lack of
information, and thus a lack of understanding, about children’s health-related beliefs
and concepts, and of how these influence behaviour patterns. This lack of
understanding is both a consequence of the absence of ’bottom-up’ initiatives with young
people and also a factor contributing to it.

Whilst it was beyond the scope of this project to assess young people’s rationality
and responsibility, an attempt was made to fill gaps in information about their health
beliefs. This task was viewed not only as appropriate but also as important, for several
reasons.

Health education must be relevant to the levels of awareness and understanding
of health-related issues held by the ’target’ population - in this case, schoolchildren.
These attitudes and beliefs vary from year to year as the children develop and as
prevailing social attitudes change. Thus an information base is needed, to illustrate the
situation within each age group and to yield a picture of trends. Health education
founded on an information base of this sort can then address those factors which have
been shown to affect the children’s health-related behaviour, and can provide the
information and foster the development of skills appropriate to each stage of
development.

The data for such an information base must include standard statistics such as
prevalence rates for various health-related behaviours, the proportions of children
adopting behaviour patterns at different ages, and the relative importance of different
risk factors in each age group. Data of this sort have been collected in several national
and regional studies of young people and health, mostly using ’closed’ questions in self-
completion questionnaires.

A difficulty with the data collected in this way, however, is that they reflect the

issues which the researchers themselves perceive as the important ones. The study

subjects can only agree or disagree with those issues presented to them. In contrast,

’open’ research techniques - whereby the respondents are not restricted by the categories

offered to them - are concordant with a *bottom-up’ approach to data collection. The
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resulting information base consists of the children’s own concepts and perceptions and
complements standard epidemiological data. (Further discussion of this issue is presented
in Chapter 4.)

Health education developed from within a data base of this sort could address
those issues regarded as important by the children themselves as well as those shown to
be of relevance by well-validated epidemiological methods. It could do so using terms
and concepts which young people understand, having arisen from the children’s own
frame of reference.

For all these reasons, the second research focus of the project was to develop a
data base of this sort relating to young people in the Glasgow area.

The research questions were:

(a) What are the health-related attitudes and beliefs of young people?

(b) What behaviour patterns do they exhibit?

(c) From what concepts and perceptions have these developed?

Health education aims to effect healthful change in young people - which, in
turn, will be reflected in changes in the information base over the years. However, we
should be aware on observation of a change in the indices of the information base, that
this could have arisen from any combination of many factors. Most notably, primary
socialisation factors (section 1.2(1)) have a strong influence.

An issue thus arises concerning the relative roles and impact of home and school
influences on the health-related beliefs and behaviour patterns of young people. It is
important to know what teachers and parents regard as their roles for health education;
and also what effects their respective contributions have on the indices of children’s
health.

Wetton and Moon (1987) have illustrated the dilemma inherent in this issue about
teachers’ and parents’ respective roles in health education. Their discussion relates to

primary schools but is equally relevant to secondary schools. They write as follows:
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’Parents may see health education as:

Our _iOb - you get on and do yours - which is to teach them

Our qu - except for the sensitive areas which we prefer you to do

Yogr Job - apart from the sensitive areas which we prefer to do ourselves

Doing more harm than good through teaching about certain dangerous
topics

The responsibility of trained specialists brought in from the outside

A shared task - we’d like to know what you are doing so that we can
help you’ (p 49).

Similarly, they continue:

*Teachers may see health education as:

A body of factual content to be put across in specific curricular areas, for
example science

Part of day-to-day good habits and practice, about which children need
to be reminded

A preventive task with its focus on present and future danger and disease

Part of the ’hidden’ curriculum concerned with the development of a
strong self-concept, good personal relationships and informed
decision-making

The responsibility of someone else, for example, parents, health
professionals

Yet another pressure on curriculum time’ (p 50).

There is a need, then, to examine the relative roles of school and home
influences, and the effects of each on indices of children’s health. In short, the
following questions are of interest:

(a) What are the roles of the school and the home for health education?
and

(b) What are the relative contributions of home and school factors in

influencing the health career of young people?
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To summarise this chapter so far, three foci of research interest emerge from a

school-focussed examination of the theoretical approaches presented in Chapter I:

1

In what ways does school-based health education meet the aims of education
and of health promotion?

What is the pattern of health-related beliefs, perceptions and behaviour among
young people in the Glasgow area?

What are the relative roles for the school and the home for health education,
and how do these two factors influence the health-related beliefs and

behaviours of young people?

From these three foci, a number of specific objectives were identified. These are

itemised in the following section.
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OBJECTIVES OF THE PROJECT

Three related studies contributed to the research project. The specific objectives

of each study are described in the chapters relating to each one. My purpose here is to

introduce the reader to the objectives of the project as a whole.

(A)

The first focus : In what ways does school-based health education meet the aims

of education and of health promotion?

Two objectives were identified in order to address this question.

(A1)

(A2)

(B)

To describe the health education being taught in schools in Greater Glasgow in
relation to:

(a) The methods and materials being used

(b) The topics being addressed
(c) The amount of health education being taught.

To evaluate the health education being taught, according to:

(a) Its effects on the health-related knowledge, attitudes and behaviour

patterns of young people

(b) Teachers’ assessments of the process of health education in schools.

The second focus : What is the pattern of health-related beliefs, perceptions and

behaviour among young people in the Glasgow area?

The project objectives for addressing this question were:

(B1)

(B2)

(B3)

(C)

To develop a data base relating to the health concepts and perceptions of young

people, and to their health-related beliefs, attitudes and behaviour patterns

To identify sociodemographic influences on these variables

To utilise unprompted responses from young people in conjunction with

frameworks devised from closed questions.

The third focus : What are the relative roles of the school and the home for health

education. and how do these two factors influence the health career of young

people?

There were two study objectives to address this question:

(C1)

To identify and describe how teachers see their role in health education:




(C2)
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To assess the effect of home influences on children’s health-related beliefs and

behaviour, and to compare this with the influence of the school.
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2.3 INTRODUCTION TO THE RESEARCH METHODOLOGY
In order to meet the given objectives of the project, the methodology employed
had to satisfy the following requirements:
1) Information had to be gathered from school teachers as well as schoolchildren.
2) The study design had to enable an examination of the inter-relationship among
the responses from these distinct groups of respondents.
3) The method of data collection had to be innovative, enabling young people to
state their own views without prompting or restriction by given categories.
In addition, the methodology had to be epidemiologically sound, and meet the limitations
of time and resources.
The cohort of schoolchildren identified as being of particular interest was the
10-11 year old age group (in Primary 6-stage classes). Children of this age are at
particular risk of adopting certain unhealthful behaviour patterns (4.1).
Figure 2.1 illustrates the different studies which together comprised the project
described in this thesis. The project objectives addressed by each study are listed

underneath its description.
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STUDY 1I:

Postal Questionnaire Survey of the methods and materials used in health

education by teachers of Primary 6- & Primary 7 classes in Greater

Glasgow.

OBJECTIVES : Al

v

Stratified Random Sample of 40 Primary Schools

STUDY 2: Questionnaire Study
involving P6-stage
pupils, investigating
their health beliefs,
perceptions and
behaviour patterns
OBJECTIVES : Bl B2

Cc2

STUDY 3:

Questionnaire Study
involving P6-stage
class teachers,
investigating the
health education
taught to their pupils
OBJECTIVES : Al

A2 Cl

NB These two studies repeated after one year, with P7 pupils and teachers.

Figure 2.1: Component studies and their objectives
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Study 1: Survey of health education in upper primary schools in Greater Glasgow

Ref: Chapter 3
Postal questionnaires were sent to the head teachers and to all class teachers of Primary 6
and Primary 7 classes in the 313 primary schools located within Greater Glasgow. The
questionnaires requested information on the amount of health education being taught,
the topics addressed, and the methods and materials being used. This survey was carried

out in June 1986 with a follow-up for nonrespondents in November 19%6.

Study 2: Study of the health-related beliefs and behaviour patterns of upper

primary school children in Greater Glasgow

Ref: Chapter 4

A self-completion questionnaire was administered to all children in Primary 6 classes
within a random sample of 40 primary schools situated within Greater Glasgow. The
questionnaire contained open and closed questions. It was completed by the children in
school during April-May 1987. This study was repeated with identical format exactly
one year later with the same children, now in Primary 7 classes. Data were obtained
concerning the children’s health beliefs, attitudes and behaviour patterns. In addition,

basic sociodemographic details were collected.

Study 3: Study of health education practice in upper primary schools

Ref: Chapter 5

The class teachers of the children participating in Study 2 were given a self-completion
questionnaire to be returned by post. This questionnaire requested details of the health
education that had been given to the pupils, and also that which was planned, by the
class teacher and from any other source. In addition, the teachers were requested to
state their views about health education in schools and its relationship with home

influen.ces This study, too, was repeated in 1988, with teachers of Primary 7 classes.
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2.4 FORMAT OF THE THESIS

The three component studies of the project are described separately in the

following three chapters of the thesis, which are structured as follows:

i Introduction

2 Background

3 Aims and Objectives
4 Methods

5 Analysis

6 Results

7 Discussion

Each of these chapters is, thus, a complete presentation of a distinct research study, and
may be regarded as a self-contained report. Cross-referencing between chapters
illustrates the inter-relationships between the separate studies.

The results of these three studies are brought together in Chapter 6,
where conclusions are made in relation to the three foci of the project as a whole. In
this synthesis, the inter-relationships between the studies are illustrated, as are the
benefits of adopting complementary approaches to research questions.

Whilst the format of this thesis may be regarded as atypical, it has several
advantages for the reporting of this project. Given the many component parts of the
research, any attempt to combine descriptions of the various approaches adopted was
doomed to result in confusion rather than clarity for the reader. Instead I felt that the
presentation of each study separately would enable the reader to comprehend and
assimilate the component parts. Only with such understanding can the project be
Nevertheless, the contribution of the component parts to the

appreciated as a whole.

whole should always be borne in mind, and the links between the studies are clearly

marked within the chapters.



CHAPTER 3 : SURVEY OF HEALTH EDUCATION IN UPPER PRIMARY

SCHOOLS IN GREATER GLASGOW

3.1 INTRODUCTION

The survey presented in this chapter describes the health education being
taught to 10-11 year old children in sch.ols throughout Greater Glasgow. I have
already examined the role of health education as a means of exerting healthful
change in the population at large (section 1.4); but underlying this survey (and
indeed the project as a whole) is the belief that this role is particularly salient in
relation to young people. Young people form an important target group for health
education not only in their own right but also because the occurrence and
development of health-related beliefs, attitudes, skills and behaviours in childhood
influence health problems of the adolescent and adult. This influence may occur in
two ways (Kolbe, 1984).

Firstly, during childhood the individual develops general and specific
perceptions about himself (concepts of health, health-related values, health locus of
control, and so on) and certain specific health-related behaviour patterns which are
retained as the individual matures and thereby may affect his health state in later
life. Various childhood beliefs, attitudes and behaviours have been shown to be

associated with, for example, the onset of cigarette smoking in adolescence (and

even adulthood).

Secondly, the occurrence of certain health-related behaviours during

childhood may contribute directly to the development of pathologies that are not
clinically manifest until adulthood. Of particular importance is the indication that
many of the risk factors for heart disease and stroke are developed and displayed

during childhood. However, the extent to which these risk factors contribute to
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disease in adulthood is not known and studies to investigate the relationship are
fraught with methodological difficulties.

Health-related beliefs, attitudes and behaviours which develop in childhood
can thus contribute directly or indirectly to an individual's state of health in
adulthood. The establishment of healthful outlooks and behaviour patterns among
children is, therefore, an essential goal for health education not only to prevent ill-
health and promote well-being among the young, but also as a means of enhancing
health in adulthood. This is arguably particularly necessary in Glasgow and the
surrounding area.

Scotland as a whole has a poor health record in comparison with other
developed countries and in relation to other areas of the UK (Smith & Jacobson,
1988); and within Scotland, Glasgow is in the unenviable position of having the
highest overall death rates. There are on average 50% more deaths from lung cancer
in Glasgow than in Scotland as a whole; and deaths from heart disease and strokes
in Glasgow are about 20% greater than for the rest of Scotland. Many of the deaths
from these causes are preventable: for example, an estimated 1,800 deaths in
Glasgow each year are attributable to cigarette smoking. This poor health record in
Glasgow, together with the huge inequalities in health which occur throughout the
city, is a fundamental reason for Glasgow’s inclusion in the World Health
Organisation’s *Healthy Cities Project’ (Healthy Cities Steering Group, 1989). It is
also a reason for particular emphasis to be put on effective health education in
schools, and for implementation of additional interventions such as the Glasgow
2000 project to prevent the onset of cigarette smoking among young people in
Glasgow.

The Glasgow 2000 project is a special no-smoking initiative for Greater
'Let’s Make Glasgow a No-Smoking City’, but it has the

Glasgow. Its slogan is

more realistic aim of reducing the prevalence of smoking (and smoking-related

disease) in the city. Glasgow 2000 is a health promotion initiative rather than an

educational’ programme, and its role is perceived as one of enabling - of making it

83



easier to be a nonsmoker in Glasgow. Schoolchildren have been identified as a

primary 'target group’, and the Glasgow 2000 project has been instrumental both in
raising children’s awareness of issues related to cigarette smoking (for example
through the ’smokebusters’ club) and also in facilitating health education in schools
by developing and distributing appropriate materials.

In Scotland, children attend primary schools until they are 11-12 years old,
and thereafter they transfer to secondary school. There are seven stages within the
primary school (P1-P7), and six within the secondary school (S1-S6). There is no
middle school system in Scotland such as exists in England and Wales. There are,
however, a number of ’independent’ schools which lie outside the state system.
These are small in number and selective in intake because the payment of fees
restricts their availability to the exclusion of much of the population. Independent
schools have, consequently, not been included in this survey.

Within primary schools, class teachers usually have sole responsibility for
pupils at a particular stage in school. They have a large amount of ‘autonomy to
decide the content of their teaching in accordance with curriculum guidelines, and
so they are aware of, and often completely in control of, all that is taught to the
pupils fovr whom they are responsible. Secondary school teachers, on the other
hand, have control only over what is taught in their particular area of expertise, and
different subject areas are taught in a more-or-less independent manner. Clearly,
therefore, to design and implement a comprehensive health education programme i$
an easier task in primary than in secondary schools - and, of course, from the
researcher’s point of view it is easier to identify what health education has been
taught to primary school pupils than it is to investigate health education given to
secondary school pupils.

Several specific projects have been developed for the teaching of health

education within primary schools (see section 3.2(2)). Much has been invested in
the way of time and resources in the development of these materials. Often the

materials have been evaluated in some way, but there is a lack of information about
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whether they are actually being used in schools. There is an issue here relating to
the distribution and marketing of materials, and a need to investigate what materials
are being used and why they are being used.

The survey described here makes a step (and is supplemented by the
complementary study described in Chapter 5) towards meeting this need for
information on the materials used for health education in primary schools. There is
also a more general need for information concerning the amount of health education
taught, the content of this teaching, and the methods employed. Such information
is obviously more useful if it can be compared with the situation in other areas of
the country, or with data collected previously in the same area.

My overall aim in carrying out the survey was to meet some of these needs.
The survey takes a broad and general look at primary school health education 1n
order to update previous research and to give a preview to the more detailed and

qualitative investigations contained within my project as a whole.
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3.2 BACKGROUND

Health education in schools has evolved rapidly over the last forty or so
years, with dramatic changes in its format and content resulting both from
government recommendations for education and also from advances in the
theoretical basis of health education itself. Much research has been carried out to
assess different approaches and specific materials for health education, and the
results of these studies have had implications for practice.

In this section I describe some of the developments that have taken place in
school health education. (Many of the concepts discussed in section 1.3 in relation
to health education in general are of relevance here.) After examining these
theoretical and policy developments, I progress to describe some of the health
education materials that have been developed for teachers in schools. The materials
which I describe are only a small selection of the wide range of materials available,
but reflect those which are most frequently used at present in the West of Scotland.
Finally, I review previous studies carried out in the UK which have examined the
health education being taught in primary schools. I am not concerned here with
research examining the effectiveness of different projects or approaches, solely with
descriptive studies of the structure and content of health education in primary
schools. Of particular interest is a survey carried out in Strathclyde Region in 1982
to examine the methods and materials used for health education in primary schools.

This study, hereafter referred to as ’the Strathclyde survey’, is described and

examined in detail.

3.2(1) The development of health education in schools
Health education in some form has always been taught in schools. From the

earliest days, the industrial Sunday and voluntary school movements included

matters such as cleanliness and the physical environment as part of their curriculum

(McCafferty, 1979), and during this century health education has been taught under

other headings such as biology, home economics and physical education.
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Traditionally, however, health education has been a private concern of the

individual schools and it has never been a subject in the system of public
examination. It has had an almost unavoidable presence but not until recently has
attention been paid to the type and amount of presence which health education
should have in the school curriculum.

When health education is practised with a low level of awareness, objectives
are inevitably ill-defined, results unpredictable (and possibly different from the
teacher’s perceptions), and there is inevitably duplication of effort and even
omission of topics as a consequence of the lack of coordination and curriculum
planning. Reliance on incidental teaching of health topics, as and when the issues
arise in class, is clearly inadequate. Health education needs to be planned and
coordinated, and is most effective when it involves active participation on the part
of the pupils (Kannas, 1988) in the form of project work for example. Particularly
appropriate for health education is the concept of the spiral curriculum, in which
issues are raised at a level suitable to the particular stage of child being taught and
then may be raised again and elaborated at later stage(s) in the school career. This
approach is inherent to, for example, the Schools Council health education materials
(described in 3.2(2)).

Whilst there are strong and apparent arguments in favour of improving

health education in schools, Mitchell (1983) has identified several difficulties

peculiar to this task:

1) An apparent failure of education committees to understand modern

thinking about health education.

2) The fear of stimulating precocious experimentation in, for example,
smoking, drinking, sex or solvent abuse.

3) The fear of undermining parental authority.

4) A reluctance to include sex education.
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3) The difficulty of reaching all pupils with a comprehensive
programme (for example most boys do not take home economics and
a minority of pupils take biology).

6) Difficulties in arranging unconventional modes of teaching (such as
small-group discussions) which are recommended for emotional
issues.

7) Failure to use appropriately outside contributors (such as doctors,
health visitors and the police).

Some of these difficulties are more pertinent to the primary school situation,
and others to that of the secondary school. What they illustrate as a whole is that
the problems inherent to the improvement of health education in schools emanate
from a variety of sources, and are not simply a consequence of the attitudes and
ability of individual teachers. Nevertheless, improvement of health education in
schools is clearly a desirable objective, and effort is required to overcome the
identified problems.

As discussed in Chapter 2, various government documents have
recommended a more continuous and prominent role for health education in schools
(p 69). There is general awareness of the need for and the importance of health
education in schools, but there is less consensus, however, over what is the most
appropriate place for health education in the school curriculum.

In schools. health education may incorporate any of three organisational

forms (Schools Council, 1976):

Specialist: health education is a timetabled subject taught by one or

more specialist members of staff.

Integrated: health education is not timetabled; but relevant material is

covered by existing subject departments or as an integral part of core

subjects.

Pastoral: tutors carry out health education during tutor periods or other

pastoral sessions.
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Tones (1982) has emphasised the need for a health education coordinator in
schools - someone with special management and affective educational skills. It is
preferable if such a coordinator is of senior status in school. Calls for a health
education coordinator have been recurrent in the school health education literature.

McCafferty (1979) has described the various patterns of school health
education which exist - differences occurring between schools and also between age
groups. Health education for infants, age 5-7, tends to be incidental and often
leans towards issues such as safety, hygiene and general body care. In the 8-11 year
old age group, the curriculum is more likely to be structured, and health education
is often dealt with as project work. The importance of good television series for
health education with this age group is noted. The extent of health education
depends greatly on the interests of the individual teacher but it is unusual for health
education to be planned and developed into a programme for the primary school as
a whole. This situation is not conducive, therefore, to the idea described above of a
*spiral curriculum’ for health education.

The structure and organisation of health education in secondary schools is
even more varied, although most cover some aspects of health in timetabled subjects
such as physical education, home economics and biology. Details of the secondary
school situation are, however, not of relevance here.

Reid (1985) has advocated a pattern of anti-smoking education in schools, in
terms of the content and approaches taken. A comprehensive scheme for children
aged 10-18 years is proposed, based on ’active’ methods and forming a ’spiral
curriculum’. For the age group 10-12, health education should be primarily
information-based, but should also incorporate some exploration of social and other
issues, and should be supported by full parental involvement. At the next stage (age
11-13), emphasis should be on the development of skills to resist social pressures,
and again parents should be involved. In the final stages of compulsory schooling
(age 13-16), factual lessons may again be required, but, in addition, ’inclusion of

the psychosocial aspects in a personal and social education course for all, based on
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education for personal growth, is recommended’. Finally, for those age 16-18 who

are still at school, discussion of the topic as part of a lifeskills course is desirable.
This pattern for anti-smoking education illustrates that different approaches are
required for different age groups and at different stages of education. Reid
expresses a preference for ’mainly educational methods’ in health education, but
characteristics of the self-empowerment approach (1.4(4)), which involves methods
other than the educationally pure, are clearly present. However, the scheme is
inadequate in that it makes no mention of the value-driven nature of health
education, and the need to promote certain values. Moreover, it is explicitly
tailored to the preventive medicine goal of reducing the prevalence of smoking and,
as described in section 1.4(4), there are problems inherent to approaches which
emphasise purely preventive goals for health education.

The location of health education within the school curriculum is influenced
by several factors, including teacher preference, timetabling considerations, class
size and ability of pupils. It is important, though, that the position of health
education in the curriculum is not determined purely by these mostly ’organisational’
factors: consideration must also be made of whether the effectiveness of health
education is influenced by the context in which it is taught. There is some recent
evidence with respect to anti-smoking education that it is. Eiser, Morgan and
Gammage (1988) investigated the prevalence of smoking, and factors associated with
it, among over 10,000 children from ten secondary schools in Avon, and found that
those lessons about smoking which were embedded in the social/health education
curriculum seemed to be more successful than those located within science subjects.

Classification of the context in which anti-smoking lessons were taught was made

on the basis of student recall of lessons. Within the six schools in which smoking

was dealt with predominantly within science subjects, the proportion of pupils

H i hools where s oking issues were
1 1 was 1 5% whereas 1n SC m
smokmg on a daxly basis

covered within social education, the prevalence was only 10.1%. There was no
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influence of the social class catchment area of the schools, as measured by the
pupils’ reports of their father's occupation.

Taking this evidence from Eiser et al (1988), together with awareness of the
many social influences on health-related behaviour, the breadth of issues integral to
health, and the inadequacy of a purely information-based approach to health
education, there are clear reasons for including health issues under the umbrella of
'Personal and Social Education’ (PSE).

Tones (1987b) has examined the relationship between PSE and health
education: subject areas which he sees as inextricably linked within the school
curriculum. The former he describes as follows:

"There are no universally accepted definitions of PSE: however, social

and political education, moral education, lifeskills teaching and the

pastoral system are viewed here as key components. PSE operates not

only through formal teaching and guidance but also through the

hidden curriculum.’

The distinction between PSE and health education, as described in section 1.4, is
therefore unclear as they have aims in common and adopt similar approaches.

In an earlier paper, Tones (1986b) advocated a specialist role for health
education within the education system: that of promoting preventive goals. In
other words, the aim of health education would be to contribute to the prevention
of disease and disability and to promote appropriate utilisation of the health
services. Whilst Tones seems to be reverting to a preventive medicine approach to
health education (p 41) here, he does emphasise that one of the main functions of
this health education would be to raise awareness of social determinants of ill-health
and to foster political action to tackle inequalities in health. In achieving these
health education is seen as requiring the support of PSE order to reconcile

goals,

narrow preventive aims with empowerment strategies and the related goals of

developing self-esteem and lifeskills.

The identification of such a specialist role for health education in order to

distinguish it from PSE has the danger of returning health education into a narrow
istingui

dical model, removed from the recent empowerment approaches which have been
medi s
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shown to be effective in achieving behavioural change. For example, Botvin ei al
(1980) have demonstrated that lifeskills teaching can be effective in reducing the
incidence of smoking. A smoking onset rate of only 4% was observed in a group of
pupils who received ten ’lifeskills’ lessons, compared with a 16% onset in a control
group. Separation of health education from such approaches (even with a view of
the dependency of health education on them) is clearly unsatisfactory. Given the
common subject-matter and similarity of goals, health education can fit comfortably
within PSE and indeed, as Eiser et al (1988) have shown, can be more effective at
achieving its aims in such a setting.

Health education has traditionally had low status within the school
curriculum but, as described above and in Chapter 2, government reports over the
last 40 years have consistently emphasised its importance. Unfortunately, as
Drummond (1987) reports, the most recent government proposals for education
(DES, 1987) may have the opposite effect. A new national curriculum has been
proposed, relying on academic learning and restricting issues for personal
development to only 10-20% of school hours. Reference was made to health
education in only one paragraph of the report - advocating that it be taught through
foundation subjects such as biology, and stating that it should compete with other
subjects for the unplanned curriculum time. The aim of health education in schools
is seen as being that of influencing children’s attitudes.

There are clear problems with these recent proposals for health education:

1) The placing of health education in a straight academic context
returns it to the arena of an information-giving approach - and this approach is
inadequate for the achievement of objectives other than a simple increase in

knowledge.

2) Only a minority of pupils pursue biology (the proposed medium for

health education) after their third year, and so most pupils would therefore be

excluded from health lessons. (This argument is not specific to biology, but is

relevant to other academic subjects to0o.)
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3) Making health education the remit of science teachers is clearly
unsatisfactory, given the important, diverse social and political influences on health.
4) Health education may be more effective if taught within PSE rather

than in a science context.

5) The goal of changing attitudes is certainly an appropriate one but it
1s inadequate to view this as the only, or even the primary, aim for health
education. Moreover, attitude change will not be achieved simply through processes
of information-giving (see point (1)).

Therefore, whilst the proposed plans for curriculum development are
receiving resistance from people involved in many subject-areas, those who care
about the health of young people and are particularly concerned with education to
prevent ill-health and promote well-being must voice specific objections to the
implications of these proposals for health education.

In addition to the debates concerning the most appropriate place in the
curriculum for health education, there have been some discussions in the literature
exploring various theoretical approaches to health education.  Tannahill and
Robertson (1986) have presented an evolutionary sequence of health education as

follows:

1) Traditional approach: aimed at the prevention of disease, by the
provision of education in a 'morally acceptable’ way. Emphasis 1s on the physical
aspects of health. The positive dimension of health is neglected, as are the social

and political aspects. Education is directed at individuals, with communication

going solely in the one direction - from provider (medical expert) to recipient.
Individuals are regarded as being free to choose their desired pattern of behaviour.

Appropriate, or 'rational’ behaviour is defined according to medical criteria.
k]

2) Transitional approach:  recognises limitations of the knowledge-

attitudes-behaviour sequence, and of attempts to change behaviour through the

provision of information. This approach, then, pursues behaviour change through

i ; as shock tactics to manipulate behaviour.
*irrational’ means, and other efforts such
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3) Modern approach: aimed at the enhancement of positive health as

well as the prevention of disease, through the adoption of a range of educational

methods. Attention is paid to the various facets of health, to collective as well as
individual health, and to societal and political issues. Education is a two-way
process, and thus takes into account lay as well as professional viewpoints. It is
recognised that individuals are often not free to choose their desired pattern of
behaviour, and that behaviour which seems ‘irrational’ mov be appropriate or
rational in context. This is, clearly, the preferred approach to health education.

Tannahill and Robertson’s discussions are not specific to health education in
the school setting, but certainly are of relevance here. Tannahill (1989) has recently
presented a complementary evolutionary sequence, progressing from disease-
orientated health education (with initiatives centred on specific health problems,
such as coronary heart disease), through a risk-factor orientation (where programmes
are planned along the lines of single risk factors, such as smoking), to health-
oriented health education (whereby programmes are designed in acknowledgement of
the philosophical and organisational desirability of prioritising by key community
settings and groups rather than specific diseases or risk-factors). His advocated
health-orientated approach points to the planning of comprehensive, sensitive
programmes of health education in the school (in keeping with recent curriculum
development work) and elsewhere, rather than the *slotting~in’ of a disjointed series
of specific programmes to schools and other settings.

The analyses and syntheses of Tannahill and Robertson (1986), Tannahill

(1989), and Tones (1981a, 1986a, 1987a) (1.4(4)) provide important bases for the

planning and development of health education in schools, illustrating limitations of

various approaches. They demonstrate the need for a broad focus rather than

concentration on risk-factors and disease, and for innovative educational method.

Kannas’ (1988) review of research into teaching methods for anti-smoking

education reaches the same conclusion. He compares the ’traditional teaching

model, emphasising knowledge, with the *psychosocial’ approach, involving the
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development of skills, self-esteem, value clarification, and consideration of the

contexts in which health-related behaviour develops.  Results of the research

assessing these methods have been contradictory, but some general conclusions can
be drawn. The psychosocial approach is seen to have many advantages over the
traditional model although variations between schools must be recognised, as must
the limitations of evaluation studies which assess outcome in experimental settings,
neglecting issues relating to the process of health education and to the impact on
effectiveness of health education carried out in routine, rather than experimental,
settings.

Kannas also describes the gulf between the findings of research studies and

their adoption in practice. He states:

’I am inclined to claim that the results and experiences of

implemented health education programmes dealing with smoking have

profited science rather than school. By that I mean there is a great

deal of scientific knowledge which no one has used for normal school

routine or for development of the curriculum.’

Given an awareness of the merits of different approaches to health
education, we are now in a position to explore the relationship between theory and

practice and to examine the materials available for health education in schools.

3.2(2) Materials for health education in schools

The Schools Council Health Education Project (SCHEP) (Schools Council,

1977). This was the first national curriculum development project in health
education, and was commissioned by the Schools Council in 1973 as part of the
movement of change and reform in the school curriculum. The Health Education
Council (HEC) gave its support and help to fund the national dissemination of the

programme. It is a programme of health and social education composed of two

parts: ’All About Me’, for 5-8 year olds, and "Think Well’ for 9-13 year olds.

Although there have been a number of projects (some of which are

described below) since then which have sought to promote health education within
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the curriculum, SCHEP helped to introduce a planned curriculum for primary school
health education as an integral part of education, not as an area of concern to be set
apart or dealt with separately.

SCHEP is based on the conviction that health education is largely concerned
with influencing behaviour. It states that the major aim of health education ’should
be to help children make considered choices or decisions related to their health
behaviour’. The curriculum is described as ’spiral’, stress being placed on providing
appropriate inputs at appropriate times, on continuity and coordination over the age
range, and on flexibility to adapt and develop.

The projects are very much in line with the developments in the theory of
health education outlined above (3.2(1)) and with the self-empowerment approach to
health education (1.4(4)). In particular the idea of self-concept is central, and the
importance of self-esteem emphasised. Value clarification is advocated to assist
pupils in developing decision-making skills so that they might make more informed
and autonomous health-related choices. Health education is viewed as an integral
part of formal and informal education, with an important contribution to make to

socialisation.

Jimmy on the Road to Super Health (Calman & Carmichael, 1981). This

programme was written and developed by a multidisciplinary team working within
Strathclyde. Their aim was to design a health education material for the primary

school with specific reference to the problem of early smoking behaviour.
Jimmy' was designed to be taught as a centre-of-interest project, with

health as the principal theme. The project takes the form of a 7-part serialised

story involving Jimmy’s struggle towards adopting healthful attitudes and behaviour

patterns. It has an extensive anti-smoking component which is integrated within the

overall programme, and also provides the opportunity for the development of

personal and social skills such as the development of self-esteem and an awareness

£ essure. Although they emphasise the flexible nature of the programme in
of peer pr .

’maximum impact’ the programme
relation to content, the authors state that for 'ma

96



should be taught as a whole (Calman & Carmichael, 1981) and it ’should ideally be
used over one term’ (Carmichael et al, 1984).

Good Health (Jolly & Goodsell, 1976). This material was developed for use
with 9-13 year olds. It comprises four units: ’Our Bodies’, *Our Safety’, *Our
Families’, and 'Our Lives’. FEach unit is self-contained, but the four fit together to
make up the complete programme. Again, a centre-of-interest approach is taken,
relating health to other subjects in the school curriculum. Jolly and Goodsell do not
proscribe a ’correct’ way for teacher to use the programme, but rather state that the
way in which the work is organised depends upon the wishes of the teacher. Each
unit consists of a workbook; a teacher’s guide; and a set of cards comprising
information cards, glossary cards, further study cards and assessment cards. The
assessment cards test what the pupils have learnt from the unit, and thus constitute
a method of evaluating the programme.

Education for Healthy Living (Strathclyde Regional Council Department of

Education, 1980). This initiative meets three distinct needs: firstly, it provides
guidelines for the formulation of health education policies in primary schools;
secondly, it includes a project (’Billy Hughes’) for children in Primary 6 or Primary

7: thirdly, it lists resources appropriate to different issues and to various ages of

primary school child.

The programme indicates themes appropriate to different stages in the
primary school, from Primary 1 through to Primary 7. Issues such as self-concept

are dealt with in a basic way with younger children, and developed as the children

progress through the school.

The focus of this programme is on lifestyle, with emphasis placed on the

development of lifeskills and not merely on the prevention of ill-health. The

approach taken is described as follows:

ation is not just about disseminating inforrpation. I_t :s
‘ It is concerned with increasing a child’s

ly with the business of living’

*Health educ .
not about exhortation. .
capacity to deal more effective
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Little attention is paid to environmental influences on health and health-related
behaviour.

'Billy Hughes’ is a story about a boy who lives an extremely unhealthful life.
However, on being chosen to represent his school in a relay race, he has to mend
his ways’. The processes of change, and the consequent effects on his self-esteem
and relationships with others are described. (There are many similarities between
this tale and that of 'Jimmy on the Road to Super Health’). Although clearly based
around health issues, this project provides opportunities for integration with other
subject areas such as mathematics, biology, art and language development.

Other materials for health education are abundant. There are, of course,
other specific packages available in the UK which are not widely used in the West
of Scotland - the HEC’s "My Body’ project is an example. In addition, there are
other written resources in the form of books or leaflets which deal with health
issues.

Television and radio broadcasts provide an important resource for health
education. The ITV series 'Good Health’, in particular, is relevant to children in
upper primary schools and gives comprehensive coverage of many health issues.
There are also several videos designed for use with children.

The Glasgow 2000 project has developed Project Packs for primary and
secondary schools. These include not only materials for anti-smoking education but
also a list of written resources and videos relevant to education about smoking-

related issues. These Project Packs have been distributed to all schools in Greater

Glasgow.

The materials for health education in schools are plentiful and varied. They

fit in with the theories of health education in different ways and to different

degrees. What, then, determines which materials are used by a teacher? Is there
g . k] b

any pattern to the way in which materials are used? Very few studies have been

carried out to address these questions.
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3.2(3) The practice of health education in schools

In contrast to the extensive and expanding literature examining the

theoretical basis for health education in schools, little data has been reported about
actual practice in schools. There have been some reports by school inspectors (SED,
1965, 1979; DES, 1980) which have looked in a general way at school health
education; surveys have been carried out for local Education Departments (indeed,
a recent survey of health education practice in Secondary schools in Greater
Glasgow has recently been carried out for the Glasgow Division of the Regional
Department of Education); but only a very few published papers have provided any
information on the matter.

The surveys of cigarette smoking among secondary school children in Great
Britain, carried out for the OPCS, have included some basic questions asking
respondents about the health education they had received in school during the
twelve months prior to the survey. In 1984, 36% of the pupils in the Scottish
sample had received some education about cigarette smoking during the previous
year. The corresponding figure for pupils in England and Wales was 33%. ﬁ\nti-
smoking education was not distributed evenly throughout the secondary school.
Older pupils were more likely to receive it (41% of pupils in S4 classes had had

some education about smoking during the previous year, compared with 23% of S1

pupils) (Dobbs & Marsh, 1985).
The subsequent survey carried out in 1986 (Goddard & Ikin, 1987) included

a slightly more complex set of questions about the health education received,

comparing teaching about smoking in the context of other health education topics.

Overall the pattern was one of a greater amount of health education teaching than

was observed in 1984. In Scotland, 43% of pupils had received some health

education during the previous twelve months. The corresponding figure for

England and Wales was 42%. Education about cigarette smoking received relatively
nglan .

little coverage in comparison with the other topics listed, namely ’dental care’,
ittle ¢

*healthy eating’, ’sex’ *drugs and alcohol’ and ’general health and hygiene’. The
ea s L}
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proportion of pupils in Scotland who had received each type of lesson ranged from

41% (drugs and alcohol) to 63% (healthy eating). Older pupils were more likely to

have received education about drugs and alcohol, sex, and smoking whereas the

younger pupils were more likely to have had lessons about the other three issues.

Nutbeam ef al/ (1987), have examined the pattern of health education
teaching in secondary schools in Wales, looking not only at the topics covered but
also at the materials used for health education. There was widespread use of
curriculum projects (as described in 3.2(2)) , with 'smoking’ and ’nutrition’
receiving the most comprehensive coverage of the sixteen listed topic areas. Issues
concerning 'relationships’ and ‘parenthood’ were very poorly covered in comparison.

There are problems with this approach to assessing the practice of health
education in terms of issues or topics covered. Balding, who has designed some of
the better known questionnaires used to imvestigate the relative importance placed
on different topics by teachers, pupils and parents, has pointed out a disadvantage
of this approach (Balding, 1979). These questionnaires may limit people’s
perceptions of health to the list of topics presented. Health may then be viewed
only in terms of this limited list, without recourse to a holistic view and attention to
the interlinked facets of health. There are also other disadvantages to the topic-
based questionnaires (Massey & Carnell, 1987):

1) Respondents may differ in their interpretation of the ’content’ of

different topics.
2) All topics are given equal weighting.
3) There is no attempt to examine the manner or depth of coverage of

different topics.

These criticisms are not relevant 10 all topic-based questionnaires - for

example, the survey of Nutbeam &t al examined depth of coverage simply by asking

. i 7er: of topic had been ‘comprehensive’
teachers to indicate whether their coverage of each top

1c i 1 L 1 1 i : 4 aﬂge
-based guestionnamres <an of course incorporate a r.
or merely "adegua te’. Topic-based g

f tions to expand upon those asking about coverage of listed topics, or they
01 quest ’
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can be used in conjunction with other measurements. Their use is central to

summarising the content of health education in schools.

Information concerning the practice of health education in primary schools is
even more sparse than that relating to secondary schools. However, of direct
relevance to this project are the results of a survey carried out in 1982/83 to
examine the teaching of health education in upper primary schools within
Strathclyde region (Deans e al, 1985). This survey, 'the Strathclyde survey’, is

described in the following section.

3.2(4) The Strathclyde survey

The Strathclyde survey was carried out during the school year 1982/83, as a
component of some extensive research and development work concerning upper
primary school health education within the region. The survey is reported in detail
by Deans et al (1985), but as it forms the basis of my own survey I shall provide a
full summary of it here.

The aim of the survey was to describe the health education being taught to
pupils in Primary 6 and 7 classes, in terms of the teaching method employed, the
materials used, and the amount of coverage given to certain health issues.

Data was collected by postal questionnaires, largely of closed-question
format, sent to the headteachers of all the primary schools in Strathclyde in October

1982. The questionnaires were for completion by all teachers with Primary 6- or

Primary 7-stage pupils in their class. In addition there was a short form to be

completed by the headteacher. A postal reminder was sent to all the schools from

which no response had been received by a specified date. This follow-up approach

boosted the response rate from 49% to almost 83% of the schools, and yielded a total

of 2127 completed class teacher’s questionnaires.

The main findings of the survey were as follows:

Overall, 90% of the teachers indicated that they were teaching some health

education. For many of these teachers (39%) this involved purely ’incidental’
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teaching. A substantial proportion (32%) were, on the other hand, taking a
structured approach to their health education teaching by either adopting a centre-
of-interest method or teaching about health as a 'project’.  13% a combined
incidental teaching with a structured approach; 11% taught about health within
their school’s own framework; and less than 4% used TV programmes.

’Jimmy on the Road to Super Health’ was the individual project most widely
used and although there was extensive variation in usage across the region, it was
used by 25% of teachers overall. Other popular materials were "Good Health' (16%),
and ’Education for Healthy Living’ (16%). There was extensive use of TV and
Radio programmes (by 26% of teachers), and of health leaflets (25%). The
researchers expressed concern that the figure for use of *Good Health’ might be an
over-estimate as there was some confusion among respondents between this project
and the ITV series of the same name.

Teachers were asked to indicate whether their health education included
teaching on diet, smoking, alcohol, glue-sniffing and drugs. Overall the proportions
of those teaching health education who tackled these topics were 78%, 72%, 26%,
36% and 20% respectively. In other words, there was quite extensive coverage about
nutrition and cigarette smoking but limited teaching about the other three issues.

In their discussion of the survey, Deans et al have commented on two
limitations of the study. Firstly, they have expressed concern about the possibility
of response bias, but gained some comfort from their reasonably high response rate
of 83%. This is indeed a very acceptable level of response for a postal survey, but
is low enough for the possibility of a substantial influence from response bias.
However, no data are presented on known characteristics of respondents and non-
respondents to permit an examination of this issue.

Secondly, there is a concern related to the timing of the study. The data
collected refer to the health education which the teachers intended to teach during
the school year as well as to that already taught. Because of the possibility, or

likelihood, that some of these intentions were not fulfilled, a sample of the schools
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(8% of those surveyed) was contacted later in the school year to assess the accuracy
of the teachers’ stated intentions. The result of this validation process are reported
to show the survey information to be ’substantially correct’. In fact all that these
results could demonstrate would be extensive correlation between stated intentions
and retrospective reports of behaviour. The assumption made by Deans et al is that,
given such consistency of response, these are both valid indicators of behaviour.

Despite these acknowledged limitations of the survey, the results are
reasonably viewed as providing an accurate reflection of trends in upper primary
school health education in Strathclyde in 1982/83. The picture is encouraging, with
over 90% of teachers teaching some health education, and more than a third of these
using a structured approach to do so. The increased availability of resource
materials (3.2(2)), their dissemination at regional and national levels, and the
improved provision of in-service training are seen as possible explanations for this
substantial amount of structured teaching. The authors concluded their report as
follows:

".... the findings of the current survey as a whole would suggest that

much is now being done within Strathclyde Region’s primary schools

to try to improve the general health of the population in this area of

the Scotland.”

(Deans et al, 1985)

One of the objectives of my study was to assess, for primary schools within Greater

Glasgow, whether the trends for health education continue to be so encouraging.
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3.3 AIMS AND OBJECTIVES

This survey is relevant to the first research focus of the project (p75),

namely to assess school-based health education according to educational criteria and

also with respect to the aims of health promotion.

The overall aim of the survey was to obtain an up-to-date picture of the

health education being taught to children in Primary 6 and Primary 7 classes in

primary schools within Greater Glasgow. This aim corresponds with project

objective Al (p 76). A subsidiary aim was to compare this picture with that

observed in the Strathclyde survey carried out by Deans et al four years previously,

in order to examine the changes which had taken place over this period.

The specific objectives of the study were:

1) To describe the teaching of health education in upper primary schools within

Greater Glasgow with respect to

(a) the amount of health education being taught
(b) the teaching methods employed
(c) the health education materials used
(d) the health topics covered.
2) To _describe the perceptions of teachers of Primary 6 and Primary 7 classes

regarding the relative importance of a range of health topics for children of

upper primary school age.

3) To discuss changes in the teaching of health education to children in upper

primary schools over the previous four years; and also plans for change

during the following year.
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34 METHODS
3.4(1) Study population

The study population comprised teachers of children in Primary 6 and 7
classes in primary schools within the Greater Glasgow Health Board (GGHB)
catchment area.

Within Strathclyde Region there are six Education Divisions - Argyll and
Bute, Ayr, Lanark, Dunbarton, Renfrew and Glasgow - and a total of 936 primary
schools. The GGHB catchment area overlaps with three of these divisions, namely
Glasgow, Dunbarton and Renfrew, and contains 313 primary schools. Unfortunately
there is no available information concerning the total number of teachers of Primary
6 or Primary 7 classes within the Health Board’s area.

The three relevant Divisional Education Officers kindly granted permission
to carry out the survey in all of the 313 primary schools. Of these schools, 239
were located within the Glasgow Division, 59 within the Dunbarton Division and 15

within the Renfrew Division.

3.4(2) Data collection

The method of data collection employed replicated that used in the
Strathclyde survey (Deans et al, 1985).

Data were collected using postal self-completion questionnaires of two types
(Appendix 1.1 and 1.2). The first was for completion by the head teacher of the
school and the second, rather longer questionnaire, was for completion by the class
teachers of pupils at Primary 6- or Primary 7-stages. Both questionnaires were
largely of a closed-question format, although on several questions respondents were
requested to provide any relevant additional information.

The questionnaires were distributed by post towards the end of the school
year. Each envelope contained one questionnaire of the first type and four of the
second type. The envelopes were addressed to the head teachers and contained a

covering letter explaining the purpose of the study, and requesting that the head
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teacher complete his questionnaire and distribute the others to all Primary 6 and 7
class teachers. It asked that completed forms be returned by a specific date in the
reply-paid envelope enclosed, and stated that additional questionnaires were readily
available if required. Follow-up letters of the same format were sent as reminders
to nonrespondents. (Details of the follow-up approaches are presented in section
3.4(7).)

The letterhead contained not only the address of the Department of
Community Medicine at the University of Glasgow (from where the survey was
being administered) but also the logo of the Glasgow 2000 Project (p 83). The
Glasgow 2000 Project receives financial support from various sources including the
Strathclyde Regional Council (SRC). Inclusion of the logo, therefore, indicated SRC
support and official backing for this area of research. However, it may also have
alerted teachers to my specific interest in smoking prevention.

Postal surveys are the most suitable means of collecting data from a large
dispersed population within a relatively short period of time. In addition, they
involve minimal impingement on the respondents’ time and routine, because the
questionnaire can be completed when it is most convenient for the respondent rather
than the researcher. However, the impersonal nature of postal surveys can
contribute to a low response rate. It was hoped that the official nature of our
approach through the school head teacher, with the formal support of the Divisional

Education Officers, might help to reduce the level of nonresponse.
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3.4(3) Timetable

The timetable for the survey is presented below:
03-06-86 : Pilot questionnaires posted to fifteen schools
11-06-86 : Final date for return of pilot questionnaires

Refinements made to questionnaire structure and content

14-06-86 : Survey questionnaires posted to schools not involved in pilot
study

24-06-86 : Reminder letter posted to nonrespondents

30-06-86 : Schools close for summer holiday

07-11-86 : Follow-up letter + questionnaires sent to nonrespondents

21-11-86 : Final date for return of follow-up questionnaires

3.4(4) Questionnaire design

The instruments for data collection had to meet several requirements.
Firstly, they had to yield the necessary data to meet the study objectives. They had
to be appropriate to the aims of the survey. One of the aims was to update the
work carried out by Deans et al in 1982, It was therefore essential that the
instruments which I employed be comparable to those used in the previous survey.
Another requirement was for the questionnaires to be short and easy to complete.
Because the study was taking place at a busy time of the school year, there would
be little opportunity for teachers to complete a lengthy and detailed questionnaire.

The head teacher’s questionnaire (Appendix 1.1) was identical in structure
and content to that employed in the Strathclyde survey. It asked for basic details
about the school (its location and size) and for information on the health education
materials currently available in the school.

The class teacher’s questionnaire (Appendix 1.2) was also based on the one
used in the previous study. However, following the advice of the workers involved
in this other study and also of some primary school head teachers and the Divisional

Education Officers, some amendments were made as follows:



1 Deans et al (1985) reported that there had been some confusion in their
questionnaire between the project 'Good Health’ (Jolly & Goodsell, 1975),
published by Collins, and a booklet also called Good Health’® which was
published by Nelson to accompany the ITV series of the same name. The
distinction between these two materials was therefore clarified in my
questionnaire.

2 Given the difference in the timings of the two studies with respect to the
school year, the wording on the questionnaire was changed from asking
about intentions for health education in the coming school year to asking
retrospectively about practice in the previous school year.

3 In the introductory paragraph, the change was made from talking about
Strathclyde to talking about Greater Glasgow.

4 Details of the class size were requested for boys and girls separately.

5 One question, requesting details of the sources of information about health
education materials, was removed from the previous study questionnaire as it
was not relevant to the aims of my study.

6 Four new questions were added to the questionnaire: the first asked about
the length of time spent teaching health education; the second about the
number of years for which the teacher had been using the health education
material; the third related to plans for changing the content of the health
education teaching next year; and the fourth asked the teachers to rank a
iist of health topics according to their importance for children of upper
primary school age.

Thus the questionnaire retained in identical format all but one of the questions used

previously. The wording on the questionnaire was changed only to reduce a known

misunderstanding, and to accommodate the difference in time of year of my study
compared with the Strathclyde survey. Four additional questions were added to

meet my study objectives.
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To summarise, the questionnaire asked teachers whether they had taught any
health education in the previous academic year; if so, what methods and materials
they had used and how long they had spent teaching health education; what health
topics they had covered and what order of importance they would place on various
health topics; as well as basic details about the size of the class they taught and

their own teaching experience.

3.4(5) Pilot study

During the first week of June 1986 the instruments were piloted to assess the
teachers’ comprehension of the questions, and whether the questionnaire format
enabled satisfactory completion.

Once permission for the survey had been received from the Education
Officers, there were several possible strategies available for piloting the
questionnaires: it would have been possible to pilot them in schools in which we
already had contacts; or in schools based within the Renfrew or Dunbarton
Divisions but lying outwith the GGHB boundaries; in a randomly selected
subsample of the schools in the study population. Whilst the first strategy, taking
advantage of personal contacts within schools, had the advantage of haste in the
piloting, the sample would have been small and no assumptions could be made about
its representativeness with respect to the study population. The second possible
strategy would have involved schools lying in generally more rural areas outwith the
geographical boundaries defining the study population. Completion of the
questionnaires by teachers in these schools might not be an accurate reflection of
their completion by the study population. Therefore, it was decided to pilot the
questionnaires on a subsample of the 313 schools located within the study area.

A random sample of 15 schools was drawn from the sampling frame listing
all the primary schools within the GGHB area. Each school was allocated a three-
digit code, and the sample was then drawn using random number tables. Of these

15 schools, 7 (46.7%) returned completed questionnaires. The other schools gave no
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indication of their reasons for not returning questionnaires. None of the schools

involved in the pilot study was subsequently involved in the final survey.

3.4(6) Questionnaire amendments
All of the questionnaires returned in the pilot study were completed fully,

although there was evidence of difficulty with some questions. Also, during my
analysis of the responses it became clear that I required additional information in
order to fully appreciate and understand any trends or patterns underlying the
teaching of health education in primary schools. Amendments were, therefore,
made to the pilot questionnaires for two reasons - to refine the existing questions in
ways which would facilitated responses and to add questions to enable interpretation
of the results.

Within the head teacher’s questionnaire, the only amendment made to
existing questions was to clarify, as for the class teachers, that the *Good Health’
material of interest was that published by Collins.

Several amendments were made to the class teacher’s questionnaire, as
follows:

1 Clarification was made in questions referring to 'this academic year’ that the
year referred to was 1985/86. |

2 Respondents to the pilot study had indicated use of more than one method
for teaching health education, thus the coding scheme for this question (Q4)
was changed to accommodate more than one method.

3 In response to Q10, which asked teachers to rank various health topics, there
was an issue concerning the ’discreteness’ of various topics and uncertainty
concerning the content, or subject matter, of each. Therefore, several of the
topics were clarified. In addition, this question was positioned earlier in the
questionnaire, before the questions listing health points that might have been
covered by the teachers, in case my interest in the five points mentioned

might influence the teachers’ rankings.
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4 There were some difficulties for teachers in stating the length of time that
they had spent on health education (Q5), and several teachers failed to
complete this question. The wording of Q5 was, therefore, changed to
enable the teachers to estimate in their own words the length of time spent
on health education, rather than being restricted to making an assessment in
terms of the total number of hours. With greater freedom in making their
estimate, more teachers were likely to complete this question, and the coding
of the subsequent, unstandardised, responses could still be made in terms of
the total number of hours spent.

5 Questions 7 and 8 caused some confusion, with respondents not always
stating for each material employed the number of years for which they had
been using it. Responses to these questions were thus often inconsistent, and
a preferable approach was to combine the two questions so that the length of
use (in years) was indicated next to the listed material. This was the only
amendment which directly changed a question used in the Strathclyde
Survey.

Additions were made to the questionnaires to complement the existing
questions and to facilitate the interpretation of results. Head teachers were asked to
state the religious denomination of their school, since religious beliefs may affect
attitudes to health in general, and those relating to sex education and ’relationships’
in particular.

The class teachers were asked how long they had been teaching Primary 6-
or Primary 7-stage, because this would clearly influence the ’stability’ of their
health education teaching and the duration over which they could have used the
health education materials.

A thirteenth topic, 'Growth and Development’, was added to the list to be
ranked. The topics on this list were based on those used in a previous study
(Calman et al 1985) which looked at primary school teachers’ perceptions of the

importance of different topics. 'Growth and Development’ had been ranked quite
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highly in this other study and was, therefore, included in my questionnaire for
completeness. It also is, clearly, a topic very relevant to children in this pre-
adolescent age group.

Finally, in the question inquiring about planned changes to the health
education teaciling (Q9), an additional section was added asking for the teachers’
reasons for altering their programme. Only with this additional information was it
possible to make some interpretation of the teachers’ plans.

To summarise, the pilot study resulted in small refinements to the head
teacher’s questionnaire, and in several changes to the class teacher’s questionnaire.
The only way in which the changes affected any questions used in the Strathclyde
survey, however, was in the combination of the question asking about the materials
used for health education with that relating to length of use. All of the other
replicated questions were unaltered. Several additions were also made, but did not
greatly increase the length of the questionnaire.

As there was no time to assess these questionnaire alterations by carrying out

a second pilot study, this amended questionnaire was used in the final study.

3.4(7) Response

The initial approach to schools was made on June 14th, requesting the return
of completed questionnaires by June 23rd. On June 24th a letter of reminder was
sent to nonrespondent schools requesting them to return the questionnaires before
the end of the school year.

A follow-up approach was made in November to those schools from whom
there had been no reply in June. Replacement copies of the questionnaire (amended
to make clear that they referred to the previous school year) were sent out together

with a letter requesting the school’s cooperation with the study.
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The survey, then, can be viewed in two phases with the possibility of
returning head teacher’s and/or class teacher’s questionnaires at either stage. There
were, therefore, several possible categories of response to this survey. These are

indicated, together with their corresponding response rates, below.



Schools within GGHB area
Used in pilot study
Total used in survey (June 1986)

Schools responding to letters sent
in June 1986

Total sent follow-up letters (Oct 1986)

Schools responding to letter sent
in October 1986

Total no. of schools responding

Of the 189 schools responding to initial approach:

No. returning completed q¢’aires of
both types

No. returning completed q’aires of
type 1 only
No. returning completed q’aires of
type 2 only

No. returning completed q’aires of
neither type

Of the 42 schools responding to follow-up approach:
No. returning comp_leted q’aires of both types
No. returning completed q’aires of type 1 only
No. returning completed q’aires of type 2 only

No. returning completed q’aires of neither type

313

15

298

189

109

42

231

140

25

21

26

%

(63.4%)

(38.5%)

(77.5%)

(74.1%)

(13.2%)

(1.6%)

(11.1%)

(61.91%)
(21.4%)
(0.0%)

(16.7%)
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The Strathclyde survey (Deans et al, 1985) had achieved a final return rate
of almost 80% using the same methods as I employed, but involving primary schools
throughout Strathclyde Region. Letters of reminder were used in this previous
study, too, to boost the response rate.

The final response rate to my study, from schools returning at least one
completed class teacher’s, questionnaire, was 56.7%. There are several possible
reasons for this low response rate and these are discussed in detail in section 3.7(1).
However, it is worth pointing out at this stage that the summer of 1986 saw the EIS
industrial action being taken by school teachers. Teachers involved in the action
would not participate in any extra-curricular activities (which included the
completion of questionnaires). Clearly, the atmosphere within the teaching
profession at this time was far from ideal for the purposes of this survey.
Postponement of the survey was considered, but as the length of time available for
the project was limited and the duration of industrial action unknown, it was

necessary to press on despite the adverse political circumstances.
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3.5 ANALYSIS

The data were analysed quantitatively using SPSSx (Nie, 1983), the Statistical

Package for the Social Sciences.

3.5(1) Statistical tests

In accordance with objectives 1 and 2 of this survey (p 104), the first stage
of analysis involved describing the pattern of health education teaching, and the
teachers’ perceptions of priorities. In addition to descriptive statistics, the following
statistical tests and measures were employed:

1) The chi-square (X 2 ) test of association, as described by Armitage and
Berry (1987).

The chi-square test of association tests the hypothesis that the row and

column variables in a contingency table are independent. The test statistic used is:

2 ¢ (observed - expected)2
X =
expected

If the null hypothesis (H,), that the variables are independent is true, x2

follows a X2 distribution on V degrees of freedom where
V = (number of rows - 1) (number of columns - 1)

In accordance with convention, the 5% significance level was employed in
this study. Therefore, Ho is rejected when there is a probability of less than 0.05
that the observed association occurred by chance. This means that there is a 5%
chance of rejecting the null hypothesis when it is in fact correct (ie an alpha error
of 0.05).

In my presentation of results when a chi-square test has been carried out, |
have listed the number of degrees of freedom, the value of X2, and the
corresponding probability value at the foot of the table. Yate’s correction has not
been employed on 2 x 2 tables.

2) Spearman’s rank correlation coefficient, p, as described by Siegel

(1956). This statistic is a measure of association for two variables measured on at
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least an ordinal scale. It is employed in situations where the use of the product-
moment correlation coefficient r is inadvisable (if x and y are obviously not
Normally distributed) or impossible (eg the data consist only of ranks, or of ordered
categorical variables). In these situations a correlation coefficient based on the
ranks of the data should be used. Two such correlation coefficients are available -
Spearman’s p (rho) and Kendall’s T (tau). Both of these coefficients utilize the
same amount of information in the data and thus have the same power to detect
associations within a population. The sampling distributions of p and T are such
that with a given set of data both will reject the H0 at the same level of
significance. However, as the Spearman coefficient is somewhat easier to compute,
and has the advantage of being linearly related to the Coefficient of Concordance

(see below), this was the chosen statistic for the present survey.
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Spearman’s p can be thought of as a simple analogue of the product-moment
correlation coefficient, Pearson's r: first the observations are ranked, then the
product moment correlation of the ranks (rather than the observations themselves) is
calculated. The most convenient formula for computing p is:

N
z 2
6ic1 4

p=1-
N3 - N
where N = the number of entities ranked and d = the difference
between the ranks allocated to an entity.

The significance of p can be tested if we wish to test the null hypothesis
that the two variables under study are not associated in the population. When N is
> 10, the test statistic follows a Student’s t distribution with N - 2 degrees of
freedom (Kendall, 1948 pp 47-48). This test is only valid, however, when the
subjects whose scores are used in the computation of p are a random sample of the
population. As this was not the case in my study, the different subgroups’
allocations of ranks are compared simply on the basis of the Spearman rank
correlation coefficient.

3) The Kendall Coefficient of Concordance, W (Kendall, 1948).

Kendall’'s coefficient of concordance is a measure of the relation among
several rankings of N objects or individuals. Whereas Spearman’s p and Kendall's T
express the degree of association between only two sets of ranks, W expresses the

degree of association among K such sets. It is a particularly useful measure of

inter-observer or inter-test reliability.
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Calculation of the value of W is based on the sum of the ranks (Rj)

assigned to each entity by the K observers, and according to the following formula:

S

W =
1/12(K? (N3 - N))

where s = the sum of squares of the observed deviations from the mean of R; ie

2oy

= the number of sets of rankings, and
the number of entities ranked.

zZ R

it

A high value of W indicates that the observers are applying essentially the
same standard in ranking the N entities. It does not mean that the orderings are
correct, but their pooled ordering may serve as a ’standard’ when there is no
relevant external criterion for ordering the entities.

The significance of W may be tested using a X2 statistic. This tests the null
hypothesis that the rankings are not associated with each other at all - a rather
pointless exercise in this case where we would inevitably expect some similarity of
rankings. The value of W itself provides enough information about the degree of
concordance.

The second stage of the analysis (meeting objective 3 - p 104} involved
testing for change in the teaching of health education over the previous four years.
Once again the statistical test employed was the chi-square test of association as
described by Armitage and Berry (1987). The test procedure has been described
above, but its app:.cation to the situation being described here should be examined
in more detail. Underlying the chi-square test are the assumptions that:

(a) all expected values are ’large enough’ (usually taken as > 5)

(b) all the observations are independent.
The second assumption of independence was problematic for this analysis.
My purpose was to compare with my own results those results from the Strathclyde

Survey which referred to the teaching of health education in the schools which also
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responded to my study. The comparison, then, was between the behaviour of
teachers in 1982 with that of teachers in exactly the same schools in 1986. In some
schools these would be the same teachers but in the majority of cases the 1986
respondents would not have been involved in 1982. The two study populations were
thus semi-independent (or semi-dependent).

There is no reason why the chi-square test cannot be applied in this
situation.  Independence of observations is not a requirement, rather it is an
assumption underlying the statistic. By applying it to semi-independent
observations I made the test more conservative, making it harder to reject the null
hypothesis. Once again the 5% significance level was used, giving a probability of

less than 0.05 of rejecting the null hypothesis when it was true.

3.5(2) Hypotheses
The null hypotheses which were tested in the analysis are listed below. They are
grouped in accordance with the objectives of the study.

a) H, : There is no association between the amount of health education taught

by teachers and

1 the Educational Division in which they are working
2 the stage of pupil that they are teaching
3 the amount of deprivation in the area where they are working
b) H, : There is no association between the methods used for teaching health

education and

1 the Educational Division in which the school is situated
2 the amount of deprivation in the area
c) H_ : There is no association between the materials used for teaching health
o

education and

1 the Educational Division in which the school is situated

2 the amount of deprivation in the area
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d)

f)

g)

121

H, : There is no association between the coverage of different topics by

teachers and

1 the Educational Division in which they are working
2 the stage of pupil that they are teaching
3 the amount of deprivation in the area where they are working

Ho : There is no association between the teachers’ perceptions of the relative

importance of different topics and

1 the stage of pupil that they are teaching

2 the religious denomination of the school in which they are working
3 the Educational Division in which they are working

4 the amount of deprivation in the area where they are working

H0 : There is no association between the teachers’ plans for change in their

health education programme and the stage of pupil they would be teaching
the following year

H0 : There is no difference between 1982 and 1986 with respect to

1 the prevalence of health education teaching in schools
2 the methods used for health education
3 the materials used for health education
4 the topics covered in health education

The variables involved in the analysis did not, generally, involve much

transformation of the data from the form in which it was collected on the

questionnaire. In some cases (eg ’'time spent teaching health education’) continuous

variables were grouped into categories; and in others, categories were grouped

together for the purpose of the analysis (eg the 'no’ and ’'not applicable’ categories

. . . 3 vari -
combined for comparison with ’yes’). However, 1n one case a totally new variable

the index of deprivation - was created, from the school’s postcode sector.



3.5(3) The Index of Deprivation

In the GGHB ten-year report (GGHB, 1984) an index of ‘’multiple
deprivation’ is described. It is based on the presence or absence of each of the

following six indices of deprivation:

a) head of household seeking work, permanently sick or disabled
b) overcrowded household (occupancy norm of -1 or more)*

c) household with more than three dependent children

d) household containing only pensionable persons

e) household with single parent and dependent children

f) head of household in socio-economic group 7, 10, 11, 15 or 17**

The index was calculated as follows. Firstly, for each household the
presence or absence of each of these indicators was determined from data from the
1981 census. No household in the GGHB area had all six indicators and only 0.03%

of households had five indicators of deprivation.

When the postcode sectors are ranked and then sub-divided into roughly five
equal groups, or quintiles, according to rank, the proportion of households within

each quintile having two or more of the deprivation indices has the following

distribution:

* A measure of the rooms available in relation to the population resident in a
household, taking into account the marital status, age and sex of each household

member. ren - .
** (7) personal service, (10) semi-skilled, (ll)Lskxlled manual, (15) agricultural, (17)

inadequately described. _ - '
There are 17 socio-economic groupings in all.
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Quintile % of all households
1 ’Least deprived’ 0.7 - 10.8
2 10.9 - 19.7
3 19.8 - 29.8
4 29.9 - 36.3
5 ’Most deprived’ 36.4 - 56.9

For the purpose of my analysis, each primary school was allocated to one of
these quintiles on the basis of the postcode sector of the school’s address. Those
allocated to quintile 1 are in the least deprived areas, and those in quintile 5 are in
the most deprived areas.

There are some disadvantages of this ‘index. Firstly, one might argue that
some of the variables used in the calculation of the index are not really indicators of
deprivation. However, they are the variables used by the census office in their
publications, they have a fair degree of face validity and some proven predictive
value.

Secondly, calculation of the index was based on data from the 1981 census.
Therefore it is five years out of date in relation to this survey. Given that the
census is carried out only every ten years, and there is an inevitable time-delay for
analysis, it has to be accepted that census data will often be out of date by the time
it is used. However, it has the advantage of including all the households in a
population and is thus the most robust data set available in terms of completeness
and reliability.

It should also be emphasised that the deprivation level allocated to a school
is based on the postcode sector of the school’s address not from any data relating to
the pupils’ places of residence. In cases where pupils’ homes are not in the same
postcode sector as their school, there may be disparity between the level of
deprivation of their home environment and that of their school situation. And, of

course, any specific home environment may be atypical of the general situation in a
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postcode sector as a whole. However, there is very little selective placement of
children into primary schools outwith their home locality, and the catchment areas
for primary schools are generally quite homogeneous. The index of deprivation is,
thus, not only an indicator of the level of deprivation in the area where the school
is located but also may be taken as a proxy measure of the relative state of

deprivation of the pupils’ home environments.
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3.6 RESULTS
The results of the survey will be presented in the following sections:

(nH Sample characteristics
2) Amount of health education taught
3) Methods used
(4) Materials used
(5) Health points covered
(6) Plans for change
(7) Perceptions of priorities
(8) Comparison with the Strathclyde survey

The issue of response bias is investigated in section 3.6(1). Thereafter, the results

refer only to those schools which returned at least one class teacher’s questionnaire.

3.6(1) Sample characteristics

There were four possible degrees of response from the 298 schools asked to
participate in the study - no response at all (22.5%); response but no completed
questionnaires (9.4%); head teacher’s questionnaire only completed (11.4%); and at
least one class teacher’s questionnaire completed (56.7%). The degree of response
was found to be significantly associated with the Educational Division in which the
school was situated [Table 3.1; p < 0.05]. In particular, fewer schools in Glasgow
Division returned completed class teacher’s questionnaires, than would be expected
by chance. However, the degree of response was not found to be associated with
the index of deprivation [Table 3.2]. There is, therefore, no indication that schools
located in the more deprived areas of Greater Glasgow are either over- or under-
represented in the results. Given that there is an association between Educational
Division and deprivation level [Table 3.3; p < 0.001], with the schools in Glasgow
Division being located in more deprived areas; it is important to note that the lower
degree of response from Glasgow schools does not seem to introduce a class bias (as

measured by the multiple deprivation index) into the results.
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Looking now at the characteristics of the 231 schools who made some degree
of response to the survey [Tables 3.4 - 3.6] it can be seen that they represent a
range of deprivation levels, but are mainly non-denominational schools, in urban
locations. Almost two-thirds of the schools are located within Glasgow Division.
There is extensive variation in the size of the school roll, but over half of the
schools have between 200 and 350 pupils.

Of the class teachers who returned completed questionnaires, 36% taught
Primary 6 classes, 44% taught Primary 7 classes, and the other respondents taught
composite classes of various types [Table 3.7]. The teachers did not generally have
many years experience of teaching pupils in this stage at school, indeed for 30% of
the teachers this was their first year [Table 3.8]. Three-quarters of the teachers

had between twenty and thirty pupils in their class.

3.6(2) Amount of health education taught

Overall, 89% of teachers had taught some health education during the
previous academic vyear, and there were no significant differences either by
Educational Division [Table 3.9], or in relation to the stage of pupils being taught
[Table 3.10]. On the other hand, the teaching of health education was seen to be
associated with the amount of deprivation in the school’s location [Table 3.11; p <
0.01]. This was mostly due to schools in the least deprived areas being more likely
to teach health education (97% of those in deprivation level 1 had taught some
health education). However, the X2 test for trend does indicate that there is a
significant trend in the proportions of teachers teaching health education.

Details of the amount of time spent teaching health education are available
for only 156 teachers, because of the 357 who had taught some health education, 46
(13%) gave no response and 155 (43%) gave a response which could not be translated
to a total in terms of hours over the school year. Examples of this type of response
were 'Around once per week’, ’First term - August-December’; ’Impossible to say

how long. It consisted mainly of class discussions when relevant points came up in
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the curriculum, the media etc’; and 'Project - several hours per week for about four
weeks’. Of the 156 teachers for whom it was possible to estimate the amount of
time spent teaching health education, almost 60% had taught no more than 20 hours

of health education during the school year [Table 3.12].

3.6(3) Methods used

The teachers were asked to indicate which combination of four teaching
methods they had employed for health education. 62% had used only one method,
32% had used two, and the remaining 6% of those teaching health education had
used a combination of three methods. Of the 356 teachers who had taught some
health education during the previous year, 94 (26.4%) had done so by incidental
teaching only and the same number by centre-of-interest, or project, teaching only.
The only other substantial group (17.1%) was that using incidental teaching together
with some project work [Table 3.13].

The only method for which there were significantly different levels of use
between Educational Divisions was the teaching of health education according to the
school’s own structured scheme. Teachers working in Dunbarton and Renfrew were
more likely to have adopted this method [Table 3.14; p < 0.001].

The method used for health education was not significantly associated with

the amount of deprivation in the area where the school was situated.

3.6(4) Materials used

Information about the availability of health education materials in the
schools was obtained from the head teacher’s questionnaires. By far the most widely
available project material was 'Jimmy on the Road to Super Health’, which was
present in 84% of the schools. The only other specific material reported as being
available in more than half of the schools was ’Education for Healthy Living’
(which includes the ’Billy Hughes’ project). Less specifically, library reference

books of relevance to health were available in 65% of schools [Table 3.15].
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Generally teachers did not use a large number of materials for teaching
health education. 34% of those teaching some health education used only one
material, and another 35% used two materials. Four teachers, however, indicated
that they made use of five of the listed materials, and another three said that they
had used seven materials [Table 3.16). There is, therefore, quite extensive variation
in the extent to which teachers intermix the different resources for their health
education teaching.

The most frequently used project material for health education was *Jimmy
on the Road to Super Health’. This was so in each of the Educational Divisions,
and was used by 44% of all teachers teaching health education [Table 3.17]. Other
popular materials were TV programmes (used by 61.5%) and health leaflets (used by
38.5%).

Examining the use of 'Jimmy’ in more detail, Tables 3.18 and 3.19 show that
this was significantly associated neither with Educational Division nor with the
index of deprivation connected with the school. In other words, this material was
widely used regardless of the school’s situation.

Almost a quarter of the 158 teachers who had used 'Jimmy’ during the
previous school year gave no indication of the number of years for which they had
made use of this material. Of the remaining 119 teachers who had used ’Jimmy’, 46
(39%) indicated that this had been the first year during which they had used the
material, 66 (55%) had used it for two to four years, and the remaining 7 teachers

(6%) had been using 'Jimmy’ for five years or more.

3.6(5) Health points covered

The teachers were asked to indicate whether or not they had taught about
each of five listed topics ~ diet, smoking, drugs, alcohol and glue-sniffing. Of
these five health points, there had been most widespread teaching about diet (by

81% of all the class teachers) and smoking (by 73%).
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The teaching of these points was examined in relation to the stage being
taught (whether P6 or P7), the amount of deprivation, and the Educational Division
in which the school was situated.

Teachers of Primary 7 classes were statistically significantly (p < 0.05) more
likely than teachers of Primary 6 classes to deal with each of the topics except diet.
For diet there was no association with the stage of pupils being taught [Table 3.20].

By contrast, of all the topics, only for diet was there a significant association
between teaching and the amount of deprivation in the school’s locality [Table 3.21;
p < 0.05], with teachers in schools situated in the more deprived areas being less
likely to incorporate dietary messages into their teaching.

The teaching of dietary messages was also found to be associated with
Educational Division, occurring significantly /less frequently (p < 0.05) among
teachers in Glasgow schools than those working in the other Divisions. The only
other topic for which there was an association with Educational Division was glue-
sniffing (p < 0.05). In this case significantly more teachers in Glasgow schools were

dealing with topic than in the other Divisions, particularly Renfrew [Table 3.22].

3.6(6) Plans for change

An indication of the instability of health education teaching is given by the
fact that 42.4% of all teachers said that they planned to change their health
education input for next year. Most of these changes involved increasing some
component of the teaching. In particular, 72 teachers (42% of those planning
change) said that they were going to increase their teaching about diet and nutrition,
and 68 (40%) indicated that they planned to do more about drugs [Table 3.23].

These plans for change were associated with the stage being taught the
following year. Those to be teaching Primary 7 classes were significantly more
likely to plan alterations than were those to be teaching Primary 6 classes [Table

3.24; p < 0.05]. This association was found regardless of the stage that had been
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taught during the year of the survey, and was a general pattern which was not

apparent on examination of the health topics separately.

3.6(7) Perceptions of priorities

Thirteen health topics relevant to upper primary school children were listed,
and the teachers asked to rank them in perceived order of importance: Rank 1
indicating the most important and Rank 13 the least important topic. It should be
emphasised that the distance between any two consecutive ranks cannot be assumed
to equal the distance between any other two consecutive ranks. The distance
between the points on the scale has no precise meaning, all that is meaningful is
their relative position.

Although there was quite extensive variation in the rankings given to each
topic (each one was ranked as the most important, and each as the least important,
by at least one teacher), a fairly consistent overall order emerged. ’'Hygiene and
Cleanliness’ was the topic seen as most important for children in this age group;
followed by *Food and Nutrition’ and *General Body Knowledge’. Topics relating to
puberty and the development of relationships were not vie\yed as very important;
and sex education was regarded as the least important of all the thirteen topics
[Table 3.25].

Comparing rank orders offered by subgroups of the class teachers, some
differences emerged.

Firstly, teachers who had taught Primary 6 during the year were compared
with those who had Primary 7 classes. There was a very high correlation (r = 0.907)
between the respective rank orders, and the only notable difference was for
*'Smoking’ which had a mean rank of 9th from the P6 teachers, and of 5th from the
P7 teachers [Table 3.26].

The second comparison made was between teachers in non-denominational
schools and those in Roman Catholic schools. Again there was a very high

correlation (r = 0.863) between the rank orders. The two topics for which there was



a difference greater than two places between the mean rank allocated by teachers in
non-denominational schools and that allocated by those in Roman Catholic schools
were 'Smoking’, which was ranked 5th and §th respectively, and 'Growth and
Development’, ranked 9th and 4th [Table 3.27).

Finally, comparing the rank orders given by teachers working in the
different deprivation quintiles, we find very little difference in perceived priorities
(W = 0.93) [Table 3.29]. In particular there was a very high degree of concordance
concerning the most important topics ("Hygiene and Cleanliness’ and 'Food and
Nutrition’), and the least important topics (Sex Education’ and 'Alcohol’, "Pollution’
and ’Drugs’). There was greater variation for topics perceived as having
intermediate importance. For the topics showing most variation in ranking among
the different deprivation quintiles ('Safety and the Out-of-Doors’, *Safety and First
Aid’ and ’Smoking’), there was no indication of a trend in the mean rank allocation
from teachers working in the least deprived areas to those in the areas with most

deprivation.

3.6(8) Comparison with the Strathclyde survey

An assessment was made of the changes which had occurred since 1982 in
the pattern of teaching about health-related issues, by comparing the results from
the schools which responded both to the Strathclyde survey and to my survey. The
comparison was for responses from the same schools, to the same questions,
collected using the same approach but almost four years apart. 103 schools returned
completed class teachers’ questionnaires in both surveys. This amounted to 452
questionnaires in 1982 and 356 in 1986.

Table 3.30 shows that 90% of the class teachers said in 1982 that they were
teaching some health education. In 1986 the proportion doing so was 89.3%. Thus

no significant change occurred between 1982 and 1986 in the proportion of teachers

teaching heaith education.
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However, if we look at the teaching of the five specified health topics (diet,
smoking, alcohol, drugs and glue-sniffing) we see that there was an increase in the
proportion of teachers dealing with each one. This increase was highly significant
for all the topics except for 'glue-sniffing’ [Tables 3.31 - 3.35].

Comparison of the methods used for teaching health education shows that
the most popular methods among teachers of health education in both years were
’incidental teaching only’ (used by 36% in 1982 and 26% in 1986); ‘’centre-of-
interest approach only’ (used by 27% and 26% respectively); and a combination of
‘incidental teaching + centre-of-interest work’ (12% and 18% respectively) [Table
3.36]. Looking at these methods in more detail we see that between 1982 and 1986
there was a statistically significant decrease in the proportion of teachers using
incidental teaching only (p<0.01); a significant increase in the proportion using
incidental teaching in combination with project work (p<0.05); and no change at all
in the proportion using centre-of-interest work alone [Table 3.37 - 3.39].

Finally, we can examine the pattern of use of different materials for health
education [Table 3.40]. The most notable changes are the increase from 1982 to
1986 in the use of 'Jimmy on the Road to Super Health’ (p>0.01) ; the decrease in
the use .of *Education for Healthy Living’ (p<0.001); and the increased use of

television programmes (p<0.001).
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3.7 DISCUSSION

In this section the survey results are discussed in relation to the objectives of
the study, and in the context of the present state of knowledge about health
education in schools. Before any implications of the results can be assessed,
however, we must examine the limitations of the study and explore the extent to

which the results may be affected by a response bias.

3.7(1) Issues relating to methodology and response rate

Of the 313 primary schools within Greater Glasgow in 1986, 15 were
involved in the pilot study and the remaining 298 were requested to participate in
the survey proper. After two follow-up letters, 231 schools (77.5%) responded to
this request - an acceptable level of response for a postal survey. However, since
the study involved the completion of two different questionnaires, one by the head
teacher and one by the class teacher, there were further ’opportunities’ for
nonresponse. A response from the school was not an adequate measure of
participation in the survey. Instead, the response of importance was the completion
of at least one class teacher’s questionnaire.

Completed questionnaires were returned from class teachers in 169 schools
(56.7% of the total sample). In other words, just over half of the schools in the
study population gave a level of response which permitted their inclusion in the
analysis. There are several possible explanations for this relatively low response
rate.

1) Postal surveys are notorious for yielding only low levels of response
even with follow-up approaches. Whenever possible, therefore, other methods of
data collection should be used either as alternatives or in conjunction with the postal
approach to boost the level of response.

For this survey I required a method of data collection which enabled me to

make contact with a large number of schools, located over a wide geographical area,



within a relatively short period of time. Therefore any method involving personal
contact was infeasible. The only realistic alternative to the postal survey in the
form applied was to make telephone contact in addition to the postal approach.
Telephone contact could either have been made prior to the letter or as a *reminder’
to boost the response rate. The former approach was not considered, given that a
response rate of almost 83% was achieved in the Strathclyde survey, using only
letters as the method of introduction to the study (Deans et al, 1985). The latter
approach, using telephone contact as a ’reminder’, was not employed because my
aim was to replicate the methodology of the Strathclyde survey as accurately as
possible, by avoiding any personal contact with head teachers or class teachers.
Personal contact, even by telephone, would have introduced the possibility of an
interaction effect or bias - responses from those schools with which I had had some
personal interaction could not have been affected in some way by that interaction.

A second follow-up letter would have been in line with the previous study,
but was not feasible given my tight time-scale.

2) The teachers’ union (EIS) was involved in industrial action at the
time the survey was taking place. This action involved the non-participation of
teachers in any extra-curricular activities,and there is no doubt that this had a
substantial effect on the level of response to my survey. The industrial action was
cited as a reason for nonresponse by 46 schools - that is 48% of those not returning
completed questionnaires. Whilst we cannot assume that all these schools would
have participated in the survey under normal circumstances, it is certainly the case
that a substantial proportion of the nonresponse was due to the industrial action.

3) The initial approach to the schools was made during the second last
week of the school summer term. The survey was carried out at this time of the
year in order that the data yielded would refer to the health education that actually
had been taught, rather than to the teachers’ intentions for teaching health education
(which might not be realised in practice).. However, the timing of my approach

certainly had the disadvantage of landing the questionnaires in the hands of teachers
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at the most disrupted and hectic time of the school year. I was asking teachers to
complete the questionnaire at a time when their routine is inevitably thrown into
disorder by end-of-year activities; and I also left them only a couple of weeks in
which to complete the questionnaire. Ten of the schools who responded to my
approach but returned no completed questionnaires cited the lack of time as a
reason for non-completion.

In addition to these three known reasons for the low response rate are two
other postulated explanations.

Firstly, my approach was made only to the head teachers of the schools and
I depended on these head teachers to forward the questionnaires to the relevant class
teachers. There is no way of knowing whether the head teachers of the
nonrespondent schools did this. Even if they did, we do not know how they
*marketed’ the study to the class teachers. Dependence on the head teachers for
distributing and marketing the questionnaire may have been detrimental to the
response in those schools where the headteachers were unenthusiastic or ill-disposed
towards the survey.

Whilst it is not possible to bypass the head teacher and send questionnaires
directly to the class teacher, it might have been preferable to attach an introductory
explanation of the study to the class teacher’s questionnaire itself. This method
would have avoided total dependence on the head teachers to explain the study.
(Again, however, the approach I adopted replicated that of the Strathclyde Survey
which attained a higher response rate. Moreover, the head teacher’s authority might
even be expected to prompt class teachers into action).

The final point to be made concerning nonresponse is an extension of this
'marketing’ issue. As stated above, class teachers’ responses would be influenced by
the head teacher’s personal attitude to the study. However, in addition, the
prevailing perceptions of teachers and the lowly status generally awarded to health
education in schools may have had an influence on the response rate. In the letter

to the head teachers I emphasised the importance of children’s health and explained
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the value of health education. However, as long as teachers themselves see health
education as surplus to their core curricular activities, we cannot expect them to
give priority to research studies of health education.

To summarise, several factors may have influenced the survey response-rate.
Whilst postal surveys achieve notoriously low response rates anyway, the situation
was worsened in this instance by the timing of the study and by prevailing
industrial action in schools. It is also possible that dependence on head teachers for
forwarding and marketing the questionnaires to class teachers could have
contributed to a lower level of response than that which might be achieved if it
were feasible to approach class teachers directly. Finally, it is recognised that the
low status of health education, as perceived by teachers, could have influenced their
perceptions of the importance of completing the questionnaires. Future health
education research involving school teachers should take account of these problems.

The issue of nonresponse is important because we need to know whether the
survey results can be generalised to the target population as a whole, or whether
respondents differed from nonrespondents in some systematic way.

An examination of the association between response-type and the
Educational Division of the school showed that those schools located within Glasgow
Division gave a lower level of response than did those situated in Dunbarton or
Renfrew. The survey results may, thus, under-represent the situation in schools in
Glasgow.

However, there was no association between response to the survey and the
amount of deprivation in the school’s locality, and so there is no reason to suppose
that those schools from which the results are compiled are in any systematic way
different to the target population as a whole in the amount of deprivation associated
with their locations.

In addition to being reassured that there was no systematic association
d the level of deprivation in the school’s locality, we can be

between response an

encouraged that there was no religious bias in response. Furthermore, those schools
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which returned questionnaires cover a wide range of school size, as indicated by the
school roll, giving no indication that the results represent the situation in schools of
predominantly small or large size.

We can conclude, then, that whilst schools from Glasgow Division are under-
represented in the results there are no reasons to expect that the results are in other
ways atypical of the study population as a whole.

No attempt was made to test the reliability or validity of teachers’ responses.
There was a high level of consistency of response within the questionnaire such that
all teachers who reported teaching some health education provided details of their
practice and only one teacher who stated that she had not taught any health
education gave responses indicating that she had done some incidental teaching
about a variety of topics.

This consistency of response does not, however, permit assessment of
whether the teachers’ reports were valid or reliable and so the results are assessed
with the underlying assumption that they are an accurate reflection of practice.
That this might not be the case is clearly a possibility and one that requires
investigation (6.1).

The most likely pattern of inaccurate response is that of over-reporting the
amount and quality of health education taught. There is no obvious reason,
however, why such over-reporting would be more prevalent in this study than in

the Strathclyde survey because of the replication of method. This provides some

reassurance of the validity of the results of the comparisons made with this previous

study.

3.7(2) Health education in upper primary schools in Greater Glasgow
It is encouraging that 89% of the class teachers involved with Primary 6 and

Primary 7 classes had taught some health education during the school year prior to

the survey. The great majority of those teaching this age group therefore do have
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some involvement with health issues. The picture becomes rather less encouraging,

however, when we examine what this teaching of health education involves.

Looking at teachers’ estimates of the amount of time spent on health
education, 37% said that they had spent no more than twenty hours and another 21%
said that they had spent no more than ten hours on health education during the
school year. These figures are based on the estimates of only 155 teachers,
however, and so may not represent the situation for all those teaching health
education. Moreover, the validity of these estimates may be questioned, given that
they were made retrospectively and may have been influenced by a desire among
the teachers to give a favourable’ response. The likelihood is that they may be
over-estimates, and the amount of time spent on health education was even less than
that indicated here.

The most ’popular’ teaching method for health education was incidental
teaching which was used (alone or in combination with other methods) by 58% of
those teaching some health education. The term ’incidental teaching’ refers to
unplanned and unprepared teaching which takes place as and when the teacher
perceives it to be necessary or appropriate. It is a kind of ad hoc approach, in
which issues are usually raised as a consequence of some other event. The teaching
of health education in a purely incidental manner thus involves no planning of the
issues to be covered, no synthesis across different stages in a school, and no
consideration of the most appropriate approaches to health education. This is
certainly not to say, however, that there is no place in schools for incidental
teaching about health matters, simply to indicate the inadequacy of incidental

teaching as the only approach adopted to health education.

The centre-of-interest approach was equally as popular a teaching method

for health education as were purely incidental methods. The centre-of-interest

approach is usually seen as the preferred method for health education, because it

enables different issues to be covered in a systematic and comprehensive manner,

often integrated with other areas of the school curriculum, using materials that have
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been evaluated and shown to be effective. This, at least, is the argument in
theory. The situation may not be as ideal this in practice: materials may be used
neither systematically nor comprehensively, and the projects may not have been
evaluated, or not evaluated according to appropriate output measures. A detailed
examination of the ways in which project materials are used by upper primary
school teachers is made in Chapter 5. Here we must simply be encouraged by the
relatively extensive use of project work for health education in upper primary
schools - of the teachers who had taught some health education, 26% had used the
centre-of -interest method only, and another 29% had used it in combination with
one or more of the other methods.

Of all the listed project materials, by far the most popular was 'Jimmy on
the Road to Super Health’ (Calman & Carmichael, 1981) which was used by 44% of
the teachers who had taught some health education. This high level of use was
associated neither with the Educational Division in which the school was located nor
with the index of deprivation. ‘'Jimmy’ was the most frequently used material
regardless of the school’s situation.

In a large proportion of cases the teacher’s use of ’Jimmy’ was a relatively
new phenomenon. Of the teachers who indicated how long they had used the
material, 30% said that this had been their first year. This recent uptake may
reflect the fact that for almost 30% of respondents this was their first year of
teaching pupils at this stage in schools. Comparison with the Strathclyde survey of
1982/3 shows that then, too, 'Jimmy' was the most widely used project among
schools in Greater Glasgow. Therefore, whilst this material is new to many of the
teachers it is not new to the schools and has been taught to P6- and P7-stage pupils
for several years.

The second most frequently used project material was 'Good Health’, which
was indicated by almost 20% of those who had taught health education. However,
as described in 3.2(4), there is a problem in interpreting this finding. It may be a

true reflection of practice, but it is possible that there was some confusion between
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this material (published by Collins) and the booklet which was published by Nelson
to accompany the ITV series of the same name. Television programmes were
certainly very widely used for health education and were obviously seen to have
some benefits over the purely written materials. Notably, the most frequently listed
TV programme was the ITV series *Good Health’. There may, therefore, have been
some confusion between this programme and the book of the same name, and
although I tried to prevent this by stating the publisher next to the book’s name on
the questionnaire, it is possible that the figure of 20% exaggerates the extent to
which the Collins book was used.

Why, then, are some materials used so much more extensively than others?
One possible explanation is availability. Of all the materials listed on the
questionnaires, 'Jimmy on the Road to Super Health’ was reported by the greatest
proportion of head teachers (83%) to be available in their school, that *Jimmy’ is
widely used simply because it is the most widely available project material. (This
suggestion is investigated in Chapter 5). Furthermore, availability might be an
explanation for the widespread use of television as a resource.

Another factor which might influence a teacher’s choice of material is the
subject-matter within it - the topics covered, for example. Five health topics were
listed on the questionnaire, and the teachers were asked to indicate for each topic
whether they had discussed it in class. These five topics (Diet, Smoking, Drugs,
Alcohol and Glue-Sniffing) were listed in the Strathclyde survey questionnaire and
included in my questionnaire for that reason. However, although they certainly still
had great relevance in 1986 they may be seen as a biased selection of topics,
inconsistent with the theoretical development of health education away from disease
or risk-factor approach and health-orientated and towards health education and the

development of lifeskills. Nevertheless, these five topics are all known causes of

preventable morbidity and mortality, and (with the exception of glue-sniffing) are

of particular importance in the West of Scotland where the prevalence of Coronary

Heart Disease and of many cancers is notoriously high.
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An examination of the pattern of teaching about these topics provides some
indication of the teachers’ preferences for subject-matter. The most frequently
discussed of the topics was 'Diet’, which was dealt with by 81% of all the teachers.
The only other topic mentioned by more than half of the teachers was smoking,
which was mentioned by 73% of teachers.

The issue of smoking is central to the ’Jimmy' project. Its relatively
extensive coverage could therefore be a consequence of the widespread use of
’Jimmy’ - but, again, this seems likely to be an over-simplification of the situation
and does not explain the heavy emphasis on teaching about diet. Teachers working
in the less deprived areas of Greater Glasgow were more likely to have dealt with
the issue 6f diet than were those in more deprived situations. None of the other
health topics showed an association with the index of deprivation: ’Diet’ was a
special case. Teachers of Primary 7 classes were significantly more likely to have
taught about smoking, drugs, alcohol and glue - but not about diet - than were
Primary 6 teachers. All teachers placed particular importance on the issue of
nutrition, and this was especially so for those working in areas with little
deprivation.

This simple investigation of pattern of teaching about the five given health
topics provides some impression of teachers’ perceptions of priorities, with ’Diet’
and ’Smoking’ being viewed as more important than the other three topics. This
impression is supported by the teachers’ rankings of thirteen health-related topics,
according to their perceptions of the importance of each for children in upper
primary school. Much importance is again placed on the issue of ’Food and
Nutrition’, with the only topic viewed as more important being 'Hygiene and
Cleanliness’. ’Smoking’ was ranked considerably higher than either 'Drugs’ or
'Alcohol’.  (Glue-sniffing was not included in this list). Teaching practice, in

relation to these issues at least, therefore seem to reflect the teachers’ perceptions of

the relative importance of different issues.
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There was a very high degree of consistency (as measured by Spearman’s
rank correlation coefficient, p, and Kendall’s coefficient of concordance, W) in the
rank orders allocated to the thirteen topics by different subgroups of the sample.
This does not mean that these rank orders are in any way ’correct’ (Kendall, 1948).
Instead it indicates that, regardless of their various individual situations, the teachers
have applied more or less the same standards, or criteria, in ordering the topics.
Kendall (1948), suggested that when W is significant (and the different rank orders
are thus shown to be inconsistent) the best estimate of the 'true’ ranking of the N
objects is provided by the order of the various sums of the ranks, R. Where there
is a high degree of consistency among the various rankings, as in this study, the
rank order calculated from the study population as a whole may be viewed as the
’best’ estimate. This order is presented in Table 3.25.

The consistency of the rank orders from various subgroups may also be
taken to indicate that the teachers distinguished between the various topic ’buckets’,
the issues contained within each of the thirteen listed topics, in a similar way. We
have no means of identifying the basis for decisions relating to the contents of the
buckets’, but can gain some reassurance that the teachers did view the various topic
as quite distinct. That respondents may not interpret the different *buckets’ in a
similar way is one of the problems with topic-based approaches (Massey, 1985).

On examining the relative importance placed on the thirteen topics, it is
striking that those topics which were allocated to high ranks are the *traditional’,
fairly uncontroversial issues such as 'Hygiene gnd Cleanliness’ and 'General Body
Knowledge’. They are the issues that can be dealt with in a factual, scientific
manner. By contrast, the more personal value-laden topics, such as ’Relationships’,
'Drugs’ and ’'Sex Education’ were seen as less important. Health education is
necessarily both value-driven and value-laden. This is often recognised, however,
and there are some indications here that the teachers placed less importance on those

areas which are particularly heavily value-laden.  Avoidance of these issues
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inevitably results in health education being less effective and less comprehensive
than it should be.

Comparing teachers of Primary 6 classes with those of Primary 7 classes, the
only sizeable difference in the importance placed on topics was for Smoking’ which
was placed ninth by the former group and fifth by the latter. We saw above that
teachers of Primary 7 classes were generally teaching about more topics than were
the Primary 6-stage teachers, except in the case of cigareite smoking. This
difference in practice does not seem to be associated with different perceptions of
priorities held by teachers of the different stages but, rather, represents a generally
greater amount of attention given to health by Primary 7 teachers. There is,
however, a very significant change in the perceived importance of the issue of
smoking. This specific difference in the perception of teachers according to the
stage of pupils being taught will be examined again in subsequent chapters in
relation to changes in the beliefs and behaviour of the children themselves during

the transition from P6 to P7 classes.

3.7(3) Changes in the picture from 1982 to 1986

One of the objectives of my study was to update the results previous survey
of the methods and materials used for health education in upper primary schools
located in Strathclyde region during the academic year 1982/83 (Deans et al 1985).
Those schools which responded both to this Strathclyde survey and to my survey in

Greater Glasgow were involved in the comparison.

It should be noted that, because I was comparing the same schools, the two

samples were not independent and the same teachers may even have completed the

questionnaire on both occasions. I had no means of ascertaining the extent to which

responses came from the same teachers because individual teachers were not

identified on the questionnaires. However, we know that 47% of the teachers

responding to my survey had taught upper primary school children for less than

four years and thus could not have participated in the previous study. The samples
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were, thus, regarded as semi-independent and, as described in section 3.5(1), the
chi-square test of association used to test for change. .

The method of data collection was the same in the two studies and although
the questionnaires employed were slightly different, the questions used for this
comparison were identical. There is one factor, however, which may have affected
the comparability of the results and that is the timing of the studies. The
Strathclyde survey was carried out towards the start of the school year, and
therefore referred to intentions to teach health education; whereas the survey
described here took place in June and asked retrospectively about teaching practice
during the school year. The Strathclyde survey did involve validation of the
reported intentions and found them to be ’substantially correct’” on a sample of
cases. No explanation is given by the authors, however, of either the sampling
method used of the meaning of ’substantially correct’. As described above, (3.7(1)),
my study did not involve any additional activity to assess the validity of the
responses given. Therefore the results are compared here on the assumption that the
statements of intent (given in 1982) and the retrospective statements of practice
(given in 1986) are both valid indicators of the health education taught.

The proportion of teachers involved in health education did not change
between 1982 and 1986. In each case, 10% of teachers taught no health education at
all. There were significant changes in the teaching practice and in the content of
the health education, however, which indicate that those teachers who were teaching
health education in 1986 were doing so to a greater extent than those in 1982.

Looking first at the methods used for teaching health education, we see that
there was significantly less dependency on purely incidental methods in 1986 than in

1982. Fewer of the health education teachers were using this method alone, and

significantly more were using it in combination with centre-of-interest work. This

is a very encouraging trend because, whilst dependency on incidental teaching is

inadequate to ensure comprehensive and integrated coverage of health-related issues,
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incidental approaches are important for dealing with points as they arise in a
manner complementary to an organised health education programme.

There have been changes too, in the materials used for health education in
upper primary schools in Greater Glasgow. ’Jimmy on the Road to Super Health’
was the most popular project material used in both 1982 and 1986, and its use
became significantly more widespread over the intervening years. This increase in
the popularity of 'Jimmy’ was balanced by a decrease in the use of the Education
for Healthy Living’ material. We cannot be sure of the reasons for this, but some
possibilities may be suggested:

1) Jimmy on the Road to Super Health’ may have been the most readily
available material in Greater Glasgow over this period. This is likely because the
Glasgow 2000 project distributed two copies of 'Jimmy’ to every primary school in
Greater Glasgow in 1984, so we know that it was widely available in these schools.
The strength of this explanation could be tested by another survey involving schools
in the other divisions of Strathclyde Region, (and thus those schools which are
outwith Glasgow 2000’s remit) to see whether there was a comparable increase in
the use of *Jimmy’ in these schools. If there was, then the effect of Glasgow 2000’s
distribution of 'Jimmy’ may be questionable.

2 There may be something inherent to the ’Jimmy’ package which
makes it more attractive to teachers than are other health projects. Certainly
teachers’ assessments were taken into careful consideration during the development
of ’Jimmy’ (Calman et al 1985).

3 There may have been a snowball effect such that the material with
liar became used by new teachers and their

which schools were already fami

colleagues simply because it had been used before. If this were the case, the

increased use of ‘Jimmy’ would reflect neither some inherent benefit of the

package, nor its increased availability, but simply a kind of ’better the devil you

know...” attitude.

145



There is no means of determining from this survey which of these suggested
explanations is the most likely. However, some insight may be gained from the
detailed investigations in study 3 (Chapter 5).

The final comparison made between the 1982 results and those of my survey
related to the teaching of specific health topics. For each of the five topics listed, a
significantly larger proportion of teachers dealt with them in 1986 than in 1982.
This increase was least significant for the topic of 'glue-sniffing’ - a very topical
issue in the early 1980s, but one which has gradually become rather overshadowed
by media emphasis on other issues (particularly the issue of nutrition).

To summarise the results of the comparison, over the four years from 1982
to 1986 there was no change in the proportion of class teachers in upper primary
schools in Greater Glasgow who taught some health education to their pupils. Those
teaching about health were, however, covering more issues. Moreover, there was a
decrease in the proportion of those teaching health education who depended purely
on incidental methods, and a rise in the proportion combining incidental teaching
with centre-of-interest work. Although *Jimmy on the Road to Super Health’ was
the most widely-used project in 1982 (being used by 33% of teachers of health
education), it became even more widespread over the next four years (was used by
44% in 1986). Some reasons have been suggested for this, but the factors which

determine why teachers choose a particular project material will be examined in

more detail in Chapter 5.

3.7(4) Relating practice to theory

The picture of health education practice painted by the results of this study

is to a large extent determined by the questionnaire used for data collection. Two

characteristics of the questionnaire, in particular,have affected the information

yielded.

Firstly, the questions were largely of a closed-question format and,

therefore, only provided details relating to the particular components of health
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education listed on the questionnaire. As a consequence we have no idea whether

teachers were involved in the development of lifeskills and of self-esteem, for
example, as well as teaching about diet, smoking, drugs and alcohol. Similarly, it is
impossible to tell from these results whether there were any issues not listed on the
questionnaire which teachers value more highly than *Hygiene and Cleanliness’,
"Food and Nutrition’ or General Body Knowledge’.

Secondly, the questionnaire was predominantly topic-based, and as described
above (3.2(1)) by Massey and Carnell (1987), there are some disadvantages with this
approach. It inevitably yields a segmented disease or risk-factor view of health
education, and thus the practice of health-oriented or holistic health education could
not be detected by this questionnaire. Moreover, without additional questions, this
approach does not permit examination of the method or extent of coverage of the
different topics - the survey results show that the topic 'Diet’ was taught by 80%
of teachers but we have no indication of what this teaching involved.

These points must be recognised when placing the survey results in a wider
theoretical context. The results can only be interpreted within the limits of the
information requested by the questionnaire. Nevertheless, several useful conclusions
can be made about health education practice in primary schools.

There has been a significant increase in the teaching of health education,
both in relation to the breadth of topics covered and in terms of the amount of
structure in the approach taken. The teachers also stated that they planned to
increase their health education input again in the year following the survey. These
findings indicate that health education is not only gaining more recognition in

schools but also that this recognition is being translated into practice with increased

attention being given to health topics. These trends are very much in line with the

recommendations not only of health educationists but also of school inspectors

(3.2(1)).

The teachers responding to this survey predominantly viewed health

education in preventive terms, placing greatest importance on those issues clearly
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related to the prevention of disease or ill-health according to a medical model
(1.1(1)). The issues listed which related in particular to positive health or well-
being were not generally viewed as important (’Relationships’ is an example).
Similarly, respondents placed greatest emphasis on those topics predominantly
concerned with physical health (’General Body Knowledge’, for example) while
allocating lower priority to topics relating also to th mental and social facets of
health ('Drugs’ and 'Alcohol’ for example). The overall pattern indicated by the
teachers’ ranking of issues, and also reflected in their teaching practice in relation to
the five given health points, is one of emphasis on the prevention of ill-health
rather than the promotion of positive health and of concentration on the physical
rather than the mental or social facets of health.

It follows from this pattern that the issues to which teachers allocated
greatest priority were those which could be addressed most successfully with an
information-giving approach and without recourse to non-educational methods,
affective education, the development of lifeskills, or attention to social and political
issues.

There is some evidence from the survey, therefore, that teachers of Primary
6 and Primary 7 classes perceive a preventive role for health education and adopt a
largely educational approach in addressing issues. Tones (1986b) has advocated a
specialist role of this type for health education within the educational system,
arguing that the aim of health education should be to contribute to the prevention
of disease and disability and to promote appropriate utilisation of the health
services. However, Tones emphasises that health education of this sort requires the
support of PSE. The present study does not permit assessment of whether such

support occurs in Greater Glasgow. Only if it does can the present emphasis in

health education be viewed as adequate for the achievement of even the narrowest

of aims for health education.

The methods and materials adopted for health education are more in line

with recommendations than are the issues receiving attention and viewed as
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important.  McCafferty (1979) and Reid (1985) have both advocated primarily
information-based health education for children in upper primary schoolz’classes,
attention being given to psychosocial aspects and the development of skills as pupils
become older. Provision of information is a necessary component of health
education and one particularly suited to children of this age group.

Teachers are adopting a more structured approach to health education thap
they have done in the past. There is more extensive use of project work and of
television series for health education. However, approach taken to health education
varies in different Educational Divisions, and this is particularly apparent in relation
to the adoption of a structured health scheme for health education. There is clearly,
therefore, a role for Divisional Education Officers to advocate the development of
schemes which plan the teaching of health issues throughout the range of primary
school classes. This approach would reduce duplication of effort by teachers and
would increase the likelihood of comprehensive coverage of health issues.
Moreover, within these structured schemes for health education, a role could be
identified for supportive PSE input at appropriate points.

Several lessons can be learned, also, from the widespread use in Greater
Glasgow of the 'Jimmy on the Road to Super Health’ package. Of all the available
health education materials, this package is, arguably, not the most in line with
recommended approaches to health education. It has, however, been ’'marketed’
very well in the Glasgow area; it was developed locally taking account of teachers’
suggestions (Calman & Carmichael, 1981), has been shown to be effective at
deterring some children from smoking (Deans, Calman & Carmichael, 1984), and has

been distributed to all primary schools in the area.

Local or regional promotion of materials in these ways thus seems to have an

impact on teaching practice, and reminds us that the ’best’ approaches to health

. oy T
education will not be adopted without extensive and active 'marketing’ activities.
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CHAPTER 4: STUDY OF THE HEALTH-RELATED BELIEFS
AND BEHAVIOUR PATTERNS OF UPPER PRIMARY
SCHOOL CHILDREN IN GREATER GLASGOW

4.1 INTRODUCTION

The study presented in this chapter explores the health-related beliefs,
perceptions and behaviour of schoolchildren in Primary 6 and Primary 7 classes in
Greater Glasgow. Cigarette smoking behaviour is examined in particular detail, and an
identification made of the factors which are associated with smoking among this
population.

There are clear reasons for paying particular attention to the issue of cigarette
smoking, given that it is the single largest preventable cause of morbidity and mortality
in the United Kingdom (Royal College of Physicians of London, 1971). Prevention of
the uptake of smoking must, therefore, be seen as a priority. The age group most at risk
of experimenting with smoking is that of 10-12 year old children (Goddard & Ikin,
1987), and research has shown that the younger someone starts to smoke, the more likely
he is to retain the habit into adulthood (McKennell & Thomas, 1967). For these reasons,
upper primary school children are a key group for anti-smoking education.

To be effective, this education must take account of the role which smoking may
play in the 