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ABSTRACT

The purpose of the study was to determine how accurate
clients interprete health education messages communicated by
health education posters displayed in most health institutions,
organggations and/or public places. It was hcped that the
findings would help health educators to critically analyse
how they utilize the posters when conducting health education
and help health workers especially those involved in developing
educational aids to improve available posters and the ones to be

developed by taking into cénsideration this aspect of their job.

The areas pertinent to the study include literature
review on background to the concept of health education in
traditional Zambia, development of modern health education,
concept and philosophy of education and perception and
communication. These aspects of the interpretation process
are important in aiding clients to interpret accurately health

messages communicated by posters.

The sample which was drawn from four health centres in
Lusaka consisted of sixty (60) males and females aged between
twenty (20) to forty (40) years of age. It was assumed that
age group has been exposed to experiences that are likely to
influence the accuracy with which they will interpret health
messages communicated by health education posfers. An interview
schedule in conjunction with three health education posters

were used to collect data.



Four health centres in Lusaka urban were selected for sampling.
The probability sampling procedure approach was selected as an
appropriate method. The interviews took place during the end
of the rain season in March to avoid inconveniences caused by
the rains which would discourage most clients from attending
the health centres. Various problems related to collection of
data were minimized through co-operation with officers in

charge and the clients themselves.

The findings revealed than an en average, respondents
had a fair idea on health education. However, the majority
did not interpret accurately the messages conveyed by the
three (3) health education posters which were used in the
étudy. These findings imply that there is need to look into
nursing practices, administration, education and research that
will improve on the quality of methods used in health education

especially in the use of health education posters.
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CHAPTER 1

INTRODUCTION AND OPERATIONAL DEFINITIONS

I. INTRODUCT ION

Health for all by the year 2,000 has become the world
goal for the World Health Organisation and mostly for developing
countries around the globe. Although in Zambia some demographic
indicators of morbidity and mortality data are declining, the
prevalence of some preventable diseases such as malaria,
Malnutrition in children, tuberculosis and parasitic infesta-
tions are among the ten leading causes of morbidity and mortality
rates (Ministry of Health Report, 1978). These diseases and
conditions are of a major concern to health workers. In order to
reduce the high incidents of common preventable health problems
and to achieve the objective of the World Health Organization,
various methods of health education have been employed. The
health education posters as one of the means of educating the
public on health problgms especially the ones that are prevent-
able have been commonly used. Since the objective of health
education is to change the behaviour of individuals from bad
habits to desirable health practicing measures, it has been
hoped that most preventable common health problems would be
minimized through health education. Besides the changing
of behaviour in indiciduals, health education aims at directing
its activities toward the achievement of desirable health
practicing measures. The aims of health education according

to Mclean (1971 p. 1IO):-

I. To ensure that the community regards health as

an asset.



2. To equip the individual with the skills, knowledge
and attitudes to help him solve his own health

problems as far as possible.

g 3. To promote the development of health services.

§ These aims embrace the treatment of diseases and prevention and/

k or minimizing disabilities. Based on the aims of health
education, it is assumed that cli€nts would develop desirable
qualities that would influence their attitudes and bahaviour

toward modern health practices.

Health education posters are widely used in Zambia as a
.media for conveying messages on health promoting, health
Maintainance and disease preventing measures. There are many
advantages why health education posters are used. Some of

the advantages are:-

1. Posters are attractive and therefore clients find

them interesting to look at,

2. Posters reinforce health education employed through

didactic methods. (Pattison and Barbour 1973 p.i133 )

3. Posters can be left on walls for longer periods and
their me&§age is given to anyone who looks at them

(Leedman, 1972, p.51 )

4. Posters as part of visuals arouse interest, can give
an accurate impressinn, spped up understanding, help
memory, stimulate imagination and provide shared

experiences (Saunders 1974 p. I6).
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5. They are suitable for both educated and un educated.

6. Through the use of posters, a large number of clients

can receive messages on health practicing measures.

Because of these advantages, it appears great attention has
been given to the production of posters on the assumption that
they are the most effective way of communicating health messages
to the public at large other than the use of pamphlets, radio
and television. However, no study has been done to evaluate
the effectiveness of health education posters as an appropriate

method of conveying health messages to clients. Inspite of

intensive health education which has been in operation since I966

(Ministry of Health Report, 1678 and the Second National Ten
Year Development Plan, I97I-I98I), morbidity and mortality
rates are still high. For example, the infant mortality rate
has only reduced from one hundred and forty-seven to one
hundred and forty per thousand live births (147-140/1,000)
between 1969 and 1979 (Ministry of Health Planning Unit, I98I.
Life expectance has increased from 40.8 to 46.7 years for
males and forty-five (45) to fifty (50) years for females. It
has also been observed that the high morbidity rate is caused
by frequent readmissions resulting from preventable health
problems like malaria, diarrhoea, anaemias and malnutrition.
For example, in an unpublished study conducted at Lusaka's
University Teaching Hospital Paediatric Department, Sibenge
(1983) showed that thirty-fwo (32) percent of her subjects

were admitted for the second time for treatment of malnutrition
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and 8.5 percent were readmitted for the third time. Due

to prevailing high morbidity and mortility rates arising from
common preventable health problems inspite of health education
efforts through the use of posters, it was felt that there

was a need to investigate whether clients who might bhe in
contact with the health education posters are able to interpret
accurately messages communicated by commonly used health
education posters displayed in health institutions and other

public places.

Marshall (I973) states that health education is a process
that bridges the gap between health information and health
practices. It motivates the person to take the information
.and do something with it., Although health workers are very
much aware of this prowess, probably they have found it difficult
to get people understand what health messages mean or to get
people do what they want them to do. It is in fact possible
that clients are not interpreting accurately messages communicate
by health education posters in order for them to be motivated
to practice desirable health measures and/or understand and
do what health workers expect them to do. This is a challenge
to health workers especially those involved in the production
of educationat aids like posters and those using posters to
reinforce their teaching or as independent means of conveying
health messages. The health workers should critically examine
the knowledge and skills required in the production of posters
and their use. Saunders (I974, P6) has stated that health

workers as communicators of health messages must ask,



in relation to visual aids:-

I. What is the content of the message?
2, For whom is the message meant?
3. What is the purpose of the message?

. In what situation is the message being conveyed?

-

5. By what means is the message being conveyed?
Besidem asking these questions health workers should consider
further the use of available resources and available skills,
for if visuals are badly used, they are a hinderance rather
than a help. Saunders stressed further that physical factors,
intellectual and emotional factors could be barriers to clients'
"interpretation of messages communicated by health workers or
through the use of visual aids such as health education posters.
Therefore since posters are used as a propaganda as well as
teaching aids, certain qualities should be maintained in the
posters. Saunders (I974 p. 62) has identified the following

qualities of a good poster. It should

. attract attention

Convey one message

L 2

Encourage action
Arouse public interest and be debatable

Be challenging to the thought

=) (3] + (¥ ] [ 3] -
-

. Imstill motivation,

In short the qualities assist cléents in interpreting accurately

messages communicated by health education posters.
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Tiuc zbove literuture reveals the importance ot health
education posters as an attempt to educate the public on crucial
aspects of their aealth. Therelfore it was {elt necessary to
detercine how accurate tae clients are interpreting wmessages

communicated py such posters.

ine reasons for thne cuoice of this study resulted from
lack of inforaation on tne effectiveness of healta education
posters as means o0 conveying health messazes to the nublic
and the high incidents of preventable uedlth provlems and
repeated admissions trom preventable health problems. health
education being a rrocess with intellectual, »sycholo;ical
and social dimensions rel@ting to activities which concribute
to tie ability of neonle to make 1iniurmed decisions airecting the
persoral, fawmily and couwaunity well beings (Marshall)io7l),
there are wmany factors walca arce iikely to iniluence cl.ents!
accuracy with which individuals interpret messages coramunicated
oy posters. Therefore, informaticn related to tul. .recess
nas been included in tae study. 1t includes traditional health
education, modern health education, shisolophy and concept
ol cducaticr, perce:tion wnd cowviricativi. ©¢ 1s nu,.ed that
tilc study will endiighten wealtin workers in practicce and those
involved in tie production of posters to criticaily analyse
the deficiences in the posters currently in use aud determine
the best approach in utilizins those nosters so that they

can assist clients to interpret healtu messa_es accurately.



~3

Ze Ur crkATIUNAL Db INITIONS

For the purpose of the scudy, tie [ollowing terws have

Leen operationuelly defined as foilows:-

l. ACCURATEL
Pefers to the message on the poster that the health

s

comrpunicator expects the clients to et wuzk in

S

ontact witii healtn education pusters.
Z, CLIENT

A person wiho gets advice or nely frow a healtn woriet .

5. INTERFRETATION

To make out u weaniny i healil educational pusters
in the expeocted waderscaiding of the lhealtl

coimunicator.

4. COMMUNICATIGN

Traunswission oxr health messazes from health eaucation

nosters to the client.

Se HEALTH EDUCATION

Inrarting knowledge, skills and tcchnigues to the
clients on health promoting, health-aaintainance and
disease preventing measures in order te Lructice
health weasures in a desirable manner so that the
client micht be health.

6. nEALTH

A state of physical,uwiertal, social and spiritual
wellbeing and not merely the absence of disease

oY 1infirmity (World Health Oraantsatimm medad I



ic.

II.

HEALTEH EUUCATION PUSTER

i large placard with rictures with or without words
displeyed in public rlaces for advertiziug, rotifica-
tior, or cautioning the public especially on prevent-
able nealth problens. health cducation posters are

comaonly disnlayed in buspitais aad hcaitih ceitres.

HEALTL CLaTRE

Healtn iastitution providing uainly prerentive and
curdtive services oy inor ailuents to a 1lisited

population.

pLALYE TR ITUTICON

Al estiwalsited oriarization for previdins Gealth service

education i healti perscnnel and conductron ct research

HEALTH PRACTICING HMEACUILLYE

These are measures tuken by individuals, ianilies and

cummunities to prouote healtl, waintain kesilu, prevent

or minimize disabilities and srevent diseases where
possible. Iney include personal uyyiene, recreation,
exercise, nutrition, mental healti, food, water, and

envircnmental saritation.

TRADITIONAL HEALTH EDUCATICN

Traditional approach of imparting health practicing
reasures frow one zereration to the next within the

social norms of tie society in waicu individuals have

been brought up



12,

| oy
e
.

14,

IS

IOI

17.

MUDERYN RLALTH BEDUCATICK

Scientiiic approach ol imparting knowledge, skills

and tecnniques on nealth practicing mneasures

HCALTE VORELR

A person who has under,cne an approved education and

training prograamie to vender health aid o seanle,
LITERACY

defers to the apilie, of cléentcs to read, w.rite and

undersgand things in both knslish and locul langua_es.
(s g ] [ -2

FhIIQECTry

keiers to ideas, veliels, values ard attitudes that

indiviaeuals pnold tovdry nealiu MCASUTES .
PERCEPTIUN
snubr LU

Ine actual receiving or creation of awaremsss of what

people see,

AODERN ZAMBIAN

Refers to present Zambian whose culture iws been

diluted by mixing with people from difcerent origins,

LEVQ? CF PRLVLNTION
A

Kerers to (a) health promotion measures sucu as
dtequate nutritiovi, gersonal hygiecre, wentul hiealth,
recreation and exercise, occasional healti check ups,
attending clinics in critical as$fe cycles such as

oy - 14 2 1 ey + - H . 1 . 3~
pregnancy, childhood, family planning and genetic

counselling.



These promote and maintain health, prevent or minimize

disabilities.

() Early diaynosis and active treatment to prevent and/or

winimize disability.,

(¢c) Kehabilitation after disease process.

PRIMARY HEALTH CARE

is essential nealtn cure made universally uccessible

to individuals and families in the cowmunity by means
acceptable to then, throush their Jvll participation and
at & cost tiat the coumunity ane country can arford.

it forms an inteyrul vart both of the country's health
systein 0f waichn it is ¢ sucleus and UL overal: social
and ecoromic develo mient or the c¢o.ounit,. (nlac Ata
1978 WHO/UNICEF joint Revort cited by Ministry of health

Flannirgy Unit, 1339 .. 2 J.
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CHAPTER 2

LITERATURE REVIER

I. INTRODUCT LON

Zde to scarcity oi literacurc to provide inforwation o 0w accurate
clients in Lusaka Urban interpret messages camunicated by healitl: education
posters, it is {elt necessary to :ive a back;round of both traditional and
modern tealth educetion in Za dda. Ghe veasons icr ivdmwpdack.rana inforiua-
tion are tnat, iailia nes emergud Lito ¢ cosmopolital suciety nd av ovoached
to roviding intorration on healt. wmiucation lwve o réilect traditioral Qi
MALCT.  faChLaocs wiloo wCSter the waivtalnance aud pronctior of bwalih
practices o0 s in vidual, Faally ano the comanidty. i€ SLIEr Teason
is L re study ius veen deme to ovaluute how accurate tiw clients

interso o ressa. @3 coneanleat o Ly enlth ececdtion posTers.  Arn L1SCUsSSily

Aoeoti. ealtil education, phaloss v owad coucepc o chucation, drception and

CoiLz, . wi adtucation, Horceptisl il ClmuLiZalicn cave b2en o orated in

3,

relation to the accuracy with whicy cliencs are o iroly W LILCIprat messa es
coniuncnted Ly hoaltli equcating [Uscors,  ouevel, sdul JArLs ol che
literature were obtained fros secordary sources tuus introducuy  an elemenut or

bias 1 the litcrature.

2. BACKGPOUND TO THE CONCEPT CF tiALTH ELUCATION IN TRADITIUWAL ZAMBIA

pilferait people react wiricrently to tie sane Jiece i iligomsation.
Lach will seasure it 4:ainst his wwn existing Dullers and opinion.
I£ the new idea agrees “with him he nay accent it, if it coes not

ne wiil reject it usiess e 1s pregaree to nodigy his iirst opinion

s

(irolues, 1904 ;o ic2lj.

sron the quotation above, it is clear that tie accuracy with which
clienits will iz;teri.:ret.ne:ssa;;,es camiunicated by health education posters is
likeiy to pe infiuenced by wany Juctors vhich are wudividual's beliefs,
culture, values, attitudes and educational level. in Zambia, culture nas

been diluted by other cultures froa within Zaubia itself as well as irom
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outside. For example, within duibda, urbanization and industrislizetion
have brougbt together inlividuals vich different values, belieis aixi
atlituses trow their own origins. These have intermingled ard created
amother subculture. In work situations y One micht fiud nimself or herself
in a totally new exviroment different fron his o erigzin wiwresl; Le

has tu abide with the cultural Jractices of that cuwumity ang ot the sane
time has to practice his own culture. another agasle is uet Zaalia

has expatriates iroi dilierent £4YTS G0 the wordd workdng in difrerent parts
OL .o country. ‘tucse are likely to iniluence tle existing Zai.biar culture.
Clhereroie, i actracy with woaca Lol siduals are likely w Inter.cet
nessa:cs will Le influenc i by tue culture within the envirormweti e
Clicats wre liviig scalty educati s e oot @ pew concepte fh ost NSrican
SOuaviico, nwalil wdiildindlice, eaii prawotion ard discase ;rovention

are troe aain focus o0 traditional vadlues which snre oroeticed ool Trirse=-

rittod Frou OnC CCReTUTich TO Lo i L

indiviguals and the community ss a wiole centre wost or thedr
activities cbserviny beliefs, valucs ¢ taboos taat tigintain ..ealtis,
prasvte Lealth and prevent diseascs Gogad, I966). ‘These exporicines and
activities are likely to influeice the accuracy with which Laividuals
@i ut interpret health education miviuges Coiveyed Ly fealtli Lsoers,
health eiucation traditionally is inco-operated in daily liviee . The
villa ers express the educational precess through enghasizing life
anc tiase as the nost inportant ewcational agencies (Auwar, [Y54 cited
by Read I960). This imlies that experience is the busic clacn: ir
conveyin: iealth education messa:es, tocicety detervines widch viiuss,
tabous, belicls wd attitudes tave to o Wanswitied (o tie Jaliy;
generation. Appropriate methods o education to be employed for each

of the idcus are employed in infonsal traditional health educatiorn.
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lime, aye ami place are ractors considered to ensure thet tue intenued

values are transmitced at thie rijht time, rigiat place and the rignt age.

Read (1966 pn 70-80), lists same ot the methods used in traditioral

heal tu educdtion. ‘iliese are:-

1.

.Li.

<11

vi

Proverbs. Tiese sre thought provolkin traditiora

sayings to which individuals have to .ive approsriate
meanirg. The suyinps could relate to aeasures of other life
situatiomns.

Leraionies, '1'Lu;:sc ave evenes 'tiu‘t camnuistrate pealth
naintainance, heeltl: oraeotion and discase provention.  Same
of tie comon rituals are:-

a) PRituais ov treataent ol disease.

L) Rituals for clecmsing roilowlng deatite

¢) Imitiacion coresomies [or tiae adolescert pixrls and
boys durii; which they are taught health .casures.
They are alsc indoctrinated on traditional belieis,
valucs, taoues and attituues sowe v whicu ariect

PR
N LUl

winlad d1sCijcivy aide CONAVLIGUYaL uigelines dliccied toward
vioavioarsl velies och as oractics o persuial Ly usene and
beliaviour aurin: el tuaes,

vancling and use ol Loks. Those coiwey wessios terauzh ausic
g body wovaieits,  ror exauple, tne aconi Thauu ihemu dance
syubolizes evils i 'unkarc'neso, wiille the Tseibo wasks used

1L SQue ddnces Syuvolize a persoun wilh venerial discase caused
Dy wworal bebaviour {tenga 19 o, 161 cited iy Tembo I9 )e

Use of traditiomul disease vpreventing charms and wedicine. It

has been observed tuiat wearing CadTws and wasitil,, 1u roots when
there is a susnected health relatec problem in tic fumily is a

ccuinon practice.,

Isoiation of iaudwviduals found to lawve a couwwdinicable disease.
It 1s 2 strict oractice to isolate identified fumily members
ioulkt with discases like leprosy, tuberculosis or veneral
disvase. lwdividuals with leprosy wre toiall;, exciuded

fra: the cownunity, w.ile their tumilies are also disociated

by the camunity in many Ways sucii as avoiding marrying

ir the family wanse wamber hws suca idiseave. The veneral
discase is rererred to as the "'shame disease'" and those

alreciud do Lot suave clotlidiy anc vaths with the Lamily menbers.
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vii Appropriate care is directed to expectant mothers ard those
in postpartum period as measures to maintain, promote health
ard prevent complications for both the mother and the baby.

These practices imould irdividuals' health behaviour in a cultural desirable
pattern within his/her comaunity. In the analysis of this h=aith education
approach, it is likely that the accuracy with which the clients will interpret
messages communicated by health posters is likely to reflect on the traditional

practices with which individuals have been brought up.

3. DEVELOPMENT OF MODRRN HEALTH FDUCATION IN ZAMBIA

In the previous discussion on traditioral nealth cducation, the
background and culture of an imdividuzi have been identified as souc of the
factors that might influeice the accuracy with which the clients are able
to interpret messages communicated by health education posters. 1he Mindstry
of Health recognized the values and beliefs of the Zambian society as
important aspects geared towards maintainance and promotion of health and
prevention of diseases. Therefore, it was felt necessary to integrate
positive traditional health education attributes into modern health education
canponents in order to reduce the morbidity and mortality rates within the

country.

Health education caie into being as a result of high worbidity
and mortality rates among children (Ministry of Health Report, 1678).
In 1963, a population census estimated @« crude death rate of rineteen per
thousand population and morbidity rate among children was forty-tive to
fifty (45-50} percent out of every hunired children (Zambia First lational
Development Plan, 1969-1981. However, this figure could have been higher
if all illnesses and deaths were reported to health institutions. AL

ivestigation into the causes of such high incidents of illnesses ard deaths
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was carried out in which it was discovered that most illmesses ard deaths
were preventable in nature. Therefore, health education was sugypested as an
altermative means of erradicatimg diseases along with active Lmmunization
programmes. All health institutions were to provide comprehensive healtn
services in which health education was a2 major camporent. By 1966, the
Health Iducation Unit was formed and ur. Nowack was appointed as tie nedical
officer in charge of the Health lducation Unit. According to the ten year
Nation Health Plan (I971-1982) (iinistry of health Report, IY¥73), tie

unit's activities had objectives directed towards the developuent o: health
personnel, preparing and production of nealth educational materials and
evaluation of health education activities. The purpose oi those activities
was to make individuals health conscious so that appropriate promotive

ard mainta-nance of health measures and disease preventing messures are
taken accordingly. In order to facilitate this purpose, various settings
including health institutions, formal schools, comunity development
colleges, voluntary organizations and other intersectoral ajerncies

are used in carrying out health education activities.

Since health education is concerred with charnging people's
behaviour, it is the unit's respoinsibility to devise appropriate methods
of comveyin; health messagzes to clients so that they can facilitate the
accuracy with which cliemts are likely tc interpret messayes couiuicated
to them. Although evaluation of health education activities 1s one
of the objectives for the health education unit, there has been on
infornation to show whether clients are interpreting accuratcly messages
comuunicated by health education posters. Probably the ircrease in
morbidity and mortality rates in this country could be due to the fact

that clients are interpreting messazes accurately thereby creating
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awareness to report to health centres tor medical attention, or it could
be the opposite of the fact that they are ot interpreting the messages
correctly and therefore not taking approyriate measures. It is therefore
the focus of this study to deterwine how accurage clients are intersreting

messazes communicated by health education posters.

4. i THODS Usiy IN MODERN HLALLL LouCATION

Various methods are used in health education dependin; on tic message
being oonveyed, the settiny the clieils and tie nature of the ..calin problem.

The {ollowing tiree groups are the current methods in practice:-

1 The acting methods of healtn education. They include group
discussion ard decisicu tuking, workshops demonstratiorns,
drama, comnunity self survey and individual interviews.

2. The didactic methods of health education iiclude lectures,
spesches aid mass medic contact. In these methods ol teaching
camunication is impersoral in that there is no inmmediate
feedback from clients receiving the message. Therefore, it is
difficult to deteruine the accuracy with which clients are
interpreting the messa.es camuunicated to them.

3. Use of educational aids. Although they are part of mass media,
it is necessary to catesorize items independently because
they can be used either in conjenction with didactic niethods
or be used imependently, Their role is to facilitate other
methods of health education, This method includes the use
of flamelgraphs, projected aids, charts, wall newspajers,
models and posters (TAO, I970 p. 38).

In relation to ecucational aids, the use of posters is ome or the aids
commonly used to reach the public at large. It is iuportant to rezlize how
much educatimn is taking place imperceptibly all the time, ir fom of
lupressions, ideas and snippets of irformation which are casually accuired.

Mclean (I971 p. II6) states:-

Few people regard their newspaper reading or television viewing
as an extension of school learning, they are not concentrating
very hard and they retain very little. Recollection of what
has recantly been seen or read of medical items fram all kinds
of sources in the media combine to foru part of the oridinary
lay person's ideas on health and disease.
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This quotatior implies three aspects of interpretation. Firstly, clients
who way caae in comtact with health education posters may assune that tie
messaze is not of their concern but for somebody who is still in active forual

educatiomal process such as schwol children and teachers. Secondly,

-t

if the messaze is not of his corcers, then he nay not nake ar cifort to
interprete the messace accurately. Tiindly, if he interpretes the message
accurately it will only be temnororit: vetaired and then all vill “e

foryotten in a short time. In view ~f tids, it is important tiat ieulth
workers determine the accuracy with which clients are able to inter,ret health
education messages being conveyed by nosters. While sane indiviauals

will treat health messajes seriously others may not because of the

differences in lthe interpretation of essages.

SUMMAR Y

The above methods of health aducation are some of the means of
communicating health promotive, health maintainance and disease nreventing
measuras to clients in a mammer that is most appropriate to ar individual.
Clients may interpret messayes comveyed by health posters difierently accordirng
to whether they think the message is meant for them or mot or whetner it is for

their concern.

. PHILOSUPHY AND CONCLPT Oif BUUCAT1ION

Equally important ard related to the study are the phiiosophy ard
concept of education. ktarly in the discussion, it became eviaest tiat
health has beer. valued both traditionally and by modern Zanpia. appropriate
methods to emsure that health values wre trausmitted to generations bLave
beer. enphasized througl: tradition ani modern education. In truditicial
education, it is shown that values tc Le learned detemine the type of

method to be enployed in educating a particular camunity about health.
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oimilarly, the philosophy of education is concerned with a set of stardards,
values and attitudes that an individual has chosern as being acceptable to

him (heidgerken, IY65). These values, beliefs and attitudes determine what
the corcerned individusls should learn ard the means of achieving the

required set of stamdards and values, built upon the philosophy, is the
concept of eaucation. This is aimed at changing the behaviour of the
individual according to the philosophy being practiced in a siven society.

As stated earlier, since the ; uiloscply of healti education forus the basis

of activities directed toward tealth: practicing measures and the corcept

of education directs behaviour towarus the accpptable standards, it is likely
tiat these ideals may influerce tie interpretation of messages connunicated

by health education posters. In view of the similarities between traditional
education, philosophy and concept ol éducation, it is necessary to discuss

ww the philosophy and concept ol education are likely to influence the
accuracy with which clients ave likely to interprete messages ccemveyed

b, the health education posters., Philisophy as stated earlier is concerned
with sct of standards and this includes lLiealth standards as well, In relation
to cultural corcepts of health and disease Amar (I900) states that in many
cultures health and illness are inextricably conmected with socially

apgproved behaviour and moral comduct, herce such a view works as a stabilizing
lorce ard deterert pressing ior social conformity. This implies that socially
a proved behaviour and conduct provide the basis of activities which will be
directed toward health pramotion, health maintainance and disease prevernting
neasures., Relating the above to health education posters, clients who

might cone in contact with the sosters may try to interpret the message which
will be isscciated with socizlly aioroved behaviour and moral corduct. Likewise,
the philosophy oi an individual or & camwunity provides cuidelines of how

an individual should lead his life to be in corformity within expected

health standards. Therefore, the philosophy ard concept of any gziven
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camunity may affect the interpretation of messages comiunicated by hLealth
education posters. Similerly in professional duties, one is suided by a

code of ethics, beliefs and attitudes. lowever, a professional aay iwve his own
philosophy of education. In health education, a health educator plars amnd
utilizes healtl: education posters whici: means that the deliver)y or .uessages
could be based onlhis own philosopuy or cuucation. This implies toat when
posters are used to educate imlividuai(s), the proiessionals' i pia10s0phy
of education come into play amd inilucices the nessage e attau.cs to
caununicate through the posters. As sucl, health educators have a uty to use
the posters in ways that are acce; table to the comunity and tc case Lie
philosophy of health education arourxd the needs of the communit:. lierefore,
in imparting health wessazes, it is iwvortant that one understuixis e
importarce of beliets, values and attitiues md how they differ wnou, people
in order to appreciate how each individual is likely to perc%ivc appropriately

information cammunicated to hia.

Health education itself is @ coicept aimed at teaching ard a.lecting
changes of behaviour (holmes I964) to rucilitate the accuracy with wiich clients
are able to interpret messages coiveyed to them through the health education
posters. By transmitting acceptable values, beliefs amd attitudes t¢ indiviauals,
the comwurity is likely to develop individual desirable qualities.
hirst and Peters (I970), state that educating people sugiest a Tanily of
processes whose unity is the develoument o desirable qualities in them. In
other words, individuals must conforu to standards set within their
comnunity. They go on to state that ecucation suggests not only tuat what
develops in soneone is valuable but also that it involves the develojiient ot
kowled e and understanding. - Whatever an educated man is, he is the one

who has some understaiding of expectations within the society ne lives in.
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In modern health education, it is expected that individuals aiter oinyg

throuzh sane educational iustructions, would be able to interuret nealth
messares accurately. however, U.c e rce to which traditional intlverces
facilitate or distort perception o iriormation cammunicated <1 nealth
education posters will vary betweer izdividuals based onl the strei, th of their
exposure to other cultures. /hceri oeclth education 1s tryliy: to d=velop
desirable qualities in people ami e ui; them with the knowleq ¢ whici: would
facilitaie the accuracy of interpret:s.. iealth messages and L ever; cnhance
pruzotive, maintainance or healti: zju cisedse preventing medsuircs .)

indifijuals? ard the copmunity's velll ciny,

Li corclusion, botn traditic.u: and wodern health educutic. | osses
sinilar ideolopies ailned at makiv, .oacviduals develop qualitics cosirable
in a .iven society ur a desiravie ciws. ¢ in behaviour. EPota ¢y, ¢s i edication
are guided b, philosophies based orn t.c camwmnity's needs, attitude:, values
and beliefs. The individual's or voup's background, expericice alx
piilosophy could greatly influemnce perception ard interpretation o.
messajes comnveyed by healti education josters. It is important too, that
health workers should be aware o. their own plilosophy oi educatici cad
concept or education as tiuey are likely to influence tue eSS oo Lollyg

conveyed,
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CORMUNICATION IN RELATION TO CLIENWTS' INTERPRETATION OF HEALTH
MESSAGES COMMUNICATED BY HEALTH EDUCATION POSTERS.

In the previous discussion it was shown that the concept and
philosophy of education in both traditional and modern Zambia had
meang of transmitting desirable qualities related to health practicing
measures. Formal anfl inforwal education are some of the means
through which desirable information is passed from one individual to
'

another. "This process of conveying the messages is communication'

(Waver, 11. 1973 p 26).

Communication is defined as impartigg or exchanging ideas,
knowledge and meaning among individuals through a medium of sign of
some kinmd (Weaver, 11, 1987). This defirnition implies that the
medium used could be a symbol such as a word, cartoon, mathematical
fornula or may be energy expressed in body movements such as facilal
expression, stance, gesture or a tone of voice (Weaver,ll, 1978).

All these convey a message. The clients may come across a poster
with some of the characteristics mentioned, However, successfull
comnunication is blocked by such factors as language, culture,
educational background, values and attitudes, Therefore, each person
percelives, the word differently because of his experience, knowledge
and different culture, Similarly, the individual is likely to
interpret the information communicated to him differently.
Communication becomes much easier among individualé if they share the
same background. If the transmdktter and the receiver do not possess
attitude: similarities, the receiver will misinterprete the message.
For example, in India, Shaking the Head means "Yes" but in Western
Europe, it means "No", Patting the child on the head is a gesture of

affection in some countries, but an insult in others (Ritchie, 1973).
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Similarly, 4in Zambia, looking straight into the face of an adult when
being talked to means that the particular young person is impolite while

in other societies looking down when being talked to may uimply guilt,.

There are many potential barriers to communication because of
differences in the background of individudds. Some of these barriers are
likely to be reflected in the health posters.Thus, communication tirough
health posters can mean a lot of different things to different individuals.
wrong conclusions can be drawn FROM POSTERS, For example, in one country,

a poster showing a thin woman hurrying qlong with a haavy basket on her head
while a fat woman sitting and perspiring was to convey the message that
keeping body weizht down leads to health and vigor, it was however inter-
preted by local people as: "how lucky the lady sitting down is, to be so rich
that she can eat well and have a servant to carry her load". (Ritchie, 1973
p 105). Another péater on tihe danger of flies in which the insects were
greatly magnified to be visible, brought tne comment: "How fortunate we

. are that the fldes i1in our village are nbt huge as these.® (Richie, 1973pl05)
Misinterpretation of messages by clients may not only apply to the use of
posters in converying health messazes; other methods used for conveying
messages on health could also be misinterpreted., For example, in didactic
method of teaching, teaching on nutrition that @oo large portions of

starch food is bad because the foods only provide energy, the energzy is
equated by listeners with virility vigor and vitality (Richie, 1983).

Another example is that when educators assume that people understand what
they have been told and will take recomméeded action, this assurance may be
only a conventional "Yes", because it is impolite to say "No" (Richie, 1973).
These exanples do not mean that the clients who ceme across these posters

or who listened to the health education talks were unintektligent, tts only

that their background led them to different interpretation of facts.
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To conclude, commdnicatimn is closely related to perception in that
interpretation of information is greatly indluenced by the client's
background. Although education aims to changing peoples behaviour,
communication methods used in modern health education should reflect values,
beliefs, culture and attitudes of the community beirg served, Similarly,
since perception of information 1s influenced by experience, knowledge
and background of individuals, means of conveying health messages to

clients should relect these aspects.

PERCEPTION IN RELATION TO CLIENTS' ACCURACY IN INTERPRETING HEALTH MESSAGES
COMMUNICATED BY HEALTH EDUCATION POSTERS

Closely related to communication is perception., In the process of
education, individuals develop a sense of discriminating and recognising
sensation which emablee them to interpret the health messages conveyed
according tovgé?tr understanding. This section discusses how inforaation
is precessed into meanings when it is received by an individual. This
process involves selecting, organising and interpreting information after
it has been communicated. For the purpose of this discussion, perception
{8 defined as creating meaning (Weaver, li, 1978)., Perception develops
as one grows and is created by interests, ecperiences and knowledge. It
is assumed that culture and parents' education probably have the strongest

influence on how one perceives the world. Therefore, perception plays a

role in accurate interpretation of health posters by clients.

Weaver 11, (1978) claims that perception consists of three components
which are selecting organising and interpreting information. 1In selecting,
one limits the quantity of stimuli to which the meaning will be attached.
This is because the stimulu are too many and usually the individual choeses

the focus on the message which is most meaningful to him.
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This is done on the basis of gﬁ%ﬁ%fﬁgﬁtf£‘0tganizing inviadves arranging
or determining information in relationship which 1s put together so

that it can be understood. The individual looks for a frame of reference
for the message. This includes non verbal pictures, expressions,
gestures and body movements. Besides putting information together, it
has to be simplified to avoid confusion’and distortion. Interpreting
the message in this context means assigning meaning, naking evaluation
and drawing conclusions. Here, experience and knowledge are brought
together. This interpretation is a‘jhbjective judgement., It is a
product of one's creation and may or way not be valid (Weaver, 11 1978).
In the light of these three components, perception of health education
posters may be influenced by his past experience such as having
'suffered from a certain condition or having a member of the family who
is a patient. Such experiences facilitate the degree of accurawy with
which individuals may interpret messages (Weaver 11, 1978) conveyed

by health education posters. It was mentioned earlier that few people
regard mass media as an extension of school learning (Mclean 1971).
Therefore, if the individual who comes in contact with health posters

is among the people who regard mass media as part of school learning,
his background of education and the parents' educgztion would influence
the accuracy of interpreting health messages. Interpretation in this
context is based on experience and knowledge; these will cowe into play
when the clients receive messages conveyed by health‘education posters,
As growing up is part of experience it could be assumed that age,
occupation and different responsibilities (Weaver 11, 1978) would also
influence the degree with which clients are likely to interpret messages

communicated by health education posters.

Although the three componets of perception seem to show inter-

pretation of messages is without any form of distortion, there are some
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factors that could influence the individual's perception., These are
steneotyping, proximity of the messages and the role played by the
individual (Weaver 11 1978 p 86) who may be incomntact with the
message. In stereotyping, there is a process of assigning gixed labels
or placing things and people one encounters into categories one has
alseedy established., Its puppose is to simplify the task of judgement.
In relation to health posters, if a client comes in contact with posters
showing an expectant mother in a health centre sitting being weighed,
the client may simply interpret that it is a normal 1ife situation

to be pregant and pregant mothers obviously weigh heavier than when
they are not pregant. This is a 1ife situation that is encountered
everyday and the judgement is as simple as seen by the physique of the

expectant mother.

Pooeinity means the hearness of something in place, time or
relationship. Proximity consists of pnysical and psychological
proximity (Weaver 11 1978 p. 86). Physical proximity refers to the
hearness of an object. Eere the accuracy of perception of an object
depends on physical distance. The nearer the object, the more
accurate is the message interpreted. This implies that if clients
cannot get near ttough to the posters, or if posters are placed in .
conspicous places then the accuracy of interpretation of the message
will be affected, Psychological proximity refers to attitudenally
simularity with the individuals. The more similar the attitude to
the people, the more it is easier to communicate with individuals.
Similarly, individuals who have been exposed to health education
will have similar attitudes about the health education posters and

therefore will interpret health messages much more appropriately.
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The last factor affecting perception of messages cammeyed by health
posters is the role played by the clients who may come in contact with
the health education posters. For example, if the client is in a role
of a patient, his expectations, needs beliefs. values and attitudes
about the situation ke is in may have an effect on how he perceives the
message cnmenicated by health education posters. In general, cilients
could look at the posters as meee decoratioms. The way the message is
constracted will be related to where the client is at the time he is dn
contact with the posters and his affinity with them. Another factor that
will influence perception is the degree of understanding and experience
as one grows older., Based on understanding and experience, one's
perception is unique to him and even though an individual might have
control over it, culture has an influence on the meaning that one
perceives, In the same manner clients are different individuals with
different interests, knowledge and experiences, Therefore, perception

of the saue poster may be interpreted in varied ways.

In conclusion, it could be stated that the accuracy of interpreting
messages communicated by health posters will be affected by the clients'
perception of information which is influences by knowledge, experience,

culture and the enviromment.



CHAPTER 3

STATEMENT OF THE PROBLEM

The Ministry of Health Report (1978) bas revealed that the high
{neidents of morbidity and mortality rates in Zambia are mostly due to
common diseases which are preventable in nature. Various health education
methods including the use of health education posters as an independent
| method of teaching have been widely employed to educate the public at large
on health promoting measures, health maintainance and disease preveating
measures., It is assumed that through health education posters intended
health maa;ages are being conveyed and that clients whe.come in contact
» with the posters are able io imterpret accurately the messages comauaicated
to them. However, the effectiveness of health education posters as a means
of conveying health messages and the Jegree of accuracy with vhich individuals
interpret the messages has not been evaluated,

Inspite of intemsive health education efforts especially through the
use of health education posters, the patteran of preventable health problems
has not changed, In fact the figures could be even higher if all cases
were reported to healvi {niinstitutions, If clients are interpreting |
accurately messages comnmunicated by health éducation posters, why are the
incidents of preventable health problems still high? For example,
Malnutrition, Anaemia, Tuberculosis, Malaria and many others are among the
ten (10)’1cnding causes of Qorbidity in both children and adults in Zambia.
In fact Malnutrition and Anaemia are ranked as number one causes of

mobidity while Measles is ramkéd as the second cause of morbidity and



mortality amomg children (Ministry of Health Statistics 1978), Among the
f@le population, disorders of pregnancy, delivery, and pueperium are
among the ten (10) leading causes of admissions in hospitals (Mininttf of
Health Report 1978).

One of the aims of health dducation 1is concerned with change of
behaviour in individuals directed toward modern health practicing measures,
It is hoped that tlwough health education clients would develop an awareness
an health consciousness and thus would be influenced to practice health
neasures at all levels of prevention. Diseases wiikch have been mentioned
as among the ten (10) leading causes of morbidity and mortality could be
easily controlled if individuals took responsibility of their own health
as far as they arc able to,

Knowels (1976) cited by Galli (1978 p.40) has stated :~

People have been led to believe that =—~ more doctiors ———— hospital

based technology will improve health, Unfortunately none of them

will. The next major advances in health of the —--— psople will

come from asswaption of individual responsibility for omes omm

health and necessary change in life style for the majority of

people.

This statement has two (2) important factors that could contribute to the
high incidence of morbidity. Firstly, people believe that only curative
measures are the most important health measures to be practiced and therefore
the individual will only seek medical/health advice w Bn he feels that she
condition requires curative treatment, In this respect could it be assumed
that clients are misintexrpreting the messages on health cdication posters?

To the c¢lients the message may be only comcerned with treatment of illness
as the important measure to be taken and hot preventive measures at all

chclo. Thewefore clients might not be influenced to practice the

appropriate measures v Ich will help to reduce preventable diseases,
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Secondly, the statement is emphasizing that individuals should assume
responsibility for their own health., If clieuts are responsible for their
own health, do they spend enough time to look at the posters so that they
might interpret the messates accurately? For example, nutrition has
received extensive éubliaity since the health education unit was formed
in 1966, However, inspite of the efforts, Malmutrition and other related
related diseases are still among the ten (18) leading causes of morbidity.
Malnutrition alone constituted 17.9 per cent, while Measles constituted
13.8 per cent of total deaths among ch ldrem in Zambia. Are parents
interpreting accurately the health messages communicated by health
education posters so that they would be respomsible.

Spend emough time to look at the posters io thaﬁ they might interpret the
messages accurately? For example, nutrition has received extensive
publicity, since the health education unit'was formed in Zambia, in 1966,
However, inspite of the efforts, Malmutrition and other related diseases
are still among the ten (10) leading causes of morbidity. Malnutrition
salone constituted (17.9) per cent while Measles constituted {(13.8) per cent
of total deaths among children in Zambia, Are parents intrepreting
accurately the health messages communicated by posters so that they would
be responsible for practicing health promotive measures such as taking
children for immunizations and providing adequate nutrition according

to the children's growth and developmental needs?

As 8 result of increased morbidity, this has led to the problem of
overcrowdingiin health institutions by clients gsuffering from conditions
that could be prevented, The increased morbidity and overcrowding have
led to constraints such asi-

1, High cost of medicare in terms of budget to meet the demands

for drug supply, wakers required to man the health problems

and other relevant resources necessary for ptoviding quality
care,
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2, Because of overcrowdang, the hospitals and health centres fail
to provide quality of care. Control of infeection becomes
difficult, For example, it is common to find three (3)
children sharing one cot bed in Paediatric Wards, and patients
with suspected infectious diseases such as Tuberculosis are
nursed together with non iunfectious cases. This also
contributes to difficulties in the general management of the
hospital enviromment. Instead of health institutions providing
health education, by practicing health promotive, health
mainesnance and disease preventing measures, the institutions
become a source of health problems,

3.  Inherent within overcrowding is repeated admissions, Clieats
who have been treated from preventable problems have usually
suffered from the same conditions. This increases the number
of in~patients.

4. &, The National economy has been affected in that a country with
high morbidity is likely to yield less in terms of productivity
becuase @ high percentage of productive population is
constantly in 1ll-health and also has to spend a lot of capital
on looking after a large population of sich people.

These constraints affect the quality of care to be provided for clients.

As a result of repeated admissions and lomg stay in hospitals, and because

of overcrowding clients may gcontzact other diseases. Reflecting on these

constraints, if clients are interpreting accurately messages communicated
to them by the health education postars; #why is there a high inecidence

of preventable diseases among clients who are repeatedly admitted to health

institutions with the ssme preventable health problems? Why is there

overcrowding health institutioms when most conditions attended to are
preventable in nature? Why should the national health budget spend more
money on preventable health problema?

Thirty (30) per cent of the Zambian population lives in Urban Areas
and Seventy (70) per cent in Rural Areas, but it is calesulated that Lusaka
and Bopperbelt consume about Sixty (60) per cemt of the nation's health
expdnditure living only Forty (40) per cent for the Rural Areas (Planning
Unit, 1980), It could be assumed that since more national health budget
is spent in Urban Areas, there could be a possibility of reducing illnesses

caused by common preventakle problems, However, there is no difference
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in the prevalemce of these condttions. For example, the University
Teaching Hospital Statistics for the three (3) year period (1980 - 1982)
revealed that nortality rate has increased by (0.5) per cent of total
admigsions. In an unpublished study conducted at the University Teaching
Hospital Paediatric Department, Mwabe (1982) shows that a total of five
thousand, seven hundred and one (5,701) children were additted with
Malmitrition between January, 1980 and December 1981 and that One thousamd
two hundred (1,200) died, The deaths accounted for Thirty to Thirty-three
(30 - 33) per cent of tosal aduissions and that Fifteen (15) per cemt of
the children died within the first twelve to twemty~four (12 ~ 24) houxs
of admission. In another unpublighed study at the same institution,
Chintu's and Watts® (1980 - 81) review of childrem brought in dead,revealed
that Malmutrition was present in over Fifty (50) per of children between
One and Three years of age, while ten (10) per cent of deaths were caused
by Measles,

The pnrﬁose of health education is to achieve optimum health for each
and every individual vhich in turn will contribute to the well being of
the community, World Health Organisation (Holmeu'\l%d P+2) has defined
health as "a state of complete physical, mental and socisl well being of
the individual and pot merely the absence of disease and infirmity",

If clients fail to interpret accurately messagas coumunicated by health
education posters, they are likely :. suffer from illnesses which will
bring human suffering resulting from the disease process and its effects.
For example, the comsequences of Malnutrition on a child are stunted
grovwth, failure to thrive and low intellectual capacity. Due to these
consequences the child 1s mot likely to emjoy the bemefits of full life and
iguglée likely to be an economic burden of the family and society. The
consequences of Tuberculosis on an adult include physical suffering from

pain, socio-economic suffering on behlaf of his family and his



contribution to the community suffers because the individual is absent
from work for a long time and his duties are neglected or delegated to
an unskilled worker.

In conclusion it could be said that the consequencesoof clients
not interpreting accurately messages communicated by health education
posters will affect individuals, family and community as a whole, High
morbidity and mortality rates of common preventable problems, the
problem of overcrowding in health imstitutions and repeated admissions
to hospitals and health centres from preventable health probleams should
be major concerns to health workers. The fact that clients may not be
interpreting accurately messages communicated by health education posters

contributes to the above problems, Besides morbidity and related
problems, the consequences of illness on an indivédual stretch from
immediate physical human suffering to the family and community. A sich
individual is not likely to contribude fully to his own life, family and
the community, This implies that a nation with high percentage of
morbidity will ha/e a large population of incapable individuals who may
need support in Zambila adding‘aconomie strain sn the national budget.
For example, if many working people in different parts of Zambia are
frequently 111 or chronically 111, their work w 41 be at a stand still
or will be freqently temporarily assigned to unexpefienced persons who
may not perform such duties ader:-.ely, If all these sich workers

are put together, they would form a large number of sich population

and the work to be done by them will show emormous gaps. This is costly
in terms of employment, Employing new workers in the process leads to
low productivity in that new workers have to be continualiy oriented

to their jobs, In the same manner, the quality of care being prowided

by inconsistent and unspecialised personnel would affect the quality
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of care given, thus contributing to the ecomomic strain of the ecountry.
Therefore, it is important that health workers especially those
involved in the production of health educational aids and those in
active health education activities should bear in mind that the accuracy
with which individuals interpret messages communicated by posters
could habe a bearing on the crude death rates, infaeot and maternmal
mortality rates and life expectancy. This remains the challenge to be
cxitically looked into by all health workeras
Reflecting on the problems discussed in this Chapter, the
following hypothesis have been stated in ralation to determimation of
how accurate clients #n Lusaka Urban are able to interpret health
messages communicated by healtheeducation posters 3~
1. Cultural background of individual elients affect the
accuracy with which individuals will interpret messages
conveyed by health education posters.
2, Clients who have attained secondary school level of
education interpret messages comveyed by health education
posters more accurately than clients with primary level

of education,

3. Women are likely to interpret messages communicated by
heakth education posters more acgurately than men.

4, Posters conveying a single health message are interpreted more
v accurately than posters with multl messages.
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CHAPTER 4

METHODOLOGY

RESEARCH DESIGN

A descriptive survey research design was used for the stugy
because the emphasis was on describing clents' perception and
interpretation of three health education posters which are among
the health education posters in current use, and the clients'

beliefs, taboos and values pertaining to the information on the

three posters, It was &lso required to describe relevant information

on health education from clients and other supportive information
necessary in assisting clients to interpret messages communicated
by health education posters. The reasons for the choice of this
design as an appropriate method of study are that, firstly the
method enables the investigator to collect curreat information
about the study. In this case, the investigator obtains burreant
interpretation of the messages conveyed by health posters.
Secondly, it was also necessary to control the form and the manner
in which information was obtainsd, Thirdly, information is
collected from a variety of subjects who resemble the total group
in the characteristics being atudic?. Fourthly, a descriptive
study does not involve explrincntaqiun to answer questions (Treece
and Treece, 1973). Fimally, in desariptive studies the major
controls are statitistical rathar than experimental because
surveys ten& to study social forces in the field which camnot be

manipulated by the 1nvuatiga:or (Seaman and Verhonick, 1982).



THE RESEARCH SETTINGS

Lusaka consists of 579, 148 of Urban population (Census, 1980) which
is served bf‘twentymfivé (25) health centres and one large health
institution—ghe University Teaching Hospital which is in the Central part
of iusaka, Tﬁé health centres are situated within the communities of
clients for their accessability. All Govermment centres are managed by

the Lusaka Pravinpial Medical Officer.

Four health cantres namely, Kabwata, Chainama Hills, Chawama and
Materc Reference Heﬁgth centre were selected for sampling of elients.
These health centres \.ere selected for sampling because it is assumed
that clients attendiné}ﬁhesc centres for ailments and other purposes
might have been expoaedfto health education and also might bave come in
contact with health education posters. Alsé if data were collected
at clients' places of work or im their homes, the participants normally
assume different roles and responses may be influenced to a certain

extent by the role in which‘the,reapondents are operating (Polit and

Hunler, 1978).

In general all health centres, provide curative and preventive
services. However, emphasis in on preventive activities directed
toward the components of Prina¥y Health care measures which are
maternal and child he&lth services h§plth education, expanded immuni~-
gation programnme, cnvi;onmental sanitation, safe water supply,
mutrition, mental health. community dignosis, rehabitation, periodic
health'ehack ups of individuals and genetic counselling to promote and
maintain the heaith of individuals, families and communities. Curative
activities include active treatment of minor ailments and continuity
of care for patients referred from the University Teaching Hospital,
Health centres operate on eight hour basis - 07.30 - 12.30, 14,00~

16.00 hours Monday to Friday.
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The health centres open mornings only on Saturday and Sundays for
treating minor ailments, FHowever, health ceutres with maternity

services such as Matero Reference Centre operate on 24 hour basis.

The staffing pattern of the h$ﬁ1th centres on avarage have one
doctor, a sister. inicharge oi medtn;l assistant in-charge, two medical
assistants, two peychiatry nuraea;'ona registered midwife, four
enrolled nurses, two nutrition demésttatora, two clerks and two
cleaners, The patient turnover on‘average par month is 14, 733, This
number of attendances varies from;scason to season as some health
prohlems arxe related to seauonni’chanses. Though there are
commonalities among the health ¢;ntres, still there ate some
differences in terms of hhe siaé. services and the philosophy of the
individual health centres. It is therefore necessary to briefly deseribe

the individual health settings selected for sampling.

Kabwata Health Centre is msituated in Kabwata area which has a
population of 10,226 (Census, 1980), Thies centre is about@=kilometers
avay from the University Teaching Hospital. It is therefore likely that
clients attending this centre also utilize University Teaching
Hospital., Kabwata is the smdllast cmntre of the four seetings selected.
Physically, it consists of thirthen (13) rooms numbered accordingly om
each door to help clients get into the right places. The rooms include
registration room, screeninj rooms for malesadults, children together
with female adults, dressing together, drug stora;oom, doctoxs room,
injection room, nutriticnm storage room, room for the in-charge, dirty
utility, kitchen and the maternal and child health room. There are
also toilet facilities fgr patients and the staff, Activities of the
ccﬁcrc are those outlined earlier in the genaral similarities of health

centres,




The activities directed toward promotion health, maintsinance of health
and prevention of disease are carried out on daily basis following a
systematic time table such as Monday mornings are for antenatal bookings
and afternooms for family planning, Tuesday mornings are for antenatal
reattendsats and afternocoons for Postmatal clinic., Wednesday are for
children's clinic all day. Thursday mornings are for nutritional health
education and afternoons for Homm visiting, Friday, all day for home
visits and Saturday is for reports and records. Kabwata Health Centre has
two Public Health Nurses. One is a Zonal Public health nurse operating
from Kabwata while the other is a clinical teacher from the School of
Nursing at the University Teaching Hosgital. The latter is responsible
for students® experience in Public Health Nursing. This centre though
small also serves as a teaching cent:ré not only for student murses but

* also for midwives, Post Basic students and Medical students.

cChainama Hill Health Centre is situated in the eastern side of
Lusaka about six kilometeres away from ‘the University Teaching Hospital.
It is built within the grounds of Chainama Hospital which is a mental
institution, It serves 1,699 of the population (Census, 1980). Tha Centre
is managed by Chainama College of Health Sciences, It was built for‘ the
puporse of teaching medical assistant students, psychiatry nurses and e
moud' nurses, Therefore the centre has extra facilities eush as
laboratory and equipment, examination rooms, classvooms, clinical rooms,
and observation rooms,for patients, Likewise it is also staffed to meet
the teaching needs of wedical assistant students. It also has its own

anbulanﬁg service.

Matero Reference Health Centre is en the western side of lLusaka
about eight kilometres away from the University Teaching Hospital, It is
the largest health centre in Lusaka ubban and serving the largest community

of 39,327 people (Census, 1980). Attached to the centre is a paychiatric
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fehabilitation unit and a maternity unit which operates on 24 hour basis.
It also serves as a teaching centre for student nidwives, medical

agssistants, psychiatry murses and medical students. Necessary human .,

material resources have been provided to rum the centre effeatively, It
also has its own ambulance service, Themeet the demanda of the
comnunity, some services like matersal and child health are run oa daily

basis and not weekly like other centres,

Chadama Health Centre is located in the Sourtherm part of Lusaka
about six kilometres away from the University Teaching Hospital, It
si the second largest health centre in Lusaka Urban serving 34,709
people (Census, 1980)., It also has a psychiatry unit and a maternity
wing which is not yet in operation, It is also a teaching centre foxr

student midwives, post basic nursing students and medical assistants.

PILOT STUDY

A pilot study is defined as a small prelimimary investigation of
the same general ehar;emr as the majorrstudy which is designed to
acquaint the researcher with problems that can be gorrseted in
prepatation for the large research projeet (Traece and Treoc;, 1973).
The purposes of canducting a pilot study are that, the atud; detects
problems that might be eradicated before the major study is attempted
and makes improvements in the research project such as guidelines on
some answers to questions, how much time would be nseded for the
instrument used and whether clients underatmsod the wwrding of the
questions (Seaman and Verhonick, 1982), Inspite of these advantages,
a pilot study was not carried out in this study due to time factor in
which the study had to be completed and submitted to the Department of

Post Basic Nursing of the University of Zambia.
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The second reason is that a pilot study is an artificial situltion in
that it is an experiment which may be difficult to duplicate in -
another setting. Foufthly, a pilot study losee confidentiallty and
leads tc bias by participapms discussin with potential subjects which
may affect the major results, Finally, the pilot study is costly

(Treece and Treece, 1977),

THE SAMPLE

In view of the time factor, the sample was limited to sixty (60)
clients, Subkects were males and females aged between 20 and 50 years
wvho attended the centres for treatment of minor ailments or other
purposes, Very ill clients, the physically handcapped such as the
blind and the deaf and those below the age of 20 and above fifty
were excluded from the sample. It was felt that the very ill clients
might not be in a position to give appropriate responses vhile the
blind cannot see the posters which were to be used durimg the interview,
the deaf have a special way of comsuniecating. The category of subjects
selected was appropriate because it was felt that they have been
exposed to culturep beliefs, taboos and values which are likely to
influagce individuals' aceuracy of interpreting messages communicated

by health education posters. Subjects below the age of twenty were

above 50 yesrs of age were in the retiring process, to rural areas

and Therefore their urban populatiorn would be smAll.

Purxpsive or quota sampling as it is sometimes referred to was
ﬁned to select sixty (60) subjects from the fuur health centre
settings: In this procedure therresanrcher selects some spegial
group becsuse there is some evidence that it is sepresentative of

the total papulation one wishes to study (Treece and Treece, 1983)




In this study the special group was characterized by age, sex, marital
status, educational level and occupation. Because of the known
characteristics, purposive sampling avoids involving unnecessary

. characteristics. However, it has advantage of 'leading to biases.

As sampling was to take place from the four health centres, this
meant that fifteen (15) clients were required from each centre.

Eight males (8) and seven (7) females were to be selected from each
health centre, alternating in the number of males and females with
,eech preceeding health centre to make the equal number of fifteen (15)

per health centre,

Permission for access to clienfs was requested from the Nursing .
Offlcer in charge of Health Centreo in Lusaka Province and from the
Dlrector of Chalnama College of Health Sciences (Appendix 1. ‘\
The purpose of the study was stated aﬁd the use of the findings was
explained. Due -to time factor‘verbal permission was:sought while
processing the official letter of request. A written reply granting

permission was given (Appendix 2;;)2&;23.

Individual health centres for sampling were visited a week in
advance. Officers in charge were informed of the study in order -o
gain their co-operation and assistance during data‘collection. Tn
turn the Officers.informed tHe clients of the study. The purpose of
the study was explained and subjecte were told hdlw‘the~findingsewouldv-
be used in assisting health workers in preparing an& producing health
education material which would help clients to interpret health

messages accurately,

In all four centres subjects were selected from the registration
section where every one registers before they are channeled to

appropriate areas for attention.
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It was explained that only clients tho wexe in a position to
participate should voluntesr to avold unnaégssary inconviniences on the
part of the cliemt. Volunteering meant that clients had an equal

chance of being sedected within the group with\gpccial characteristics.

\

INSTRUMENT USED TO COLLECT DATA

The structured interview schedule was used to callect data from
respousents (Appendix III)., It was felt that the structured
interview was appuopriate for various measons. Firstly, the ﬁool
could be applied to both literate and illiteraete subjects, Secondly,
if the interviewww does not understand the questions, the investigator
may repeat or rewaxrd them for clamity (Treece and Treece, 1977).
Thirdly, flexibility can be exervieed, and sensitive 'questions may heed
establishing rapport with respondents aund rephrasing the quastions.
Lastly, it is possible to obtain a higher propotion of rasponses
from potential cendidates. Some of the advantages of the interview

schedule according to Treece and Treece (1677 p 199) are ag follows:

) I Data frou each interview are usable becauss no items are
left blank. ‘
2, Depth of responses can be ensured since the researcher

can pursue any questions of interest.

3. Can be used in an exploratory study to find out whieh
questions would be most valuable to include in the
questionmaire,

4, A higher proportion of responses are ohtained from
potential respondents

4

v There is greater flexibility that is provided by the
.. procedures

6o 7%\L; allows more apportunity to appraise the validity of
the report becauss the interviewe is present to observe
at 1s taking place such as verbal and non verbal cues

7 It 1s used on both literate and illiterate respondents



Although the reasons given are valied for the use of the imterview
schedule, there are some disadvantages attatcied to it, For
example, the interviews themselves are tedious, time consuming and
costly (Polit and Rugher, 1988), These might influence the
investipgator to reduce the number of the sample required in order to
avoid incorrect recording of information. Secondly, the presence of
the intertiewwr might influence the respondents' responses (Polit and
Bungler, 1978). Khan and Cannel (196€7) point out that the influence
between the interviewer and the respondent is by no means a mone-way
process., The relationship is reciprocal with psychddegical fields
of both internviewer and respondent constantly in the process of

modification because of cues each one receives from the other,

In orfer to minimuze some of the the disadvantages the

following measures were takena

1) The sample was limited to séxty (60) subjects to reduce

the time epent on interviews

2) interviews with the subjects were to be condudted im 10 -
15 minutes time to avéid boredom and waste of time on the
part of the client

3) Requesting subjects te volunteer for participation helped
to reduce bias on the part of the investigator,

4) Rapport was established between subjects and investigator
to put the clients at ease

5) Privamy and anonynity were maintained by the investigator.

Accompaning the interview schedule were three health education posters
comsonly displayed in health centres sud other places. These vere:

1) family planning poster showing the disadvantages of a
family which does not prectice family plauning and the
advantages of a fawily which practices family planuing.

2) A poster showing tihe advantage of vaccinatiug a child
against tuberculosis by using the vaccine B.C.G., during
infancy.
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3) A poster slowing three children with different nutvitional
status, These are Marasmus child, Kwashiorkor and a hcalthj
child. ’

All these postars are accoupanied by brief explanatious in ®nglish.
These posters were displayed one at a time according to the sequence

of questions addper interviewe schedula.

SEQUENCE OF QUESTIONS

There wsre thtrty-seven (37) questions arranged in a manner that
that was psychological meaningful te the respondents (Polit and Hungler,
1978). Questions one (1) to six (6) comporised of demographic data
concerning personal informative status, education occupation, Questions
seven (7) to fourteen (14) introduced réspondenlu to heaith education,
The ipformation was on whether they have heard about health education,
 what they understand about it, and how and where they were exposed to it

and their preference of health education methods used,

Questions fifteen (15) to seventeen (17) were on posters in general
which clients might have bome across, the type of pokters and where
they came accross them, Questions seve to seventeen aiwed at preparing
respondents to answer questions that followed on tha posters sgelected for

the study.

Quastions eighteen (18) to twenty five (25) were on tha first poster
which is the family plamning poster, The eighteanth question look at the
poster and tell the investigator what he/she saw. The nineteenth
question asked the respondent the message that he/she got from the poster.
Questions twenty (20) to twenty three (23) asked about whether the subjects
practicec traditional fsmily planning methods, the type of traditional
methids used, who teaches tnese methods and his/her feelings towards

modern femily planning methods.
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Question twenty-four (24) asked respondents on how the poster can
be improved vpon in order to assist alients interpret accurately health
messagys from posters. Question twenty five (25) asked for respondents

comneyts cn the ppster,
{

/

‘fuestions twenty-six (26) to thirty one (31) were on the poster
shq&ing the importance of immunizing the baby against tuberculosis. The
f;ést two questions sought the same infornntion as that on the family
pﬁanning poster. The next two questions wefe directed towards traditional
/beliais individuals hold about tuberculosis. Questions thirty (39) asked
for respondents' views on how the poster can be inproved upon. Question

thirty~one (31) asked for respondents' comments on the poster,

Questions thirty-twa (32) to thirty-six (36) were on the poster
showing three children in three different nutritional status - marasmus
kwashiorkor and a health baby, Question thirty~two (32) asked what
clients waw on the poster. The uext questian asked the respondent to

interpret the message on the posater,

Questions thirty-four {34) and thirty-five (35) were directed toward
traditional beliefe and taboos attached to makmutrition., QJuestion thirty-
six (36) asked for clients' views on how the poster can be improved wupon.
Question thirty-seven (37) asked respondents to comment on the interview

itself,

The other method which could have been used to collect data for the study
was the queetiomnaire.l It was felt that the study itself needed depth of
responsae awl flemibility which the uestionaire could not provide, The
othar reason is that it was golng to be costly to produce 60 copies of

each of the three posters,
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DATA COLLECTION

Data were collected by uaing the structured interview
schedule, This technique is also referred to #8 participant
observation which 18 characterized by & direct intraction between
the deserver and subjects (Sweenay and Olivieri, 198lp 165), The
investifator collected date in mid April, 1984 because during this
period and rain season was oveﬁ gnd wore clients were likely to

attend the health centres. Interviews were conducted on Tuesday

" and Wednesday mornings from 08,00 - 12,00 hours.

\\ At Kabwata Health centre bhe office of the nutritionist was
uigd for interviewing subjects., At Chawama, the emergency room
whi*h was not yet in use was used while at Matero Referemce Centre
the kffice of the Publie Health Nurse was used. At Chainama Health
CGntfg a classroom built within the centre was used for interviwing.
These rooms were examined prior to conduting interviewsfor any
noise kntarference from staff and unnecessary inconveniences fram
the wor&grs. Sitting arrangements were prepared in the manner that
promotes @ fedling of friendlinass. ﬂaasures werr taken to ensure
minimal di\turbnnce. The posters which accompanied the interview
schedule wete arranged on a portable stand in a flip chart form,
The stand way at an eye level of the respondent and the imvestigator
placed at a distance from which the subject could see properly.,
Before the infnrviews started, subjects were grécted and given

a seat, The iivestigatro introduced herself as a University
student interested in health related activitjyes and established
rapport worker to relax respondents, Before the interview began

it was explained \o respondents that posters rather than them were

being assessed.
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One of the problems during the interview was that respondents
chougitt Cuey were belng taught health education. The investigator
found &t difficult to disrupt the intecest of souwe reapondents which
wmade the exercise time consuming. Secondly, the translation from |
English to the local lauguage and theun from local to English diluted
responses given espegially the opiaiou resposes. Thirdly, writing
dovn responses immediately was ot possible most of the time., This
was to avoid‘discontuity of the couversation. Lastly, some
respondents though that the invesitggsor was part of the health centre
tean, and therefore during the interview they tendend to brimg 1m their

own health problems which again was time comsuming on the part of the

inveatigator.

LIMITATYONE OF THE STUDY

Due to time factor the ganple was limited to sixty subjects, This
number is too small to zeneralize the findings, The instrument could
not be pretested, again due to limited time in which to complete the
studye Recause of time factor agein, it was not possible to evaluate
more than three posters. Secondly, tveauslation from leocal to Emglish
language end them from 19cal languege ipto English could have ar

effect on the results by providing maccurate filgures.



CHAPTER 5

PRESENTATION OF FIMDINGS

In order to communicate and describe the results of the study move
effectively, analytical tables have been used to summarize meaningful
results pertaining to the study. The data were analysed manually

because the sample was small, The data were tallied and categoriszed
sccordiﬁg to the sequency of the interview schedules Answers to
questions on opinion, suggestions and comments have been categorized

in gppropriato groupings, Each table of responses is grouped into

four to six (4 -~ 6) categories., The tables are divided into three

groups in relation to the rescarch question. There are groups

A, B and C,

Group A tables prusent personal information of respondents. Group B
tables present respondents' knowledge on health education and Group C
Tables provide information on respondents' perception, bellefs and taboos
and interpretation of three posters (Appendix IV) used with the interview

schedule and the general comments on the interviews.



TABLE I : SEX AND AGE DISTRIBUTION OF RESPONDENTS .

-

GHOUP A TAELES

AGE IN MALES | FEMALES TOTAL PERCENTAGE
YEARS -
26-25 10 15 25 42
|28-30 10 12 22 37
30-35 7 2 9 15
35-40 3 1 4 6
TOTAL 30 30 60 100
TABLE 2 : MARTTAL STATUS OF RESPONDENTS,
CATRGORIES | MALES | FBMALES | TOTAL PERCENTAGE
MARRIED 25 29 53 88
SINGLE 6 - 6 10
DIVORCED - 1 2

TABLE 3 : HIGHEST EDUCATION LEVEL ATBAINED BY RESOBONDENTS .

EDUCATIONAL | MALES | FRMALES TOTAL PERCENTAGE
LEVEL

" |PRIMARY 20 24 4“4 73
SECONDARY 8 4 12 2
NO FDUCATION 1 2 3 5
COLLHGE T | - 1 2
TOTAL 0 30 60 100
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[ABLE 4 1 RESPONDENTS' OCCUPATION,

ATEGORIES MALES FEMALES TOTAL PERCENTAGE

OUSE WIFE - 20 20 33

ELF EMPLOYED 8 7 15 25

LERICAL 10 - 10 17

TUDENT 6 3 9 15

CHANIC 4 - 4 7

REMPLOYED 2 - 2 3

OTAL 30 | 30 60 100
GROUP_B TABLES

ABLE 5 : RESPONDENTS WHO HAVE HEARD ABOUT HEALTH EDUCATION,

RESPONSES MALES FEMALES TOTAL PERCENTAGE

{EARD ABOUT

EALTH 23 19 42 70

UUCATION

0T HEARD

ABOUT WEALTH 7 11 18 30

DUCATION

IOTAL 30 30 60 100




JABLE 6 t RESPONDENTS'EXPOSURE TO HEALTH EDUCATION,

oo

RRSPONDENTS MALES FEMALES TOTAL PERCENTAGE
EXPOSED TO

HEALTH 11 19 30 50
EDUCATION

"

NOT EXPOSED

70 HEALTH 19 11 30 50
EDUCATION

TOTAL 30 30 60 100
ABLE 7 s RESPONDENTS'KNOWLEDGE ON HEALTH EDUCATION.

RESPONSES MALES FEMALES TOTAL PERCENTAGE
HRALTH

LIVING 7 9 16 27
DID NOT

ENOW 7 9 16 27
PREVENTION

OF CHILDREN'S 7 8 15 25
DISEASES ‘

ANTENATAL

CARE 4 4 8 13
COULD NOT

REMEMBER 5 - 5 8
TOTAL 30 30 100

60
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3Lk 8 : RESPONDENTS' KNOWLEDGE ON METHODS USED TO DISSEMINATE HEALTH EDUCATION,

SPONSES MELES FEMALES TOTAL PERCENTAGE
) NOT KNOW 22 11 33 55
CTURE AND 3 12 15 25
ONSTRATTON

DIVIDUAL

71CH 4 7 11 18
ADING AND 1 - 1 2

IO

TAL 0 30 - 60 100

BLE 9 : RESPONDENTS' PREFERENCE OF METHODS USED IN HEALTH EDUCATION.

FERENCE MALES FIMALES TOFAL PERCENTAGE
PREFERENCE 22 11 33 55
CTURE AND

JONSTRATION 1 16 17 28

DIO 5 1 6 10
ADING 2 2 4 7

TAL 0 30 60 100

BLE 10 : PLACES WHERE RESPONDENTS WERE EXPOSED TO HFALTH EDUCATION.

SPONSES _MALES __ FEMALES TOTAL PERCENTAGE
NE 19 11 0 50
ALTH 5 15 20 33
STELUEION

HOOL, 3 3 6 10

DIO 3 1 4 7

TAL 0 0 60 100




BLE 11  RESPONDENTS' CONTACT WITH HEALTH EDUCATION POSTERS,

-

SPONSES MALES FEMALES TOTAL PERCENTAGE
S CQME ACROSS

ALTH EDUCATION 25 27 52 87
STERS

8 NOT COME

ROSS HEALTH 5 3 8 13
UCATIONAL POSTERS

TAL 30 30 60 100

-

BLE 12 3 RESPONDENTS'PLACES OF CONTACT WITH HEALTH EDUCATION POSTER.

;;ousns MALES FEMALES TOTAL PERCENTAGE
ALTH

ISTTTUTION 20 25 45 75

) WHERE 5 3 8 14
HOOL 3 2 5 8

;Hrm 2 o 2 3

)TAL 30 30 60 100
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TABLE 13 : RESPONDENTS'RECALL OF HEALTH EDUCATION .POSTERS.

|
. i
P— 3

———

RESPONSES MALES FEMALES TOTAL PERCENTAGE

POSTER ON
MALNURISHED 11 19 30 50
CAILD \

i
i
— A

"\ ‘V‘\\ ~N
POSTER ON
NUTRITIOUS 7 9 16 A
FOODS ‘

——

POSTER ON [
EFFECTS OF N
EXCESSIVE BEER 6 1 7 12 &
DRINKING . i
POSTER ON A
CHOLFRA 4 ) 4 6 ¥
YDUCATION

0STER ON NEVER 2 1 3 5
REN ANY Vi

_ - \ ’/iz;
OTAL .30 | 30 60 100
P b .
. Y
o
L
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GROUP C TALBES

BLE 14 3 RESPONDENTS' INTERPRETATION OF FAMILY PLANNING POSTER ,

—

SPONSES MALES FEMALES TOTAL PERCENTAGE
MILY ON

JOURNEY 10 15 25 42
RGE |

MILY 6 9 15 25
ALTH '

MILY 6 4 10 17
'LLAGE

MILY 5 1 | 6 10
OR

MILY 3 1 4 6
YTAL ' 30 30 60 100

o——

ABLE 15 : NUMBER OF RESPONDENTS WHO PRACTICE MITIONAL FAMILY PLANNING

METBODS
RSPONSES MALES FEMALES TOTAL PERCENTAGE
ES 25 27 52 87
) _ 5 3 8 13
OTAL 30 30 60 100
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BLE 16 : RESPONDENTS' RECALL OF TRIBE TRADITIONAL FAMILY PLANNING PRACTICES.

\TEGORIES

 RACTICE MALES FEMALES TOTAL PERCENTAGE
\OTECTIVE

LARMS 23 27 50 83

D NOT

oW 5 - 5 9

S STENANCE 2 1 3 5
SSERVING

\FE PERICDS - 2 2 3
JTAL 30 30 60 100

"

ABLE 17 : NUMBER

OF RESPONDENTS WHO KNOW MODERN METHODS OF FAMILY PLARNING.

e

ESPONSES MALES FEMALES TOTAL PERCENTAGE
> 25 13 38 63
- s 17 22 37
;rm. 30 30 60 100

-

ABLE 18 RESPONDEES' RECALL OF MODERN METHODS USED IN FAMILY PLANNING.

ESPONSES MALES FEMALES TOTAL PERCENTAGE
ID NOT KNOW 25 13 38 63
ILLE 5 13 18 30
00P - 4 4 7
OTAL 30 30 60 100

——
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f?-WLE 19 : PERSONS WHO GIVE ADVICE ON FAMILY PLANNING PRACTICES.

ADVISORS MALES FEMALES TOTAL |  PERCENTAGE
| noERS TN THE

| CMMUNITY 23 18 41 69

| LATTVES 00 9 9 15
 BALYH WORKERS 2 3 5 8

| DID NOT KNOW 5 0 5 8

| toTaL 30 30 60 100

1& LE 20 : RESPONDENTS' FEELINGS TOWARDS MODERN FAMILY PLANNING METHODS .

RESPONSES MALES FEMALES TOTAL PERCENTAGE
(EDUCES FEMALE

| INFERTILITY 25 26 51 85
0D Ii' ONE

NLLOVS 3 4 7 12
NSTRUCTIONS

0 IDEA 2 0 2 3

i 30 30 60 100

21 : DECISION MAKERS ON PRACTICING FAMILY PLANNING METHODS IN THE HOME,

J2se0NSES MALES FEMALES TOTAL PERCRNTAGR

ES ONLY 23 17 40 ‘ 67

WES ONLY 2 6 8

13
JD NOT KNOW 5 3 8 13
Jiks AND
HALES 0 4 4 7

JTAL 30 30 , 60 100
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TABLE 22: COMMENTS ON THE VALUES OF A 1ARGE FAMILY.

COMMENTS MALES FEMALES TOTAL PERCENTAGE
SOCIETY'S

EXPECTATION 10 14 2% 40

HIGH INFANT

MORTALITY 9 12 21 15
ECONOMIC

VALUE 11 4 15 25
TOTAL 30 30 60 100

TABLE 23 t SUGGESTIONS GIVEN BY RESPONDENTS FOR IMPROVING ON THE FAMILY
PLARNING POSTER.,

SUGGESTIONS MALES FPMALES TOTAL PERCENTAGE

HOME SETTING
FOR THE TWO il 9 18 33
FAMILIES

TRANSLATE
EXPLANATIONS
| | INTO LOCAL
. | LANGUAGES

POSTER
ACCEPTED AS 3 9 12 20
IT IS

INCREASE THE
FAMILY BY
TWO CHILDREN 4 3 7 12
T0 THE HEALTH
FAMILY

EXCLUDE ,
THE LARGE 3 3 6 10
FAMILY :

10TAL 30 30 50 100
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TABLE 24 : RESPONDENTS' INTERPREIATION OF THE POSTER ON PREVENTION OF

TUBERCULOSIS,
INTERPRETATION MALES FEMALES TOTAL PERCENTAGE
CHILDREN'S
CLINIC 10 18 28 47
NECLECTED BIG
CHILD - 15 9 24 39
DMUNIZATION
AGAINST 3 2 5 9
TUBERCULOSIS
HEALTn BABY 2 1 3 5
TOTAL 30 30 60 100

TABLE 25 : NUMBER OF RESPONDENTS WHO HAVE PREVENTIVE MEASURES FOR
TUBERCULOSIS IN THEIR TRIBES,

RESPONSES MALES _ FEMALES TOTAL PERCENTAGE
iES 27 24 53 88
NO 3 4 7 12
I0TAL 30 30 60 100

| YABLE 26 :TRIBAL.METHODS USED TO PREVENT TUBERCULOSIS.

At

RESPONSES MALES FEMALES TOTAL PERCENTAGE

WEAR PROTECTIVE

CHARMS 20 18 38 63
ECTIVE .
TREATMENT 7 8 15 A 25

OF ANY ILLNESS

| pID MOT |
| oW 3 4 7 12

TOIAL 30 30 60 100
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TABLE 29 : NUMBER OF RESPONDENTS WHO HAVE BELIEFS AND TABOOS RELATED TO

MALNUTRITION.
RESPONSES MALES | FEMALES TOTAL PERCENTAGE
1S 25 30 55 92
NC : 5 - 5 8
10TAL 30 - 30 60 100

JABLE 3C : RESPONDENTS' BELILFS AND TABOCE REIATED T( MALNUTRITION .

BELIEFS AND

43008 MALES FEMALES TOTAL PERCENTAGE
EARLY SEX WUEN |

INFANT IS TGO 15 12 27 45
YOUNG |

BREAST FUEDING

 DURING 7 11 18 30
PREGUANCT

SEX QUTCSIDE
MARRIAGE 3 . 3 6 10
DUIL:‘\'»«' IZ‘*:?AE‘?CY

MON 5 - 5 8

CPELLS

FA
~1

e v v e

| IOTAL 3¢ 30 6C 100

_'I@;BLB 31 : SUGGESTIONS GIVEN BY RESPONDENTS ON HOW TO ASSIST CLIENTS

INTERPRETE ACCURATELY THE MESSACE ON THE POSTER SHOWING

MALNDURISHED CHILDREN.

SUGGESTIONS MALES FEMALES TCTAL PERCENTAGE

o

. EXPLAIN IN LOCAL
- LANGUAGE AS WELL 12 14 26 44
;' AS IN ENGLISE

R —

t  ADD MISSIRGC 'FOODS

| TO MARASMUS AND 8 ¢ 1% 23
I KWASHIORKOR
CHILDREN
LEAVE POSTER AS
1T 18 4 7 11 15
SEPARATE PICTURES FOR
_INDIVIDUAL CHILD 6 3 9 13

TOTAL 30 30 60 100




TABLE 32: NUMBER OF RESPOX

IS WHY INTERPRETED ACCURATELY THE THREE
HEALTH EDUCATION POSTERS

POSTERS INTERPRETED ACCURATELY

DID NOT INTERPRET ACCURATELY
L NO OF RESPONSES

NO OR AESPUNSES
MALES FHEMALES TOTAL PER~

MALES FEMALES TOTAL  PERCENTAGE
CENEAGH
IMUNIZATION
ICAINS T 3 2 5 3 27 23 55 92
UBERCULOSIS
MILY 7
ANNING <y 3 ", 13, 25 28 i¢ 88
PASHIORKOR 3 9 iQ, 20 a7 21 48 4 o)
RASMUS 26 30 56 93 4 DO 26 “
BIBLE 33: RLSPCNDENIS' COMIENTS ON THE TEREE POSTERS
MMENTS MALES FEMALES TOTAL PERCENTAGE
ERY EDUCATIIV:
¥ SOMEONE 10 18 28 47
PLAINS
ED FOR INDIVIDUAL
® PUBLIC HEALTE 13 . 10 23 38
PUCATION ON POSTERS
WED FULL TIME HEALT
JJUCATOR FOR CLEENTS 7 2 9 15
RIENDING HEALTH ‘
JOTAL RESPGNSLS 30 30 €0 100
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CHAPTER 6

DISCUSSICN OF 'fhHy FINDINGS, NURSING
IMPLICATTIONS, RECOMMENDATIONS,
SUGCESTIONS AND CONCLUSION,

1 DISCUSSION OF THE FINDINGS

The majority Seventy-nine (79) per cent of respondents were 20 - 30
years old. Twenty-one (21) per eent of the sample were aged between 30 and
40 years (table 1), DProbably the reasons why the wajority of respondents
-were in the young age group are that this age group has been exposed to
modden approach of dealing with health problems whereby one has to consult
a healinh inscitution, -Secondly, this age groups' tradiiioual practices
have teen influenced Ly urbanization which has brought in differentecultures
from difierent backgruunds., Tairdly, the majority of them have be.m
exposed to formal education which might nave influenced their scope of
knowledgeon the approach to health problems. Fourtldy, the males in this
age group ace iu their most productive stages and therefore; :arg actively
involved in their jobs and it is likely that their health problems are
attended to at their places of work., It appears females Letween the age
ot 20 ~ 30 years vislt health centres more frequently than males and
females over 30 years of age. This could be atctibucid to the fact that
this age group falls in the most active productive period of life which is
also recognized:as a healih risk period both traditionally as well as in
the modern approach of caring for women in the child hearing age. During

this period, this age group frgquently visits health institutions for



antenatal, post-natal care, family pdanning as wvell as take children for
health check ups and necessary immunigzations.
All female respondents were married except one who was divorced,
In Zambia, all females who have reached puberty are marriageable unless
there were other factors such as education which would prevent a female
from getting married early in her life. Among male respondents, Ninty (90)
per cent were married and the other Ten (10) per cemt single (table 2).
The majority Seventy-five (75) per cent of the sample had attained
primary lavel of education. Among the females, Seventeen {17) per cemnt
had grade one primary education and TWenty-three (23) per cent had gone
as far as grades 2 to 7. Eighteen (18) per cent had secondary level of

education. Eleven (11) per cent males and Seven (7) per cent females.

. The other Five (5) per cent had no formal education. Lastly, only Two (2)

per cent males had college education (table 3). These findings generally
revealed that males had attained higher education than females. This
difference could be due to the fact that in Zambia girls usmally get
married at a very early age. These days even the ones who have a chance
to be in school are dropping out due to pregnancies. The value of females
in conttibuting to society is viewed in form of marriage and ¢hild bearing.
Therefore, formal education may not be important to female children,

Table 4 shows that the majority Thirty-three (33) per cemt of
respondents were housewives, twenty-five (25) per cent were self-employed
of which thirteen (13) per cent were females and twelve (12) per cent were
males, The other seventeen (17) per cent are employed in clerical jobs,
while seven (7) per cent were male mechanics and three (3) per cent males
were seeking eaployﬁant.

Concerning respondents'kinowledge on health education, the majority

seventy}(70) per cent had heard about health education. The seventy (70)



per cent respondents were thirty-eight (38) per cent females and thirty-
two (32) per cent males (table 5). The inecrease in the number of males

1 th have heard about health education could be due to having attained
higher educational level than females, They are able to read health
messages on the health education posters, Also males are less actively
involved in the daily home management and therefore, have time to listemm

to the radio and read news papers,

Although seventy (70) per cent respondents had heard about health -
education, only sixty (60) per cent had been exposed to health education,
These were thixty-two (32) per cent females and eighteen (18) per cent
males, These findings reveal that more females than males have been
exposed to health education inspite of a hiahcr percentage of males who
have heard about health education (table 6), The reason could be that
females are more frequently in contact with health institutions through
maternal and child health services where they are likely to get exposed
to health education, It #as also found that the most common place of
exposure to health education was a hmalth institution. Thirty-three (33)
per cent of respondents wera e¢xposed to health education #n health
institutions, Other places included formal schools ten (10) per cent and

through radio seven (7) per cent.

Table 7 reveals that swenty-seven (27) per cent of respondents;,
did not know the meaning of health education, the same number of
per cent gave the answer as healthy living whieh included physical health
and environmental sanitationy Twenty~five (25) per cent said health
education means taking children to the cliniec when they are ill and
thirteen (13) per cent viewed health education as attdmnding antenatal
clinic and eight (8) per cent could not remember. Generally, females

were more oriented to health education than males, although to many,



health education seemed to be assoclated wmuch more with maternal and child
health services only. This is revealed in both maies' and females'
responses which accounted for thirty-c!.gh; (38) per cent,, Perhaps too
much emphasis has been placed on maternal and child health services in an
effort to combat the high incidents of infiant and maternal morbidity and
mortality which was and is still a conwern to health authorities, May be

other measures to promote and maintain health are not given much atteation.

Table (8) shows that fifty-five (55) per cent of the sample did
not know the methods used to disseminate health education. Twenty-five
(25) per cent mentioned the lecture and demonstration methods; Eighteen
(18) per cent mentiogcd individual advice and two (2) per cent said
reading and listeming to the radio. Apparsntly none of the respondents

mentioned health education posters.

The respondents who knew methods of disseminating health education
said they preferred a coubination of lecture and demonstration methods
to learn heslth education. They said when a lecture is followed by a
demonstration, they do not forget easily and it is easy to put what was
taught into practice., Ten (10) per cent of the sample preferred
listening to the radio because it was relaxing. The next group were
those who preferfed reading seven (7) per cent, Their main reason for
this preference is that thay could refer back to the sritten news or
booklets if need arises. These findinge suggest that females value
didactic and actiommethods of learning becsase of their role in the
homes and the low/levei ~f :dueation. They may not pay attention to
reading news items concerning health related matters or listea to the

radio.
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Fifty (50) per cen’t of respondents had not been exposed to health
education in any place, The maj‘ority thirty~three (33) per cent had
been exposed to health education in health institutions. Other
respondents had been exposed to health education at school. The other
seven (7) per cent had been exposed to health education through
listening to the radio, These findings reveal that more females hmew

the places from which they were exposed to health education than males.

With regard to respondents'ccontact with health educatioa posters,
(table 11) eighty-seven (87) per cent of which ‘emales were the majority
had come aaross health education posters, while thirteen (13) per cent
of whieh the majority were males had im: been in contact with health

education posters.

The majority seven—five (75) per cemt first came across health
education posters at health centres (table 12). Fourteen (14) per cent
said they had mot eome across health education posters anmywhere, The
other eight (8) per cent came across the posters at school, Other places
whieh ineluded community development centmmes, voluntary organisations
such as Young Women's Christian Assoeiation were given by three (3)

per cent.

Following information on respondents’ contact with health
edouation posters, respondents were requested to r@all health education
posterstthey had seen, (table 13). Fifty (50) per cent recalled a poster
whisY ghows a malnourished child, twenty-seven (27) per cent recalled
a poster whowing nutritious foods and how they can be combined to

provide a balanced diet, twelve (12) per cent of which ten (10) per gent
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were males recalled a poster on excessive drinking, six (6) per cent
males only did mot tecall'any. This information shows that females
recalled posters related to nutrition because of their exposure to
health education at the Childrem's Cliniecs, Antenatal and Postnatal
Clinics. Also it is easier to recall these posters because they are
related to their responsibilities in their own homes, Males recalled
posters on excessive drinking because it is likely that these posters
could have been displayed in their places of work since it is quite
common that males could be reporting drank on duty. Those who recalled
the poster on Cholera three (3) per cent said they had been actively
involved when there was an outbreak of Choloera in the areas they had
been working, while two (2) per cent saw a poster when they visited the

hospital,

After respondents had recalled the health education posters they
bad seen, subjects were asked to tell the investigator what they saw
on the poster before the, and state the message they got from the
picture. On the family planning poster (table 14), four-two (42) per eent
saw a family on a jourmey, twenty-five (25) per eent saw a large family,
seventeen (17) per cent saw a healthy family, ten (10) per cent saw a
village family and six (6) per cent saw a poor family. These figures
reveal that eighty-three (83) per cent of the sample noticed only the
picture showing many children, This picture was significant to many
respondents because large families are very como;: in Zambia and
poobably couples with many childrea are envied. A large family 1s
regarned as an asset to the couple. The seventeen (17) per ceat who
identified the poster as showing 2 families were those who had

secondary education ten (10) per cent were males and seven (7) pex ecent




were females, These were able to read the poster. In general the
majority did not get the intended message whéch was being comveyed by

the poster.

Eighty-seven (87) per cent of the sample said they pmacticed
traditional family planning methods in their tribe (table 15)., Among
the thirteen (13) per cent who do not have traditional methods of family
Planning, eight (8) per cent were single males and five (5) per cent

were females who had just been married and were in the family way.

Table 16 indicates the various traditional methods respondents use
in their tribes, FEighty-three (83) per cent mentioned protective charms
worn by females, seven (7) per cent single males said that they did not
know any traditional methods, five (5) per cen practiced abstenance
and three (3) per cent femalea practiced observation of safe periods.

Nobody mebkioned any methods used in modern family planning.

Respondents were required to name modern methods used in family
plamning, Sixty-three (63) per cent did not know (table 17), The other
thirty-seven (37) per cemt of which females were the majority knew the
methods used in modern family planning (table 18)., Twenty-two (22)
per cent among the thirty-seven (37) per cent subjects who knew modern
methods of family planning methdoned Pills and seven (7) per cent females
mentioned Loops (table 18). The finddngs from tables 14, 15, 16, 17,

18 and 19 show ehat although there has been extensive health education
en modern mechods uss? 4= f=mily planning, the majottty of respondents
did not know th~ methods. The few who hnew these methods said they

do not use them, This implies that even the few who had been exposed
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to health education on modern methods used in family planning have not
changed their attitudes towards modern methods used in family planning
(table 20), In the 6 tables relating to family planning the females
geem to be better oriented in this area than males. This could be due
to the fact that naturally the females have to bare the burden of ehild-
bearing and rearing, therefore, they are traditionally advised on
measures to avoid unwanted pregnancies, They also seem to be more
knovledgeable than males on modern methods used in family planning

because of frequent exposure to health institutions.

Interesting enough, table 19 whows that the majority 6f the aamﬁle
sixty-nine (69) per cent were given advice on family planning by the
élders {n the community. Fifteen (15) per cent females only mentioned
relatives such as grandmothers, aunties, sisters and cousins, Bight (8)
per cent mentioned health workers. These findings again reflect that
health education in this area might have not bee effective probably
due to reasons feflected in respondents' feelings towards modern family
planning (table 20). Many of them eighty-five (85) per cent felt that
methods used in family planning reduce female fértility. Twelve (12)
per cent said they have heard from friends who have practiced modern
methods that the methods are good if one follows instructioms, But they
comment ed that they themselves have not tried Bacause of fear of reducing
fertility, With this informationm, it ia possible to assoclate fertility
with a large number of‘children. May be this was thevreason why most
subjects were able to identify the large family whieh was mot practicing
wodern family planning methods (table 14), It seems a large family is

associated with fertility.
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Table 2l)reveals that most males in the sample thirty-eight (38)
per cent feli that femiales were respondible for practicing fanily planning.
Thirteen (13) per cent of males and females said ¢nly males were
tésponbible for practicing family planning, whitle the other thirteen (13)
per cent were not sure and seven (7) per cent felt that couples were
responsible for planning their own families, If the majority of r
respondents fell that women are responsible for practicing family
planning, then males will not pay much attention to health education
messages on faﬁily planning because they feel that is is not their
responsibility, Perhaps that is why females seem to be more

knowledgeable in family planning practicesa,

Table 22 shows that the majority of respondents forty (40) per cent
conmented that traditionally a woman 1s expected to have as many
children as possible. This 18 one of her major roles in socieyys Thirty-
five (35) per cent felt that if they have few children and some happen
to die they wauld be left with very few or none. ‘Thia would mean that
couples will mot have anybody to assist them in their old age. Therefore,
strong negative attitudes towards modern family plamning methods are
likely to be more pronounced in females than males. This again could
be the reason why a large fiamily on the poster was more easily identified
than the small size family. The remaining twenty-five (25) per cent
said a large family 1s necessary for ecomomic reasons especially in

rural areas wilire cultivation of fields calls for a joint effort.

Nevertheless, subjects (table 23) felt that the poster wemld do
with some improvement, Thirty-three (33) per cent felt that a home setting

for each of the two families 1nclﬁding a house and surroundings would
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probably assist clients in interpreting the poster accurately. Twenty-
fiQe (25) ver cent said the main handicap was the language in which .
explanations were written., It was felt that the writing on the poster
should be translated into various languages. Twenty (20) per cent
accepted the poster as it is., Among the twenty (20) per cent were
those respondents who had attatihed the higheat leve of educatiomn, These
were able to read, write and understand English well, Twelve (12) per
cent felt that the family which is shown as practicing modern methods
used in faemily-should have an addition of two more children so that
they are four in all.’ They gave the reason that the two children
appesring on the poster gave the impression that couples should only
have two children and no more. The last ten (10) per cent suggested
exclusion of the large family becuase it drew more attention to
obsmrvors overshadowing the information that is supposed to be conveyed,
They also said that the two fakily pictures appeared to be separate
with no correlation of messages. Thase suggestions show that clients
are interested and ready to receiye health education information if

the messages were conveyed appropriately.

The other poster used was ou the prevention of Tuberculosis., The
majority (table 24), fourty-seven (47) per cent said the poster was
showing activities of the children's clinic, Thirty-nine (39) per cent
saw a neglected big child, nine (9) per cent interpreted the message
correctly, they said the child was being immunized against Tuberculosis.
These subjects had attained Form V level of secondary education., The
other five (5) per cenﬁ interpreted the poster as showing a health
baby., This means that only nine (9) per cent of respondents interpreted
the poster accurately. On preventive measures for Tuberculosis in

respondents® tribes (table 25), eighty-eight (88) per cent said they
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had traditioral preventive measures against Tuberculosis, and twelve
(12) per had none. Responses on trive methods used to prevent
Tuberculosis (table 26), showed that sixty~three (63) per cent of
respondents sald protective charms were worn by children to some parts
of the body, usually around the neck, Twenty-five (25) per cent said
that active treatment of any 1llness im a child was done. Twelve (12)
per cent did not know, These results show that traditional concept of
disease preventing measures still prevails, No respondent mentioned
immunizations earried out in health centres as means of preventing

Tuberculosis,

When the message being comveyed by the immunization poster was
explained and interpreted (table 27). thirty (30) per cent felt that
toanslation of explanations accompanying the plotures should also be
in local languages for clients who cannot communicate in English,
Another thirty (30) per cent felt that the picture of the baby showing
immunization should be enlarged becmuse it is showing the primary steps
in the preventkon of Tuberculosis. Twenty~threa (23) per cent guggested
that the pictures on the poster should be arranged in sequence of
events, Seventeen (17) per cent felt that the picture of the baby should
be excluded from the poster. These suggestions show that clieants are
interested in health education and if appropriate channels are used to
convey the messages, clients would interpret the health meesages

accurately,

The poster cu ualncurished children which has received extemsive
publicity an? 1ealth education hed varied rasponses (table 28). Fourty-

seven (47) per ceant of the respondents interpreted the malnourished
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child as a thin and neglected child, Forty (40) per cent saw an 11l
child, The illnesses included skin discase such as leprosy, generalized
oedema and ascites. Tight (8) per cent saw a child with protein calorie
malnutrition, Five (5) per cent .7 the eight (8) per cent respondents
were femsles with primary level of education who had hsd health
education on mslnutrition and three (3) per cent were females with
secondary education, The three with secondary education learnt about
nulnutriticn at School, Five (5) per cent males thought the child with
Kwashiorkor had paralysis., On the whole, females had a bettsr insight
on the poster showing maloutrition chkildren than males., However, the
majority did not interprer the poster accurstely, The eight (8) per cent
correct responsas all came from femelas, Earlier in the discussion,
(table 13) shows bhht fifty (50) per cent of the respondents recalled

a plcture of a malumourished child. In contrast, only eight (8) per cent
interpratad the poster aeccurately, This could be due to the fact that
inspite of oxtensive publicity, learning has not takhe place among

clients,

The findings also revealed that ninty-two (92) per cent (table 29)
of respondents had beliefs and taboos related to malnutrition and eight

(8) per cent had none,

In réeiew of the respondents' beliefs and taboos related to m
malputrition, forty-five [(45) per cent (table 30) said malmutrition is
a result of éarly resumption of sex by the couple when the infant was
still too young (6 - 1l8)monthas), thirty (30) per cent believed that
breast feeding during pregance caused malnutrition to the chilé who was

being breast ied, Ten (10) per cent believed that sex outside marriage
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by the mother when the baby 1s young leads to maimutrition.. Seven )]
per cent belleved in spells being casi on the affected child and the
eight (8) per cent who had no beliefs were single males who had no

families yet,

Following the explanation of the postar and its interpretation
(table 31), forty-four (44) per cent suggested that the poster should be
explained in local languages as well as in English. Twenty-three (23)
pee cent felt that if required foods were added to each pilcture
showing a Marasmus and a Kwashforkor eiild, it would help to intexpret
the poster accurately., Eighteen (18) per cemt felt that the poster
should not be changed. These were respondents whh were able to read and
understand the explanation in English, The remaining fifteem (15) per
cent suggested that the pictures of a marasmic and kwashlork children
should be on separate posters. These suggestions show that inspite of
beliefs and taboos related to malnutrition, clienis are interested in
learning new ways of looking at nutritiounsl problems if messages

could be conmunicated in ways that wwld bLe uweaningful to them.

Raflecting on research question: How accurate are clients
interpreting health messages communicated by health education posters
commonly displaved in the health institutions in Lusaka urbén? The |
findings reveal that there was a difference in the degree of responses
within the £hrea health poster used in the study. The highest most
accurate responses were from a poster showing a marasmic child
(table 32)., The second in the highest responses was on the family
planning poster followed by the picture of a kwashiorkor child and the

lasst interpreted picture was thethe poster which showed the advantages
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of immunization against tuberculosis during infancy. In general the
majority did not interpret the health messages accurately, The high
responses on the marasmic poster could be due to the fact that:
nutritional education and survel .ance has been extensive, not only by
health workers but also in conjuction with other health related
prograimes such as coumunity development projects and fupctionsal literacy.
The reasons that kwashiorkor poster was poorly interpreted could be due
strong beliefs and taboosg that are related to this condition this applies
to the poster on immuaization agaiuet Tuberculosis as waell. Reflecting
to reasons for higher vesponses in the family planning poster could be
agaln attributed to the majority of females who are frequently exposed

to health institutions for the maternal and child health services., There
could be other contributory factors to the high percentage of
responderis whoe were unable to iaterpret health messages accurately.

One of them could be aze. The majority of respondents were between

20 and 30 years old (table 1), The majority in this group especially
mnales are actively involved with their jobe and, therefore, may pay
little attention to health related information. When they have minor
health problems, they are attended to at their places of work where

they may uot reweive health education not related to thelr work
situation. The second factor contributing to subjects' inability to
interpret the posters accurately is the educational level of

respondents, (table 3) findings revealed Chat the majority of respondents
had attained primary level of education which had not equppped the
clients to read and énderstand posters explained in Laglish., This has
supported hypothesis number two (2) states tchat clients who have attained
secondary level of formal education are likely to interpret health
messages conveved by health educatlon posters more accurately than

clients with primary level of educations In addition, raspondents
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suggested that the writing on the posters should be translated in local
languages which again has supported the reason for subjects' inability
to interpret the messages accwrately, The third factor is exposure to
health education. The findings revealed that the majority of
respondents have not been exposed toc health education, Among those who
had been exposed to health education, the females were in majority.
The ones who have been exposed to health educatlon had some knowledge
on what health education is and were able to recall methods used in
health education as well as recall more health posters they have come
across than males, Women had a fair idea of the messages on health
education posters than males. This finding supports hypothekis number
‘3 which states that women are likely to interpret messages communicated
by health education posters more accurately than men because they are

in contact with health institutions more frequently than males,

The fourth factor could be beliefs and taboos related to health
problems, This was revealed in the questions related to modern methods
used in family planning and malnutrition., On the family planuning
poster, the attitudes and beliefs of respondents towards modern family
planning were more convincing to respondents themselves than the
advantages given for the use of modern family planning practices. This

also reflected on the bellefs and taboos related to malnutrition.

The last facco; could be the arrangement of pictures on the posters.
All posters had more than one picture., Respondents only perceived what
was related to their experiences. For example, on the family plawning
poster, the majority of respondentsssald the pilcture whowdd e large

family and not

e T e e




This 18 because a large fawlly In Zambian culture is the ideal. Cmn the
immunization against Tubexculosis poster, the majority saw a baby
being immunized becuase this is what 18 unormally done in the health
centres, The big boy with Tuberculosis who was the focus for the
message was not secn. On the malnourished children, most respondents
saw a health child but did not assochate this child wigkh the other two.
This supports hypothesis number which states that posters conveying
a eingle hedlth message are interpreted more accurately than a poster
with aultl nessages. Suggestions ware made to remove some pictures
and only leave the picture on whlbeh the measage is based, This shows

that multi messages pictmras could lead to misiaterpretation.

Generally, the sample was too smail to make generalization to the
total pupulation who attend health centres in Lusaka Urban., Comments
on the interview aé a whole (table 32) shawed that che majority, forty-
seven (47) per cent expressed that posters can be very edusative if
there were explained in appropriate languages, Thirty-eight (38) per
centféelt Mhat there was need for indivkdual and public education on
posters baing displayed, Fiftemn (15) per cent suggested a full time
health education to be attached to health centres and places of work

(table 32).

In conciusion, it could be said that the majority of respondents
did not interpret accurately tiie health messages being conveyed by the
posters due to factors such as education level, iittle knowledge on
health elucation, beliefs and tabbos and inappropriate design of the
posters, However, the findings revedded that respondents are interested
in new ways of solving health problems and therefore, the challenge

remains with the health workers,
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2  KURSING IMPLICATZIONS "

The findings of the study revealed that most respondents did not

interpret the three health education postars accuratedly regardless
of whether they were illiterate or not, this was especially evident
with the family planning poster and the poster showing immunization
sgainst Tuberculosis., This implies that the objectives of family

planning to promote and maintain health would not be met as well as

reduction of incidents of Tuberculosis,

Regarding the family planning poster, most respondents expresgsed
strong feelings about traditiomal practices, Generally in Zambia
large number of children are regarded as asseta for Buture investment,
In view of traditional family concept the message on the modern family
planning as it stands tends to contradict the tradttional value of
having a large number of children. The intendad message on the poster
is that ppacing childbirth implies havingz a small number off children,
This implies that the present family plannin; poster must be improved

in a way that would be culturally aceepted,

The posters used in the collection of data had more than one
Plcturc.l.It was.observed that most respondents recognized only a single
picture from each of the posters which they said they had seen before.
Iﬁis recognition of single pictures from wultl pictﬁre posters could be
interpreted to mean that respondents selected information which was
most measingfuleto them based on their rast experience., For exauple,
on the poster showing advantages of irmunizatimeg against Tubeiculosic,

& small picture showing a baby being immunized was wore frequently
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recognized than the picture showing the effects of Tuberculosis on a
boy in a ;arge picture (Appendix 4) who is the focus of the message.
This implies that probably a single picture on the poster wauld be more
noticeable and would convey the intended message better than the multi

picture poster,

The malnutrition poster was better fmterpreted. This could mean
that a lot of time had been spend 1im this area and clients were able
to recall what they had learned. However, malnutrition is still among
the tan (1U) leading causes of morbldity and wortality rates in Zambia,
This could e due to the fact that stereotype of learning had taken
place among clients who had been exposed to health education., If this
is the case, new approaches to teachiung clieats should bae looked into,
it was also revealed that there were strong bellefs and taboos related

to malnutritiva, 7Taboos and bellefs play a major rote in makiag the

individuals conforia to the norms of tue soclaty. While recognizing their

value in a soclety, they can be a stuwbling btlock to health education,
Therefore, new ways of teaching to wodify sowme of the traditional taboos

and bellefs hampeting the effects of wcdern education should be sought,

from the findings most of the respondents were illiterates or
sami literate, Thia contributed to clients' inability to interpret
health messapas cowmmun.catad by the thres health education posters
with accuracy especially in the cases whhkre all posters had words
written in English. This meant that clients did not receive the
written wessage end as & result were unable to interprat the message,
(n the other band, some of the literate respcendents were not able to

interpret health messages accurately. This indicates that there is
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generally poor perception of messages pictorially communicated in the
posters. Therefore, there is need to redesign the posters. It was

also evident that males were more literate than females, Nonetheless
the majority of males had not bee exposed to health education. The
females howevexr, who are the majority of illiterates, because of the
nature of rolés, they were much more exposed to health education than
the males. It is important, therefore, that health education in places
' offwork be intiodunad to expose males to modeman health practiges, not
only concerned with their occupation, but also with other health aspects

relating to the three levels of prevention,

On the knowledge of health education among the respondents, the
majority of the males in the sample had little knowledge on health
education which was mostly related to maternal andcbhild health services.
This indicates that there is need to expose both males and females to
other aspects of health educatiom other than the maternal and child
health service oriented education whébh has been a measure taken in
an effort to reduce the high maternal and mortality rates which have
been of great concern,inlii.Zawbis, a man is an influential person in the
family therefore, if he 18 exposed to health education he could foster
the practices of health education posters 1nAprovidin3 essentials for

approriate health practicing measures.

In view of these findings different approaches must be studied
witeh will effestively assist cliemts to intexrpret health messages
accurately and look at health education in a broader sense to promote
and maintain health. In order to achieve the objectives of health

education, in the field of health education, health workers must move
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from disease oriemted approach to health promotion, health maintenance,
disease preventing measures and rehabilitation. In order to provide
care of quality, health education must look at the existing trends in
nursing practice, management, education and research which will give

direction to the provision of quality careés

3 RECOMMENDATIONS

As stated in the previous discussion; quality eare embodies
nursing practice, administration, edseation and research. The following
are recommendations related to the four components of nursing which

form the basis for providing quality care im the field of health education. &

311, Nureing Practice

i) All health education postcti in current use must
be evaluated for their effectiveness.

i1) The public must be educated on common health A
problems amd on the posters in current use, Therefore ||
no client whtbdd leave a health centre without any :
advice on health measures. However, precautions
should be taken to ensure that the advice is given
to the right person at the right time and place
by the right persons

4i1) Home teaching using a variety of methods must be
intensified through home visits not omly for follow
up of discharged patiemts but visits for families
without obvious health problems.

iv) There should be frequent appraisals of the
community to diagnose health problems. Use of a
variety of teaching methods such as community /
participation, and posters should be implied.
. {
v) There should be introduced broad health cduentién
at places of wark to expose males to health [
education practices directed not only at their /-
occupation, but also to the three levels of s
prevention given in the Chapter om operational
definitions. :

/




vi) The concept of primary health care must be assessed
to determine the extent to which it could be utilized
in health education,

vii) Health workers must be educated on skill inm
communication and concept of perception so that
they can conduct health education without biases,

viii} Health workers should actively participate in
clinieal areas other than managerial funetions, For
example, plans can be made in such a way that
health worker in a managerial position canm visit a
number of health centres with specific objectives,
He/she can physically praticipate in duties such
as maternal and child health services, home visiting
community diaguosis ecarry out research projects
such as devising various ways of preparing infant
foods, growth pattera of Zambian children and
effective ways of teaching individuals.

312, Nursing Management

i) All levels of management must formulate policies
regarding actisities of health education., For
exanple, in the geographical demercatéon it should
be stated that aké she population within a
demarcated zone fialls under the health warker in
charge., This policy would give a right of the
officer in charge to plan preventive health of
various special populations such as industries,
schools and also appraise the activities of the
private surgeries,

i1) Plamning of staff, maternal and financial resources
bearing in mind the policy and objectives of the
management,
111y The management shofld collaborate with other health
: related agencies to avoid duplication of work and
save human and maternal resources.

iv) Evaluation procedures for the community should be
establisghed,

v) Foldow up community actiwities.
vi)  Compile statistical data and disseminate information.

313, MNursing Education

All health workers to be oriented to principles and
puctice of health education through

i) Inservice education




i1) staff development

i1{) Continuitg education.,

3:4. DNursing Research

Nursing research should be parxt of actigities in health
education to explore and solve problems relating to health
education.

SUGGEST IONS

i) The study should be carried out on a large scale so that
the findings can be generalised.

i1) A study on the utilization of health educators in health
centres should be carried out,

111) A study to explore the attidddes of males towards modern
fanily planning methods should be carried out,.

iv) One of the three health education posters used in the
study should be redesigned based on the suggestions and
than oarry cut a piiot study to determine {ts
effectiness, (see appandix 3, 4 and 5)

v) Design of posters to include traditional attitudes and
beliefs,
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5 CONCLUSION

The study on how accurate clients interpret health messages
communicated by health education posters has looked at p(ﬁ&incn: factors

that are likely to influence individuals' interpretation of health

messages, The fingings have revealed that educational level, experience,

cultural background, beliefs, values, attitudes and taboos and some of
the factors affecting the accuracy with which individuals are likely

to interpret health messages,

It was also observed that the majority of respondents were less

. knowledgeable on the comcept of health education especially among the

males because they are less frequently in c¢ontact with health jnstitutions,

Generally most respondents did not interpret health posters accurately
probaMd} due to factors mentioned which are related to the background
of individuals including philosophy edueation, perception of health

practices and means of communication,

The implications high lighted on the responsibility of health
workers to redesign posters and seek new ways of imprting health
messages to clients so that they can be assisted to imperpret health

messages accurately, The four components of nuraing namely practice,

aduinistration, education and research should work jointly in an effort
to seek new or improve on existing methods of imparting health

knowledge to the public.
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Post Basic School of Nursing
School of Medicine ;
P.0. Box 50110 )
LUSAKA : i
)
24th June, 1984
]

, ) |
The Principal Tutor ;
Chainama College of Health Sciences |
P.0. Box 3399 ke
LUSAKA i

= |
: I

re: PREMISSION FOR' RESEARCH PROJEQI

.

I am a student: currently enrolled in the Bachelor of Science in
nursing programme at the University of Zambia.

This programme requires a-researéﬁfproject in the area of the
student's speciality. The research has to be submitted to the
faculty at the end of the academic year. : o ) ;

My area of speciality is Community Health Nursihg. I am interested |
in finding out how accurately cliéents interpret the health messages '
communicated in health education: posters: displayed in most health

institutions and most organlsations an& ox; public places. . . i

It is hoped that the findings will help health educatorg to o 4

critically analyse how they utilize the posters when conducting ' f

health education. It is also hoped that.it will help health workers

especially those: involved in developing educational aids to improve |

on. available. posters and the ones to be deveIoped by taking into : 5
consideration this aspecﬁ of their‘job : ‘

I am: therefore requesting\for permission to interview clients i : S
seeking medical help at Chainama health Centre from the second week g
of March, 1984 to April, 1984, The information obtained will be /| :

~ for my own use and will be kept.in strict confidence. - N

Thanking you in anticipation.‘

s i

Yours faithfully,_ ' , : : ' %

B

MK Chintu (s} S

c.c, Head of Post Basic Nursing Dept

" Miss P. Chibuye, Lecturer & Co-ordinator in Nursing Research Course
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PMOLP/9/7/1

Ministry of Kealth

cffice of the Provincial
Médical Officer,

P.O. Box 37136

LUSAKA,

léth March, 1984

Mrs., M. K. Chintu,
PBbst Easic Schcol oi Nursing,
School of Medicine,
P.b. box 301190,
LUSAKA,
I refer to your letter cated 2th larciy, 1964,
I have no objection for you to carryout the research in
guestion at *atero Refereane-health Centre, Chawama and
Kabwata., FPlease repcrt to the Doctors Ox Fuklic health
Nurses at eacih of the health centres and present this

minute to them so that they can allow and assist you in
your researci work since I 8id not have time to comunicate

to then,

Please ask for anything and we will assist whenever
pposshhble.

I would just like to get a feedback for my own curiosity
on your research and of course for improveuaent in the

health centres.

Chainama is under the School of Healtli Sciences at Chainama.

Thank you.

For/FPROVINCIAL MEDICAL OfFICER
LUSAKA FROVINCE




- Appendix IIT
STRUCTRED INTERVIEW SCHEDULE FOR OFFICIAL
USE ONLY
Sex:
Male
1 1
Female 2

How old are you?

What is your marital status?

Have you had an opportunity to attend formal education?

Yes

No

How far did you go in your education?

What is your occupation?

Zeeenennns

—

(S S R L )

O &€& ~N o

10

11

12
13
14
15

16
17

13
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Have you heard about health education?
Yes

1
No 2

What does health education mean to you’

Have you been exposed to health education?
Yes

1

No 2

How were you exposed to it?

Do you know any method used in health education?
Yes

No 2

What are they?

Which method do you prefer?

3.'.'..'.

19

25

26
27

29

30
1
32
33

34




What are the reasomns for your preference?

Have you come across any health education posters?

Yes

1
No 2

Where did you come across them?

Which health education posters have you seen?

POSTERS

I FAMILY PLANNING POSTER

Please look at the poster and tell me what you see on 1it.

4 so0eve

35
36
37
38

39

40
41
42
43

44
45
46
47

48
49

51
52
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What health message do you get from the poster?

Do you practice any family planning methods in your
tribe?

Yes

No

What methods arc used?

Who teaches methods of family planning in your tribe?

What are your feelings towards modern family planning
nethods?

How can this poster be improved upon in order to asdist
clients interpret health messages accurately?

Have you any comments to make on this poster ?

50...‘.. LR

33
34
55

56

37

39

60

61

62
63

65
66

67
68
69
70




26.

27.

28,

29.

30.

. ")_
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II POSTER FOR DMMUNIZATION AGAINST TUBERCULOSIS

Please look at this poster and tell me what you see on it.

What health message do you get from the poster?

Are there any methods used in your tribe to prevent
tuberculosis?

Yes

1
No 2

What are they?

In what way can this poster be impro¥ed upon im order to
convey the message to the clients accurately?

6l&l.¢|oou

71
72
73

74
75
76
77

78

79
80
81
82

83

85
86
87




31.

32,

34.

35.

Have you any comments to make on this poster?

IIT POSTER SHOWING THREE CHILDREN

i, Child with marasaus
11, Child with protein calories malnutrition

111, A health child

Please look at the poster and tell me what you see,

What meesage is the poster conveyin: to peopire who
come across it?

Do people in your triba have any beliefs and tabdos
related to the condition?

Yes

What are they?

7 seseesd e

82
90
91

92
93

95

96
97
98
99

100

101
102
103
103




36.

37.

How can this poster be improved upon to help clients
interpret health messages accurately?

Have you any comment to make on health education
posters as a mathod of teaching health edueation?

Thank you for your time.

105
106
107
108

109
110
111
112
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PR ISE FAMILY PLANNIN

'WHAT HAPPENS WHEN YOU PRACTISE FAMILY PLANNING?
- IMPROVED LIVING CONDITIONS.

2 PREI ENTION OF UNWANTED CHILDREN.
3. REDUCED RISKS OF ABORTION.
4.
5.

IMPROVED HEALTH OF WOMEN AND CHILDREN,
HAVING TIME TO LOOK AFTER EVERY
CHILD PROPERLY.
6. IMPROVED hDL(,ATlONAL OPPORTUNITIES
FOR CHILDREN.

ASK YOUR
CLINIC STAFF
OR DOCTOR FOR
INFORMATION

OR
WRITE TO
LUSAKA RESPONSIBLE
PARENTHOOD PROJECT
Box 50258, :
LUSAKA . Lo

|-







KWASHIORKOR BABY

APPERNDIX VI
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not enough food “wot encugh BODY-BUILDING foods (protsin)
]
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6

7.
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