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In recent years, the strategy for the control of schistosomiasis has placed increased emphasis on the
role of health education, public information, and communication. This should, not only bring about
specific changes in behavior aiming at disease prevention, but also stimulate participation of the com-
munity in health programs. Beyond this, it is desirable that both community members and researchers
should seek better life conditions through a transformative social action. The present paper adresses
these concerns; first, by critically reviewing some health education programs that were developed in
Brazil, and, secondly, by analyzing and suggesting wavs to improve this area.
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As schistosomasis control strategics presently
emphasize man in licu of other clements of the
transmission chain, the importance of information
to populations in c¢ndemic areas mwust never be
undcrestimated, paying attention to a progressive
point of view.

Since 1984 morbidity control has been recciv-
1ng greater emphasis by the WHO (Technical Re-
port Series 1985, 1993), which should stimulate
primary health care programs. These programs
“has placed increased emphasis on the role of
health education and safe and adequate domestic
watter supplies, as well as sanitation, in the main-
tenance of control of schistosomiasis”(WHO 1993),
which all require the participation of the popula-
tion and the essential circulation of information.

Schistosomiasis, which is generally restricted
to populations of the less affluent classes, is re-
lated to poor life conditions, to areas lacking basic
scrvices, and to lack of information and instruc-
tion. In these conditions people become infected
through water-linked activities, such as work, per-
sonal hygiene, laundry, fishing and recreation. The
scarcity of latrines enhances transmission prob-
abilities through indiscriminate defecation habits,
generally carned out close to water bodies.

Education, information and communication
strategies in control programs should, therefore,
not only bring about specific changes in behavior
aiming at disease prevention, but also stimulate
participation of the community in health programs.
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This participation should thus promote a wider
consciousncss of the biosociocultural faclors in-
volved in the transmission of the disease, which
would constitute a transformative social action
searching improvement of lifc conditions.

TRADITIONAL INFORMATION AND PARTICI-
PATORY INFORMATION

Historical background - Historically, the con-
trol of schistosomiasis in Brazil has been largely
assoctated with chemotherapic measures, either in
the treatment of patients or in the eradication of
vector snails of schistosomes. Although sanitation
and sanitary education have always been pointed
out as fundamental prophylactic measures in or-
der to chiminate the diseasc (Barbosa 1975), they
have actually ncver been extensively and continu-
ously carricd out.

Since the sixties, control campaigns in Brazil
have emphasized integration of health education
with other measurecs. However, a great distance
remains between planning and the actual execu-
tion, which has been concerned with immediate
targets and which has been vertically carried out
through traditional techniques.

A dcarth of publications exists, dealing with
cducational actions and information in the control
of schistosomiasis. Among the articles reviewed
that of Garcia (1966) stands out for its modern
theoretical approach and for its consciousness of
the limits to the execution of measures, which is
hampered by discontinuous government policies.
This author focusses her attention on the follow-
ing roles of the educator: as the investigator of
human factors pertinent to schistosomiasis epide-
miology; as coordinator of the planning, produc-
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tion and evaluation of educational matenal through
the lens of current comimunication theories; as
cvaluator of working proccdures, including cre-
ation of comparative pilot projects and control of
intervening variables; as evaluator of methods ftor
training auxiliary personnel 1n schistosomiasis
campaigns and technicians tn the arca of ¢duca-
{ion and communication.

However, only a reduced numbecer of practical
educational actions retlects these intentions so
widely and clearly. Such is the casc of the excel-
lent work by Hollanda (1958). which was carried
out 1n northeast Brazil, and which ranks among
the best ones of 1ts time, according to the WHO.
A 1958 report by Hollanda reveals her wide vision
and experience 1n the prevention of schisto-
somiasis. Although her emphasis 1s laid on behav-
101, as recommended by specialized literature, she
also committed hersclf to social issucs and the
importance of participation of the population in
control programs. She further examined the theme
of disease, associating it with (1) patterns of adap-
tation to the environment: (2) socroeconomic or-
ganization and means of subsistence:; (3) concep-
tions of rcality and the system of knowledge and
idcas about naturg; (4) rclationship modcs between
different social groups: (5) mentality and charac-
teristic attitudes of the dominant classes.

Quoting her work on communitics in endemic
areas: ~Restructuring of behavior which conditions
schistosomiasis and other verminous discases pro-
cecded not only through the impact of new knowl-
edge and conceptions of nature, but mainly through
psychologically satisfactory participation in so-
cially prestigious activitics, through which the
population developed 1tself and the community
organizcd isclf for the solution of its basic prob-
lems.

Since then the limits of health cducation work

have been reported, which are imposed by economi-
cal circumstances of the study areas and by struc-
turc, resources and orientation of medical and edu-
cational care services in endemic arcas.” (Hollanda
1958).
. Garcia (1966) refers to economical circum-
stances of populations stricken by schistosomiasis
and the role of information to them: “What use
would hcaith be 1o pcople who are totally excluded
from developing areas in the country; who arc
doomed to illitcracy, to famine, to slaveé work and
unemployment; who can only rcsort to magical
healing practices in case of disease and who at-
tribute 1t to supcrnatural causes?... Disease may
cven be an excuse to failure in life when 1t is used
as a defense mechanism.”

Educational actions in the seventies and eight-
ies - Although, even nowadays, these questions
pose an enduring challenge some successful un-
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dertakings arc hercin reported. The Project for the
Environmental Control of Schistosomaisis (1970),
for example. was carried out in Calciolandia,
Arcos. State of Minas Gerais by a multidisciphinary
tecam of rescarchers of the Centro de Pesquisa René
Rachou (Fundag¢do Oswaldo Cruz) and of SUCAM
(Supcrintendéncia de Campanhas - Ministry of
Health). After identification of ecological and be-
havioral lactors linked to discasc acquisition, edu-
cational action included an imtial 1dentification
of knowledge modces of the population on schisto-
somiasis. This enabled workers 1n the project 1o
(a) help people understand what happened in the
rcgion tn terms ol intestinal parasitic discascs and
othcr watcer-transmitted diseases. able to be con-
trolled by basic sanitation (adcquatc water supply
and propcr scwage facilitics). and (b) develop atti-
tudes involving responsibility relative to individual
and collective health. Research work was carricd
out through individual contact and group meet-
ings. when many resources were utilized, such as
films, shides, display of affected and non-affected
mice hivers, [ive vector snails, discussion and qucs-
tion-answer practices. Somc documenits with
prevalence rates before and after the program were
also distributed, which should stimulate maintc-
nance ol discasc control. An cducational staff
brnidged contacts between the population and health
personnel. Their acton included stimulation of the
movcement towards building of the regional icisure
center. of a swimming pool and other facilitics {or
the population.

Of major importance in this expericnee was the
consideration of knowledge varieties among com-
munity members and their possibilities of trans-
forming rcality. This would be possible through
new knowledge about the discase and 1ts associa-
tion with environmental changes which would al-
low confirmation of acquired behavior patterns.

Although this has been a successtul project,
with a significant decrease 1n prevalence levels, 1t
was only an 1solated expcericnce. Considering the
national context, the Ministry of Health has con-
cluded that up to the mid-scventics control efforts
in Brazil “have failed to stop cxpansion of schisto-
somiasis southwards and to avoid the nisks of its
reaching thc Amazonian rcgion.” (Coulinho &
Pimont 1981). This inspircd a new model of {ight
against the disease. in which sanitary, as well as
medical and educational, actions were associated,
leading to the creation, in 1976, of PECE (Minis-
try of Health’s Special Program for Schistosomiasis
Control).

Besides traditional control measures (treatment
of patients and control of vector molluscs) the ob-
jectives of this program included improvement of
basic sanitation condittons and health education
aclions.
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The health education program was centercd on
bchavioral objectives, aiming at a change of hab-
its, as well as on conceptual objectives, through
comprehension of basic notions about schisto-
somiasis, aiming at adoption of behavior patterns
relevant to control.

Mass-media (MM) broadcastings wcre among,
the information activities developed., as well as the
use of amplificrs, distribution of some publications
to the general population and organization of lec-
turcs and hlm projections to previouslty consti-
tuted groups. Other matenals were produced. such
as posters, folders, the documentary film “O Mal
do Caramujo” - The snail and illness - | records
and cassettes for radio and loudspeakers’ usc and
slide sernies. Specific resources were also distrib-
uted 1n schools, such as “Rules and instructions
for school health agents, small biographies of great
sanitarians, cartoons, album and a relerence guide
of Iinstructions to the teacher”. (Coutinho & Pimont
1981).

The great effort spent on development and usc
of various methods and materials did not prevent
the occurrence of “discrepancy. among population
members, of what 1s known, on one hand, and
whalt is done. on the other.” (Coutinho & Pimont
1981), which was observed 1n Touros (State of Rio
Grande do Norte). one of the areas under the ac-
tion of PECE. As the authors explain, “the trans-
mitted message 1s of apparcntly no us¢ 1n an envi-
ronment where 1t is utopian to expect that pecople
avold the same waters upon which they take their
subsistence and where they have their leisure™. En-
vironmental alterations are thus necessary, which
are associated to acquired knowledge and which
allow for new alternatives to old practices. More-
over, educational processcs should be cahara-
cterized by participatory communication, in which
the teacher-as-informer 1s turned 1nto teacher-as-
amuser, and the pupil-who-hcars into pupil-who-
investigates. This 1s a shared point of view among
most authors who dcal with educational practice.
be 1t general or specific, as 1s the case of health
education.

As recommended by Mana do Carmo (1987).
1t 1s necessary 10 ask and hear what the population
has to say in order to develop joint creative ac-
tions. Thesc actions would combine scientific and
lechnological knowledge with life knowledge of
the population, aiming at morc rcalistic and ap-
propriate solutions.

As observed by Loureiro (1989) in rcgard to
current trends in health education, emphasis of the
educational process shificd from a search of change
in behavior to conscious participation of individu-
als as pant of their social group. This has been dem-
onstrated by that author's practical experience, in
which popular culture 1s emphasized, to the point

of constituting the axis of the integrated process of
education, participation and organization
{Cadcmos de Educacio no. 2, 1985).

NEW PERSPECTIVES IN HEALTH
EDUCATION - CONSIDERATION OF
POPULAR KNOWLEDGE AND COMMUNITY
PARTICIPATION

Progressive awareness of social aspects revealed
the inadequacy of traditional education in relation
lo (a) its political character, unconnected to the
populations’ own concerns; (b) its technical char-
acter, unable to promote changes 1n attitude, by
resorting only to vertically transmitted scientific
knowledge: (¢) historical inertia, which 1s reflected
in outdatcd cducational practices and programs.

According to Nascimento and Rezende (1988)
“The moperativeness of traditional health educa-
tion methods, which i1s reflected in skepticism and
passivily demonstrated by the population in rela-
tion (o formal oricntations, conccals a resistance
to inculcations and to alienating scientism, which
is only able to prescribe purported solutions™.

Effcctive health education requirces that a) popu-
lar knowledge and 1ts practices be recognized in
order 1o be used in the search for solutions to the
populations’ problems; b) tcchnical and scientific
knowledge be updated. and ¢) emphasis be given
o health promotion and improvement of life con-
ditions. This calls for critical perception of the
cducator, as well as an expertisc 1n the subject area
and inherent motivation for his (her) work.

It 1s necessary that the educator not indulge
him (her) self on being a merc informer, or help-
ing the needed on a paternalistic basis. Rezende
(1984) urges onc to abandon messianism practiced
by angel-like people towards the poor, which sim-
ply reveals a domineering relationship, This tends
to include teaching of hcalth care practices, to un-
derestimate popular knowledge, and to consider
technical knowledge as inaccessible except to them-
selves. The cducator thus enforces the great inter-
nal contradiction of the systcm, 1.¢., by 1gnoring
knowledge derived from popular practices he also
denies access of the dominated people to technical
resources and to so-called scientific practices.

As regards schistosomiasis, community partici-
pation 1n the information and communication pro-
cesses 1s a priority. Community participation im-
plies self-responsibility for health aspects, which
15 expressed through some activities linked to 1m-
provement of life conditions and to well-being,
Tanner ct al. (1986) state that community partici-
pation 1n schistosomiasis control is only possible
either when the population sees 1n this disease a
health problem, or when it identifies the influence
of the discase on its well-being, for example, when
1t atfects the population’s productivity or eConomic
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and social development. If disease is considered a
priority to the population, then it will turn into a
dynamic question for the dcvelopment of the com-
munaity.

Consciousncss-raising about the importance of
schustosomiasis may be attained through informa-
tion and communication processes. If knowledge
1s to be conquered by the population, it is neces-
sary that the latter participates in its diffusion, in
the preparation of materials, or in the use of them.
What counts is the adequacy of the language and
the means through which information is diffused
in the sociocultural context of the chosen popula-
tion. Also important is that the relationship be-
tween discase and life conditions of the commu-
nity be understood, so that scientific as well as
popular knowledge may mingle. Itis thus expected
that these conditions help individuals of the popu-
lation understand discasc as an expression of mul-
tiple factors, especially of socioeconomic and cul-
tural naturc. As a result, 1t 1s also expected that
the population participates in the organization and
implementation of transformative actions on the
adverse conditions associated to disease.

HEALTH EDUCATION FOR CHILDREN -
INFORMATION AND COMMUNICATION
PROCESSES IN SCHOOL

Children and adolescents represent an impor-
tant population sector in transmission and main-
tecnance of schistosomiasis in endcmic areas in
Brazil. Epidemiological studics show high preva-
lence rates in the 6 to 20 year-old age group
(Castro-Filho & Silvcira 1979). as well as higher
percentages of treatment resistance and higher rates
of Schistosoma mansoni egg elimination, when
compared to adults (Katz et al. 1978). Morcover,
this population sector is more frequently exposed
to lake, strcam and river waters, especially wherc
no other leisurc alternatives exist. Moreover, this
sector does not undcrstand what are the conse-
quences of indiscnminate defecation habits, which
happens more frequently than among the adult
sector of the population. Physiology and behavior
contribute thus to the active participation of chil-
dren 1n the maintenance of the transmission cycle
of schistosomiasis.

A suggesied means of reaching a greater num-
ber of children 1s to includc information about the
disease in school programs. The educational pro-
cess m schools has more chances of attaining con-
tinuity and consistency than information programs
adopted in campaigns. These programs arc usu-
ally of a transient nature, cmploying MM resources
in a verfical manner, having a lower effectivity.

Considering the low instruction levels of the
majornty of the Brazilian population and the high
levels of school evasion, the greatest probability of

finding a child at school is restricted to the first
grades of elementary school, when health educa-
tion 1s most important.

As demonstrated by Werner and Bower (1985),
children act as a bridging element towards their
families and the rest of their community, to which
they retransmit learned knowledge. In some of
these cases effective changes are observed.

In order to be eftective, information and com-
munication processes must take into account the
reality of students and their community, as well as
their habits, beliefs, cognitive characteristics, mo-
tivation and concerns. These processes must also
pay attention to children and adolescents’ devel-
opment phase, ivestigate their intuitive concepts
about health and disease, and their perception of
rcality, so that no conflict or inoperativeness of
information follows.

Investments on development and training of
teachers is also a priority, in ordcr to attain effi-
cient and lasting educational actions. These inves-
tments would also stimulate the onset of a critical
consciousness. Only the teacher - and not anybo-
dy from outside the community - may deflagrate
an informative and formative proccess through a
politically-oriented work, since “learning about
health i1s Icarning about living” (Hollanda 1981).

Experience has demonstrated that training
courses which include both theoretical classes and
practical activities are most cffective. Thus, basic
contents on discasc must be attached to texts deal-
ing with the relationships between students and
tcachers. as well as to educational methods and to
use of artistic and cultural resources. After each
unit teachers should report how to tcach on health
topics through the use of different creative activi-
ttes, such as gamcs, story-telling, dramatizations,
puppet shows, other types of shows, ¢xcursions and
handicraft techniques, all of which related to com-
munity health questions, schistosomiasis included
(Schall et al. 1987, 1993).

[t 1s important to stimulate teachers to plan and
carry out practical projects in cooperation with the
students, since by establishing close communica-
tion with the community the information process
would be more concrete.

'Teachers should yet be warned about the need
to amphfy information about heaith and discase
and to oricnt it towards the secarch for collective
solutions, if the rclationships between man and
nature, and mankind are to be taken intg account.

An amphified health education considers the
individual as an ecosystem, or a microcosm. His
(her) body 1s an environment where populations
of mucroorganisms live 1n close associations, con-
stituting a mucrobiota. Disease happens whenever
there is a disruption or imbalance of these biota
clements, including the social context.
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If one considers an individual as an ecosystem
that is integrated to the total environment, this
individual will only develop values, attitudes and
positive actions towards this environment after he
(she) has developed them towards him (her)self.

It 1s thus vital to stimulate in children a posi-
tive self-image since early childhood, leading them
to value themselves and to perceive themselves as
part of a wider context. They should also under-
stand that to every action by themselves a reaction
ensues, either from somebody clse, or from the
environment.

Knowledge of facts and concepts about the en-
vironment 1s an aid to attain understanding and to
develop positive attitudes in the scope of social
consciousness. These attitudes, in turn, will affect
necessary actions of behavior towards the total
environment and towards the disease in question,
accomplishing the educational process.

MASS MEDIA AND OTHER MATERIAL
RESOURCES

Besides the fundamental role plaved by school
on health education, MM have been amply utilized
in the global process of health promotion.

Experiments have demonstrated that some
changes in health attitudes, such as quitting smok-
ing habits, diet alterations, may be attained through
the intervention of MM. This poinits to the need
of immediate environmental support, i.e., the en-
vironment must offer opportunity and support in
order to effect and sustain behavior transforma-
tion. Otherwise, there will only occur a cognitive
change, with no translation of information into
action. In this case the educational proposal fails
in 1ts final objective, and cognitive dissonance en-
sues.

Before television 1s uscd in informative cam-
paigns an evaluation should be made, which would
take 1nto account the percentage of the population
who has TV sets, as well as the target age group.,
hours and days of the week when TV watching is
most frequent, favourite TV programs, traditions
and beliefs, or otherwisc stated, popular knowl-
edge which may interfere in the hcalth education
process. In Egypt, scveral short (2 min) health
education films have been made featuring well
know Egyptian actors. Sincc these films have been
shown regularly on national television, the num-
ber of children being examinated annually, has
doubled (WHO 1993). This was a well succeded
communication strategy that was followed by a
positive change of actitude of the population im-
proving the disease control.

Besides being carcfully planned, the commu-
nication process must be continually evaluated in
order to check the cffccts and interactions taking
place, as well as feedback from the target popula-

tion, 1ts acceptance and response to the introduced
program.

Participation of professionals of various areas,
such as scientists, technicians, educators, social
workers, communication specialists and popula-
tion representatives is fundamental to preparation
of any program, so that information on health aids
11t better life conditions. The integration of differ-
ent professionals may avoid common distortions,
which occur in programs prepared by scientists who
ignore MM language, or in “translations™ of sci-
entific information by communication technicians
who 1gnore Scicnce’s rules.

CHOOSING THE BEST STRATEGY AND
FINAL COMMENTS

since Brazil is a developing country the role of
communication technology 1s questioned because
a great proportion of the population 1s not yet ready
to fully understand the effects of this communica-
tion. As rcgards information about schistosomiasis
it remains to be dcfined the best medium through
which communication may proceed. The follow-
1ing questions should be addressed, though, in or-
der o establish the best mcthod: what for?, why?,
under what conditions?, who?, through what
mcans? and what action forms?

Camargo (1985) argues that no previous an-
swers exist, each case requiring a careful analysis.
A diagnosis of the situation is also required, so
that planning alternatives may be produced and
the most appropriatc communication strategy be
selected.

As regards schistosomiasis, MM capable of
combining information with entertainment may,
in the case of being adequately carried out, con-
tribute to the development of attitudes, especially
among children, through simultaneously informa-
trve and formative messages. This is the basic trend
of the project “Ciranda da Saade”, which employs
pleasant texts and amusing activities in schools,
with promising results (Schall et al. 1987,1993).

[nformation which stimuiates discussion
among adults may lead to alternatives to solution
of problems and decision-making processes, bring-
ing up new elements formerly ignored or unrelated
to disease.

Considering the high percentage of adult ilit-
erates 1n endemic arcas, some materials have
proved to be efficient in communication processes,
as pointed out by Favero (1984). Among these
matcrials rank (a) posters, considered the best com-
munication medium in rural areas, and capable of
being made with the participation of population
members; (b) display of photographs showing en-
vironments where discase 1s transmitted, so that
the population may recognize itself; {¢) produc-
tion of theater plays on the theme; (d) slide senes,
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preferably with no associated sound, as this may
inhibit participation or create confusion due to tech-
nical problems 1n 1ts transmission or to speech re-
gionalism.

For each used strategy is very important to
maintain a continuous proccss of cvaluation, pay-
Ing attention to the baseline data that have to be
collected before the implementation of the new
measures. This evaluation systcm contributes to
the necessary changes or improvements of the pro-
gram 1n order 1o reach the planned objectives .

Some suggestion presented above are detailed
1n a book published by WHO (1990) in which sev-
eral practical examples are given to help the edu-
cators on his/her task. This is a uscful guide to de-
velop several educational activities since the edu-
cator consider the reality of the community from
which he/she has to start the program, and with
the active participation of the population, oriented
to a transformative social action and searching best
lite conditions.
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