
Health  Communication  In
Southern  Africa  ~  Using
Pictograms  In  A  Patient
Information  Leaflet  To
Communicate  Antiretroviral
Medicines  Information  To
HIV/AIDS Patients In Rural South
Africa

Part 3: Patient Information

Abstract
The objectives were to design a simple, illustrated patient information leaflet for
the antiretroviral regimen of stavudine, lamivudine and efavirenz and to evaluate
its readability and acceptability in the local Xhosa population. In order to achieve
this, a further objective was to design and evaluate illustrations to include in the
patient information leaflet which were culturally acceptable and well interpreted.
Illustrations  or  pictograms  were  designed  to  illustrate  selected  instructions
appearing in the patient information leaflet and were individually tested in 30
Xhosa participants who had a maximum of 8 years of formal schooling. Results
were used to improve the pictograms for inclusion in the patient information
leaflet. The patient information leaflet was designed and tested in sixty Xhosa
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participants with varied levels  of  education who had stated they could read.
Demographic data were collected and they were then asked to read the patient
information  leaflet,  available  in  both  English  and  isiXhosa,  and  a  series  of
questions was asked to assess its comprehension and acceptability. The overall
average rate o f understanding was 95. Six of the 20 questions were located and
understood by all participants, and only two questions resulted in less than an 85
correct response. Physical appearance and quantity of information were highly
rated and all participants were enthusiastic about the inclusion of pictograms.

Introduction
The  communication  of  health-related  information  in  Africa  has  involved
various media including theatre (Mbizvo, 2006), video (Mathews, 2002), television
and  radio  (Health  Communication  Partnership,  2008)  and  folk  media  which
includes poems, dance drama, story-telling, rhymes and sayings (Gokah, 2007).
However, the most commonly employed method has been the use of print media
(Peltzer, 2002). Low literacy rates coupled with inadequate infrastructure and
poor technological development in African countries have favoured the use of
posters, billboards and pamphlets for health promotion and patient education.

Medicine-taking  behaviour  is  complex,  multi-factorial,  and  depends  on  a
dynamic interaction of several factors, including cognitive, behavioural, social,
environmental and physiologic factors (WHO, 2003). A minimum requirement for
using medicines safely and effectively is a basic understanding of the medicine
instructions  and  the  ability  to  recall  this  information.  However,  the
communication  of  this  information  to  the  average patient  in  southern  Africa
presents a complex challenge to health professionals as poorly resourced health
care  systems  result  in  minimal  time  spent  with  individual  patients  and  the
cultural,  educational,  socioeconomic and linguistic differences that often exist
between  health  professionals  and  patients  may  further  challenge  successful
communication. Limited reading skills,  a poor knowledge of the body and its
systems  and  inadequate  insight  into  diseases  and  their  treatment  also
disadvantage  patients  seeking  to  address  their  health  problems.

Traditionally,  much  health  and  medicine-related  information  has  been
communicated  verbally,  which  is  congruent  with  the  strong oral  tradition  in
Africa, but this has its limitations as patients tend to forget half of what they hear
from the doctor within five minutes of leaving the consultation room (Kitching,
1990).  The use of  written materials  for  informing and educating patients  on



health issues and medicines has increased substantially over the years, albeit
mainly in the developed world, with the patient information leaflet being the most
widely used form (Kenny et al., 1998; Raynor et al., 2007).

Patient  information  leaflets  communicate  more  information  than  can  be
achieved by counselling alone and have been shown to be beneficial in improving
patient  understanding and knowledge of  their  medicines,  enhancing recall  of
instructions,  reducing  medication  errors  along  with  patient  anxiety  about
treatment,  bridging  the  information  gap  between  patients  and  healthcare
providers and improving adherence to medicines (Johnson 2005; Kitching, 1990;
Koo, Krass & Aslani, 2003; Mansoor & Dowse, 2006; Raynor, 1998). However, in
order to fulfil its potential, the form and quality of written information must match
the reading level of patients and should take into account their culture, beliefs,
attitudes and expectations (Doak, Doak & Root, 1996; Schaafsma, Raynor & de
Jong-van den Berg, 2003).

Irrespective  of  educational  level,  people  generally  prefer  simple  and easy-to-
read materials and find it easier in the clinical situation to comprehend and act
appropriately on short, simple messages than on more complex ones (Doak et
al.,  1996;  National  Work  Group  on  Literacy  and  Health,  1998).  Therefore,
information intended for patients should be written in the simplest form possible
for optimal acceptance and comprehension, particularly if a high proportion of the
target population has limited literacy (Davis et  al.,  1994; Mansoor & Dowse,
2007).

For  a  number  of  decades,  health  education  in  Africa  and  other  emerging
countries has included the use of visual aids (Hugo & Skibbe, 1991; Kwansa,
Cannon,  Belcher,  &  Hosu-Porbley,  1972;  Linney,  1995;  Zimmerman,  1982).
Visuals have been shown to enhance the understanding and recall of medicines
information, particularly for patients with limited health literacy skills (Doak et
al., 1996; Mansoor & Dowse, 2003; Dowse & Ehlers, 2005, Houts et al., 2006;
Katz, Kripilani & Weiss, 2006; Ngoh & Shepherd, 1997). A common assumption
often reported in popular literature is that visuals constitute a universal language
which can be easily understood by all, regardless of culture, language, beliefs, or
education.  However,  cross-cultural  testing  of  visuals  has  clearly  shown  that
pictures do not necessarily communicate the same concepts to all groups, even
when the pictured objects are easily recognizable (Dowse & Ehlers, 2001; Doak et
al., 1996; Tripp-Reimer & Afifi, 1989). Visual materials for health education are



often designed by health professionals and graphic design specialists who may
lack adequate insight into the culture and the visual literacy skills of the target
group and adopt a top-down approach of “we know best” in the design process.
On the contrary, the optimal approach in designing culturally sensitive, content-
applicable visuals is to involve the target group in all stages of the design process,
and to test the final image rigorously in the target population before it is included
in any type of patient information materials (Dowse & Ehlers, 2001).

The high incidence of HIV/AIDS in South Africa is well documented, with an
estimated 18.8 of the adult population being affected (UNAIDS, 2007). AIDS is
a  chronic  condition  with  no  cure,  but  it  can  be  managed  with  combination
therapy using a minimum of three antiretroviral drugs concurrently. This chronic,
complex therapy demands extremely high adherence levels of more than 95, as
poor adherence has been associated with the development of  resistance and
ultimate therapy failure (Gardner et al., 2008). Patients initiated on antiretrovirals
receive an enormous amount of information at a time when they are physically
and  emotionally  vulnerable,  and  they  are  expected  to  adhere  to  a  complex
medication regimen which often results in distressing side effects. Written patient
information materials may be of particular value for these patients when a large
volume of information is communicated verbally, as it serves to reinforce the
verbal information and act as a permanent source of reference and as aid to the
recall of information.

Over  the  past  two  decades,  growing  evidence  has  revealed  the  magnitude
and consequences of limited literacy on the health and health care of many at-risk
patients. Literacy has been reported as a stronger predictor of health than level
of education, being linked to delays in accessing and using preventive services,
adherence  to  medical  instructions,  compromised  self-care  skills  and  poorer
health outcomes (Davis & Wolf,  2004).  The most recent census conducted in
South Africa in 2001 reports that 22.8 of the adult population have no schooling,
and a further 19.8 have only “some” primary school education (Statistics South
Africa, 2001).

From  these  figures,  approximately  43  of  the  population  may  have
compromised  literacy  skills,  with  this  same  proportion  therefore  likely  to
encounter  some  difficulty  in  reading  and  comprehending  written  health
information. The problem is exacerbated by this information often using language
at a higher level than the average reading level of the patient (Doak et al. 1996;



Kenny et al. 1998).

In South Africa, the provision of patient information leaflets with all medicines
was  mandated  by  Regulation  10  of  the  Medicines  and  Related  Substances
Control  Act,  Act  101,  as  amended,  from  May  2003  (Government  Notice,
Department  of  Health,  2003).  This  regulation  requires  the  pharmaceutical
industry  to  develop  and  distribute  patient  information  leaflets  with  all  their
manufactured  medicines.  Although  antiretrovirals  supposedly  received  high
priority  in  this  initiative,  to  date  there  is  little  evidence  that  these  patient
information leaflets are being distributed from public sector hospitals to patients
receiving antiretrovirals.  This project attempts to address the lack of  written
information available to patients receiving antiretrovirals.

Research objectives
The  objectives  of  this  research  were  to  design  a  simple,  easily  readable,
illustrated patient information leaflet for a commonly used antiretroviral regimen,
and to evaluate its readability and acceptability in the local Xhosa population. In
order to achieve this, a further objective was to design and evaluate illustrations
to include in the patient information leaflet, which were culturally acceptable and
well interpreted.

Method

Study site and study population
The two studies described in this chapter were both conducted in Grahamstown,
a small  town in the Eastern Cape province.  This is  one of nine provinces in
South Africa and is largely rural, underdeveloped and economically poor, with a
high unemployment rate. The majority of the local black population belongs to the
Xhosa ethnic group, and it is from this group that the participants in this study
were drawn.

Participants  were  recruited  from  a  number  of  sites  within  Grahamstown;
Settlers Day Hospital which is a primary health care clinic, a local community
centre and the suburban areas adjacent to the community centre. Interpreters,
who were  used  for  all  interviews  and  group discussions,  received  individual
training  and  were  subsequently  evaluated  during  practice  interviews.  All
participants received an honorarium in acknowledgement of their time. Approval
for  the  study  was  obtained  from  the  Rhodes  University  Ethical  Standards



Committee.

Development of pictograms
Seven  pictograms  to  be  included  in  the  patient  information  leaflet  were
identified. Five of the pictograms had been developed and tested by the author
and co-workers (Dowse & Ehlers, 2001). For the design of two new pictograms, a
workshop was conducted with the second year undergraduate Pharmacy class at
Rhodes  University.  Students  in  this  class  represented  15  African  countries,
including the study target population. Background information on the design and
use of pictograms as well as the problems associated with their interpretation
were presented. Students were then split into groups of between 5 and 8 and
were presented with two instructions to illustrate: “Keep medicines out of the
reach of children” and “Store medicines in a cool, safe, dry place away from heat
and direct sunlight”.

The  visual  concepts  and  rough  sketches  generated  from  this  workshop
were discussed with a graphics designer who produced initial versions suitable
for  testing.  A  group  discussion  with  five  Xhosa  participants  guided  the
modification of both the initial images of the two new pictograms as well as the
existing pictograms. Of the seven pictograms which were to be included in the
patient information leaflet, three of these were direct instructions to take the
medicine either once or twice daily. Only the “twice daily” pictogram was tested.
Ten pictograms in total were tested, five of which were to be included in the
patient information leaflet. The remaining five had been tested in previous studies
(Dowse & Ehlers, 2001) and were included to contribute to the internal validity of
the study, as results could be compared with existing data collected from a similar
population.  Only  results  for  the  five  pictograms  included  in  the  patient
information  leaflet  will  be  presented  and  discussed  (see  Appendix).

Testing of pictograms
For inclusion in the study, participants had to be 18 years or older, and have a
maximum  of  8  years  of  formal  schooling.  Thirty  Xhosa  participants  were
recruited  with  the  help  of  an  interpreter,  who  provided  a  brief,  scripted
explanation about the application of the pictograms followed by a discussion of
two examples of pictograms to familiarise participants with the concept.

In  individual  interviews,  demographic  data  were  collected  (sex,  age
education) and the ability to tell the time either from a clock face or a digital



display was recorded. The pictograms were then displayed in random order, one
at a time, and participants were asked to offer their interpretation. Responses
were recorded as correct or incorrect and all comments were noted. Participants
were thanked and were given a small monetary donation in acknowledgement of
their time and input. Interviews took between 15 and 30 minutes. The criterion
used for acceptance of the pictograms was the American National Standard’s
Institute  ANSI  Z535.3  which advises  that,  in  a  comprehension test,  pictorial
symbols must reach at least a criterion of 85 correct (ANSI, 1991).

Development of the patient information leaflet
Information  on  the  antiretrovirals  constituting  Regimen  1a  (stavudine,
lamivudine,  efavirenz)  used  in  the  South  African  public  health  sector  was
collected and consolidated into one written leaflet. The patient information leaflet
was designed to  comply  with  most  of  the local  legal  requirements  stated in
Regulation 10 (Government Notice, Department of Health, 2003).

The  design  of  the  pat ient  information  leaf let  was  informed  by
published guidelines on patient information design (Koo, Krass & Aslani, 2003;
Sless & Wiseman, 1997) with particular attention to designing for readers with
limited  reading  skills  (Doak  et  al.,  1996,  PATH,  2002).  All  information  was
carefully  considered for  its  relevance,  and concerted attempts were made to
minimise medical jargon and avoid the use of complex, multi-syllable words rather
including simple, easily understood words.

A  three-column  format  was  adopted  and  an  easy  to  read  font  in  an
appropriately large font size (Arial 10 point) was used for the text. Large, dense
blocks of text which are intimidating to poor readers were avoided by breaking
the text into short blocks, and frequent use was made of bullet points to simplify
and emphasise multiple points of information. Sentences were kept short and
active voice was used throughout. Navigation through the leaflet was facilitated
by using headings which were emphasised using a bold, larger font size and were
bordered with a line above and below the text. The inclusion of adequate white
space to enhance reader appeal was considered. The pictograms were included to
illustrate  selected  information  presented  in  the  text  and  to  promote  the
understanding of these points. The resulting two-page A4 size patient information
leaflet was subjected to Fry’s readability test (Doak et al., 1996) which allows a
quick estimation of readability levels, and was found to be suitable for Grade 7
learners.



A pilot study using 20 Xhosa participants was conducted to test the first version of
the  patient  information  leaflet  in  English  and  to  refine  the  questionnaire.
Minor  modifications  were  made  to  the  content  and  layout  of  the  patient
information leaflet and certain questions were simplified for easier translation.
The final version of the patient information leaflet (Mwingira & Dowse, 2007) was
then translated into isiXhosa using a multistage approach of translation by a
professional  translator,  followed by professional  proofreading and subsequent
back translation.

Testing of the patient information leaflet
Inclusion criteria for participants included a stated ability to read (at even a
very basic level) in either isiXhosa or English, to be 18 years or older and to
have  attended  a  local  clinic  and  received  medication  for  any  condition.
Participants  were not  HIV/AIDS patients  receiving antiretrovirals.  A standard
approach was used for all the interviews in which potential participants were first
asked if they could read. If the reply was positive, they were invited to participate
and were told that the study aimed to assess the quality and usefulness of the
patient information leaflets, rather than to test their reading skills.

Selected demographic data were collected (gender, age, home language,
educational  level).  Participants  were  then  handed  the  patient  information
leaflet, with a choice of reading either the English or isiXhosa version, and were
asked to read through it at their own pace. The time taken to read the patient
information leaflet was discreetly recorded using a stopwatch.

In the first stage of the testing process, understanding of the pictograms was
assessed.  Participants  were  asked  to  study  each  pictogram  included  in  the
patient information leaflet and offer their interpretation of each one. Responses
were recorded as correct or incorrect and all comments were noted.

The second stage involved evaluating understanding of the text-based information
and was based on that pioneered by the Communication Research Institute of
Australia (Dickinson, Raynor & Duman, 2001, Sless & Wiseman, 1997), whereby
participants  were  asked a  series  of  20  questions.  Each question  was  simply
worded,  related  directly  to  information  presented  in  the  patient  information
leaflet and required no inferences or application of prior knowledge. Questions
were  asked  in  two  parts;  firstly,  participants  were  required  to  locate  the
appropriate  information  in  the  patient  information  leaflet  pertaining  to  the



question asked and to point this out to the interviewer, or to acknowledge that
they were unable to do so. Secondly, they were asked to explain that information
in their own words so as to evaluate comprehension as the ability to read the text
does not necessarily ensure good understanding of the meaning. Participants had
unlimited time to access and read the information before answering. Answers
were recorded in two categories of “located” and “understood”. Understanding of
the information was calculated according to the number of answers correctly
located and explained.

Acceptability  and  participant  opinion  of  the  patient  information  leaflet  were
then investigated by asking a number of set questions as well as encouraging
open-ended  feedback.  At  the  conclusion  of  the  interview,  participants  were
thanked and were offered a small honorarium in acknowledgement of their time
and contribution to the study.

Data analysis
The  percentage  correct  interpretation  for  each  pictogram  was  calculated.
An understanding score for the patient information leaflet was calculated based
on the number of questions answered correctly. Understandability was assessed
using the European Commission (EC) guideline (Dickinson et al., 2001) which sets
a target that at least 80 of the participants correctly answer each question, in that
they should both locate the appropriate information and be able to explain it in
their own words.

Results

Pictogram study

T a b l e  1 .  D e m o g r a p h i c
characteristics,  n  ()
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Demographic results are presented in Table 1. Of the 30 participants interviewed,
20 (66.7) were female and 10 (33.3) were male, and all had isiXhosa as their
first language. A majority (53.3) were between 40 and 65 years of age. Six (20) of
the participants had not received any formal education and 16 (53.3) had between
five and 10 years of formal education. Twenty-eight of the 30 participants could
tell the time from a clock face.

The  Appendix  shows  various  stages  in  the  progression  of  pictogram
development. The USP pictograms, which are designed mainly for use in the
United States (USP, 2000) were the original starting images for all our pictogram
development work. The “Local version” pictograms are the images we developed
by modifying the USP pictograms, with their development, testing, interpretation
and misinterpretation having been previously reported (Dowse & Ehlers, 2001;
Dowse & Ehlers, 2004).

Results from these two stages (USP and Local versions) have been included as
they informed the current development process reported in this study. Examples
of  misinterpretation  of  each  pictogram found  in  this  study  are  displayed  in
the  Appendix.  The  “Take  medicine  four  times  a  day”  pictogram  was  well
interpreted but narrowly failed to meet the 85 ANSI criterion. The ideas from this
pictogram as well  as from a pictogram showing a “take at night” instruction
(Dowse & Ehlers, 2001) formed the basis of the “Take medicine twice daily”
pictogram included in the patient information leaflet. A dark background was
used to convey the concept of night time, with a sleeping person on a bed and a
moon included to reinforce the time of day. The times to take the medicine would
be  filled  in  by  the  health  professional  on  the  clock  face.  Only  two  of  60
participants failed to correctly interpret the version of the patient information
leaflet.

Although  the  pilot  study  pictogram  “Take  medicine  with  a  glass  of
water” complied with the ANSI 85 criterion, participants found the insert with the
profile confusing and it was deemed to be superfluous. They also commented
negatively on the lines depicting movement in a liquid, which were subsequently
removed. The capsules and tablets were modified to more closely resemble those
used  in  practice.  The  final  version  of  the  patient  information  leaflet  was
understood by all participants.

Certain  images  in  the  “Do  not  drink  alcohol  whi le  taking  these



medicines” pictogram were considered to be outdated, as containers such as the
carton, which was previously widely used for beer, are no longer available. The
carton image was replaced by a larger, popular beer bottle. The short, stout bottle
was taken to resemble a milk bottle, which resulted in it being modified to a more
slender, longer bottle. The lack of text on the labels elicited comments that the
bottles could contain any liquid, so the word “Beer” was included on the label.
The shape of the mug was modified and increased in size. Finally, the bottles
were repositioned to increase their visibility below the cross, which was drawn as
a solid cross extending to all four corners of the image box. From a very poor
interpretation of 40, the final version of the patient information leaflet resulted in
100 understanding.

The pictogram describing storage conditions was totally redesigned as the USP
and the Local versions only illustrated the instruction “Do not store near heat or
in sunlight” and the interpretation of both versions was particularly poor. For
storage of antiretrovirals, patients were encouraged to not only avoid any sources
of  heat,  but  also  to  store  their  medicines  in  a  cool,  dark  place  which  was
illustrated as a shaded cupboard interior. Various versions of the sun and the fire
were informally  tested on 5 local  Xhosa people.  The pilot  study version was
adequately interpreted, but failed by a fairly large margin to reach the ANSI 85
criterion. The image of the sun was variously described to look like the moon, a
clock face,  a broken tablet,  whereas others failed completely to recognise it.
Comments on the fire included “looks like a tree with leaves” and “a lit cigarette
ready to be smoked”. The pictogram was modified to centre the sun in the circle,
remove the smoke from the fire, include a solid black cross, and the shape of the
cupboard was altered to one that looks more like a cabinet, with the size of the
medicine packet being increased and the bottle image removed.

The final pictogram “Keep all medicines out of the reach of children” used the
USP  version  as  a  starting  point,  with  the  initial  image  from  the  graphics
designer shown under “Local version”. This was never tested and was designed
for the current study. Following comments from the group discussion, it  was
modified to include an adult and a small child, and a cupboard similar to that used
in the storage pictogram was added. This achieved a 90 correct interpretation and
was subsequently modified only to change the look of the cabinet to ensure a
degree  of  uniformity  with  the  storage  pictogram.  Interpretation  of  all  five
pictograms  improved following modification, when they were included in the



patient information leaflet and tested during the final study.

The study of the patient information leaflet
Males and females were evenly  distributed for  this  study (Table 1),  and the
average age ranged between 21 and 40 years (80). Five participants (18) had less
than five years of formal education. Just under half (47) had attended school for
more than 10 years,  with many of  these having also achieved some form of
tertiary education.

Participants took an average of nine minutes to read the patient information
leaflet, with only three participants reading it in under 5 minutes. Most of the
information in the patient information leaflet was well located and understood
(Table 2) which is reflected in an average overall rate of understanding of 95.
The answers to six of the 20 questions were located and understood by all 60
participants. The target set by the EC guideline that at least 80 of participants
should answer each question correctly was achieved for 18 of the 20 questions.
The  most  challenging  question  (Question  3)  related  to  the  possibility  of
developing resistance if medicines were not taken as instructed as only 40 of
the participants were able to correctly explain the meaning of the text. A high
degree of adherence to antiretrovirals is the cornerstone of managing HIV/AIDS
and insight into the potential negative outcomes of poor adherence is crucial. The
patient information leaflet therefore requires further modification to make this
information more conspicuous and understandable.

Table 2: Percentages of participants’
correct  answers  in  locating  and
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understanding patient information in
leaflet (n = 60)

The other question that failed to meet the EC target dealt with allergies and
taking antiretrovirals (Question 12). As with Question 3, this is a complex, two-
part question, firstly requiring the participant to identify with a condition i.e.
experiencing  an  allergy,  and  thereafter  requiring  an  understanding  of  the
consequences  of  not  obeying  an  instruction.  In  both  cases,  location  of  the
information was excellent, but participants were unable to understand and use
the located information to inform their own medicine-related behaviour.

Acceptability of the patient information leaflet
Interestingly, 18 of the 60 Xhosa participants chose to read the English version
of the patient information leaflet, even though they were literate in isiXhosa, as
they were more comfortable reading English and considered the English words to
be easier to understand and simpler than the isiXhosa translations.

Most  participants  (62)  found  the  patient  information  leaflet  to  be  of
average difficulty, whereas only three of the 60 found it difficult to read, with the
remaining third considering it to be easy to read. All considered the font size to
be sufficiently large (100), and almost all thought the length of the sentences to
be reasonable (95), and the space between the lines of text adequate (97).

The  amount  of  information  included  in  the  patient  information  leaflet
was  considered  by  88  to  be  sufficient  to  inform the  appropriate  use  of  the
medicines. The presence of pictures appealed to all 60 participants who felt that
the pictures would contribute to understanding and recalling the information. The
level of difficulty of the words generally appeared to be appropriate as most
participants (90) said that there were only a few words that they were unable to
understand e.g. 83 of participants reported being unable to understand “viral
load”,  85  had  difficulty  with  “CD4  count”  and  87  reported  difficulties  with
understanding “antiretroviral  therapy”.  Other words included “resistance” (12
misunderstood),  “pharmacist”  (10  misunderstood)  and  “capsules”  (5
misunderstood). Participants appreciated having a choice of language in which to
read the patient information leaflet. Forty-four of the 60 (73.3) stated that they
would prefer to receive patient information leaflets in their home language of
isiXhosa.



The product  description section at  the end of  the patient  information leaflet
elicited many negative comments and was not understood or liked by the majority
of participants. In their opinion, it did not constitute important or relevant patient
centred  information,  was  too  technical  and  was  of  no  value  in  informing
medicinetaking behaviour.

Discussion
The  design  and  development  of  the  pictograms  and  the  patient  information
leaflet  were  iterative,  multi-stage  processes  informed  by  established  design
guidelines  and  involved  members  of  the  target  population  at  all  stages  of
development and testing, thus ensuring cultural acceptability and an appropriate
level of complexity. The high levels of understanding for both the images and the
written text, as well as the positive opinions of the patient information leaflet
reported in this study provide evidence of the success of this strategy, supporting
previous research using this approach (Doak et al.,  1996; Mansoor & Dowse,
2003).

The  benefit  of  improved  comprehension  and  high  acceptabi l i ty
when incorporating visuals into written medicines information intended for a low-
literate South African population has been shown by Mansoor & Dowse (2003),
and  is  supported  by  the  findings  in  the  current  study.  The  pictograms  all
illustrated concrete concepts and direct instructions which are easier to both
represent and to understand than abstract concepts and feelings. The images
were drawn as simply as possible,  with clean lines,  avoiding all  unnecessary
extraneous details. This strategy attracts the eye of the viewer directly to the
core, central concept of the image rather than have the viewer randomly focus on
distracting  detail  and  reduces  the  cognitive  load  on  the  viewer,  particularly
relevant  in  those with poor visual  literacy skills  (Carstens et  al.,  2006).  The
majority of the images contained analogical objects i.e. familiar objects such as a
glass, a cupboard, a bed, a fire, and the illustrated instructions were all familiar
activities, both of which contributed to the high levels of interpretation.

Attempts  were made to  avoid  the  use  of  graphical  conventions  and symbols
e.g. arrows, which require higher order symbolic interpretation strategies (Maes
et al., 2008). An arrow had originally been included in the circular insert of the
Pictogram Study  version  of  “take  medicine  with  a  glass  of  water”  and  was
intended to show the action of moving the glass towards the mouth, but was
completely overlooked by many participants. Following testing, the insert was



identified as an unnecessary source of confusion and was therefore removed in
the study of the final version of the patient information leaflet.

The importance of including representatives of the target culture in all stages
of testing was clearly apparent with the “Avoid alcohol” pictogram. Early work on
the  USP  version  (Dowse  &  Ehlers,  2001)  clearly  showed  that  representing
different types of alcoholic beverages by showing various shapes of glasses was
meaningless in this population. An added problem was the use of the single slash,
a graphical convention used widely in road signs, to denote a “do not” instruction,
which was then changed to a negation cross. The many subtle changes made to
the bottles and the mug which resulted in a successful final version were only
possible as a result of insight offered from participants of the same culture.

The  improved  interpretation  of  the  pictograms  when  presented  in  a
combination  text-image  format  (version  used  in  the  study  of  the  patient
information  leaflet)  possibly  resulted  from  viewers  being  better  able  to
contextualise the image within a body of information which provides an automatic
prompt to the viewer in creating meaning from the image. Another reason is the
generally higher level of education of participants in the study of the patient
information leaflet, as all participants were required to possess literacy skills,
unlike many of the targeted low literacy participants in the Pictogram Study.

Information leaflets should stimulate the interest of the consumer, and should
be user-friendly, attractive, informative and easily readable. Consumer testing, in
which consumer preferences are evaluated via open-ended questions, is the best
way to assess this and forms an important part of the design process of patient
information leaflets (Dickinson et al. 2001). This study employed a combination of
open-ended and closed questions to ascertain opinion and preference, a process
which  was  invaluable  in  informing  the  modification  of  the  document  and
optimising its physical appearance and readability.

The  lack  of  understanding  of  the  words  “antiretrovirals”,  “CD4  count”  and
“viral  load”  may  seem surprising,  given  the  prevalence  of  HIV/AIDS in  this
country. However, this study was conducted at a time when the availability of
antiretrovirals to patients in the public health sector was still severely limited. In
addition,  participants  in  the  study  were  not  taking  antiretrovirals  and  were
unfamiliar  with  the  disease.  It  is  anticipated  that  almost  all  patients  on
antiretrovirals would now be familiar with these words.



South Africa has 11 official languages, which complicates the distribution of “one-
size-fits-all”  information  written  in  only  one  language.  In  accordance  with
previous findings (Mwingira & Dowse, 2007; Schaafsma et al. 2003), participants
in this study strongly supported patient information leaflets being available in
the patient’s language of choice, sending a clear message that such materials
must be prepared in a variety of languages to satisfy the linguistically diverse
South African population.  African languages have a strong oral  tradition and
many modern  medical  terms have  not  been  directly  translated.  This  creates
problems in preparing a written translation of these leaflets as a single English
medical  term  may  need  to  be  described  using  a  number  of  less  specific,
descriptive African words. This may partially account for almost a third of the
participants choosing to read the English version. However, these participants
were generally better educated and would therefore have had more experience
with reading English texts.

Most industry-generated patient information leaflets are written according to a
closely  controlled  format  legislated  by  national  guidelines  with  minimal
deviation being allowed. Although considerable effort is involved in developing
such  materials,  their  design  mostly  reflects  a  top-down  health  professional
and/or manufacturer perspective rather than a patient-focused approach, and may
not  adequately  cater  for  patient-related factors  such as  health  literacy level,
culture,  health  beliefs,  needs  and  opinions.  In  a  recent  systematic  review,
Grime,  Blenkinsopp,  Raynor,  Pollock  and  Knapp  (2007)  noted  that  patient
experiences were seldom incorporated in written medicines information. Patients
queried  the  independence  of  information  produced  by  the  pharmaceutical
industry with their vested interests, feeling that the content of the leaflets was
dictated more by medicolegal issues than the needs of the patient.

In  May 2004,  the South African Medicines  Control  Council  (MCC) published
the  first  version  of  a  document  entitled  “Guideline  on  the  Requirements  for
Patient Information Leaflets” (Medicines Control Council, 2004). The guidelines
require  the  inclusion  of  information  such  as  the  proprietary  name,  the
composition  of  the  medicine,  interactions,  presentation  and  description  of
packaging material, description of physical appearance of the table, registration
number  of  the  medicine  and  the  verbatim  inclusion  of  certain  statements
pertaining to areas such as pregnancy and side effects amongst others. One of the
requirements was a product description section, which appears at the end of the



experimental patient information leaflet. In accordance with the findings of Grime
et al. (2007), this section elicited a general consensus of being too technical and
of little value to patients. In fact it was considered to be an important negative
factor in that it adversely increased the overall length of the patient information
leaflet and created unnecessary anxiety as readers were unable to relate this
information to their own medicine-taking experiences.

The  patient  information  leaflet  in  this  study  did  not  include  all  the  legal
requirements, although this was the original intention, as it would have resulted
in an unacceptably  long document.  When designing materials  such as  these,
user opinion and user reading ability should be taken into account by regulatory
bodies when deciding on essential drug-related information. This is particularly
relevant for important and potentially dangerous products such as medicines.
Despite attempts to simplify and shorten the patient information leaflet, we were
constrained by trying to satisfy many of the local legal requirements.

The MCC guidelines inform the developers of patient information leaflets on their
content,  format and readability but there is no requirement for evaluation of
the  final  product  prior  to  distribution  and  it  is  uncertain  whether  patient
information leaflets developed using these guidelines will appropriately cater for
the enormous diversity of the South African population.

The  industry  generates  individual  patient  information  leaflets  for
each antiretroviral, meaning that patients would receive three different leaflets
for their triple therapy antiretroviral regimen, a volume of information likely to
challenge even the most accomplished reader. A much more sensible approach is
to produce a leaflet for each official three-drug regimen used in the public sector.
Currently  in  South  Africa,  patient  information  leaflets  do  not  appear  to  be
included in the commercial medicine container for all antiretrovirals. When it is
included,  it  is  usually  attached to  the “package insert”  which is  information
intended for health professionals, and is meant to be torn off and distributed to
patients. This is a timeconsuming, unwieldy process and there are problems with
this information, including the thin quality of the paper, the small size of the font,
the reading level of the text, and the layout, all of which are factors detracting
from the usefulness and readability  of  such information in a population with
limited reading skills.

Conclusion



Written  medicines  information  is  currently  not  being  distributed  to  South
African HIV/AIDS patients, despite regulations mandating this process. Given the
need for optimal self-care and medicine-taking behaviour in these patients, an
urgent need exists for written information that is comprehensive yet simple and
readable, and it should be available at all health care sites. This study showed
that  medicines  information  designed  and  tested  according  to  good  practice
guidelines,  taking  patient  characteristics  into  account,  was  successful  in
communicating  essential  medicinerelated  information.  Medicines  information
should be designed specifically  to  cater  for  our diverse local  population and
should take into account the widely varying reading skills and cultures of the
South African population, it should be available in the first language of the patient
and should include visuals to enhance the appeal and user-friendliness of the
material.  All  information intended for patients should be tested in the target
group before distribution. The approach to designing and developing the visuals
and the patient information leaflet used in this study forms a sound basis for
extending the work to additional drug groups and to other African populations.
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Health  Communication  In
Southern  Africa  ~  Edutainment
Radio  Programmes:  The
Importance Of Culturally Relevant
Stories

Abstract
The ways in which journalists frame HIV stories can strongly
contribute  towards  news  consumers’  perceptions  of  the
epidemic.  This  paper  discusses  the  news  values  of  HIV
radio programmes in Ethiopia, Kenya and South Africa. It
argues that the culturally appropriate ‘humanisation’ of HIV
stories and the proper use of conflict as adding news value
are  paramount  to  the  impact  of  stories.  The  skillful
application of news values can make almost any HIV-related

story  newsworthy  and  therefore  part  of  mainstream  news.  Moreover,  it
is maintained that HIV advocacy environments contribute to the newsworthiness
of HIV stories in the media. The AIDS advocacy milieus of South Africa and Kenya
are compared and related to the type of  HIV stories that are published and
broadcast in the respective countries. Journalism training methods are critically
discussed in the context of the above. It is argued, that, in developing countries,
where journalists often lack basic journalism skills, it is not sufficient to provide
reporters  with  HIV-related  information;  HIV  information  sharing  should  be
combined with general journalism training and mentoring.

Introduction
In  December  2007,  an  excited  Bashir  Osman  –  a  Somaligna-speaking
journalist from Dire Dawa in the east of Ethiopia – broadcast a live call-in show on
breastfeeding and HIV to his Somali audience on Dire 106.1 FM. According to the
most recent Ethiopian government figures, Dire Dawa has the second highest HIV
prevalence rate in the country, and almost doubles the national average. Each
year there are almost 1, 000 HIV positive pregnancies with at least 230 children
born with the virus. Yet this was the first HIV programme that Bashir had ever
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produced.

AIDS was so stigmatised in the region that Dire 106.1 FM hardly ever discussed
it on air. And Osman had no problem following this route. A week before the
broadcast, the journalist – like most of his listeners – refused to be in the same
room as people with HIV because he “didn’t want to risk breathing the same air”
(Osman cited in De Masi, 2008) as them. He would never consider sharing a plate,
or hosting an HIV positive person in his home, and thought it a deep insult to be
tested for the virus.

But  then  Osman  accessed  what  turned  out  to  be  a  precious  piece  of
culturally relevant information: he learned that babies of HIV positive women can
get  infected  with  the  virus  through  their  mothers’  breast  milk  (personal
communication, December 6, 2007). All mothers with babies in his community
breastfed their infants … including his very own wife. His own five-month old
baby could be at risk, he perceived with shock, because  neither he nor his wife
knew their HIV status. The realisation changed Osman’s entire view on AIDS, and
HIV was suddenly a virus that had the potential to directly impact his own life and
those of everyone else he knew, in ways he had previously vehemently denied
(personal communication, December 6, 2007). In short, this piece of information
made AIDS newsworthy to Osman, his community and his editors.  It  became
something that was crucial and worthwhile to talk about. 

HIV and the News Media
Several  communication  experts,  AIDS  activists  and  journalists  (Collins,
2005; Kinsella, 1989; Malan & Gold, 2006; Scalway, 2003; Shilts, 1987) have
argued that the news media have the potential to be an immensely powerful tool
in the response to HIV. According to the Joint United Nations Programme on
HIV/AIDS Executive Director (UNAIDS), dr. Peter Piot, “journalists can save more
lives than doctors in terms of HIV prevention because preventing HIV is about
communication and changing norms” (Piot, 2006).

Proving statements like this, however, is very complex; studies have not been able
to conclusively show that stories in the news media have resulted in change
in  HIV-related  behaviour  on  a  large  scale.  Research  has,  however,  strongly
suggested  that  news  stories  are  capable  of  setting  the  framework  in  which
citizens discuss public events.  McCombs and Shaw (1972) demonstrated that
there was a strong relation between the topics that the news media highlighted



during  an  American  election  campaign  and  the  topics  that  news  consumers
identified as important. Another US study illustrated the power of broadcast news
to set the policy agenda when it proved that evening news bulletins had the effect
of defining the policy areas by which the president should be judged (Iyengar et
al., 1984).

McCombs  and  Ghanem  (2001)  have  argued  that  “the  level  degree  of
emphasis placed on issues in the mass media influences the priority accorded
these issues by the public” (cited in Reese, Gandy & Grant, 2001, p. 67). Dearing
and Rogers (1996) stated that this proposition had been supported by more than
200 studies.

But, I would argue that the regular publishing or airing of stories on a certain
subject does ne cessarily lead to the public taking note of that subject. If such
stories do not directly relate to the lives of readers or broadcast audiences, or are
not presented in captivating ways with strong news values, they are unlikely to
influence news consumers’ opinions – whether negatively or positively. In the case
of a highly stigmatised and sensitive subject such as HIV/AIDS, even more so.
Osman broadcast an interview with an HIV positive woman in her mid-twenties.
Her name was Meskerem. He met her at an HIV journalism training of the media
organization, Internews Network, that he was attending. Meskerem was mother
to a baby that was HIV negative because she had used freely available drugs that
helped to prevent her baby from becoming infected. Doctors advised her not to
breastfeed – unless she could do so exclusively (i.e. without feeding the baby
anything  other  than  breast  milk  for  five  months  followed by  a  total  halt  to
breastfeeding).

When  my  listeners  heard  the  woman  speak  about  breastfeeding  and  HIV,
everyone started to send text messages from their cell  phones”, Osman says.
“Like me, they wanted to know that their babies wouldn’t get harmed by HIV”
(personal communication, December 10, 2007).

The  information  was  directly  relevant  to  the  lives  of  the  people  of  Dire
Dawa. Moreover,  it  was presented with a “human face”,  and told by an HIV
positive
Ethiopian  mother  herself.  And,  on  top  of  that,  a  strikingly  attractive  and
presentable  young  woman  that  Osman  acknowledged  he  initially  could  “not
believe  was  infected  with  HIV  because  she  looked  so  healthy  and  vibrant”



(personal communication, December 10, 2007). The interview was followed by a
live call-in show with an instudio specialist  HIV nurse who answered callers’
questions or text messages. Most people who phoned or sent texts were desperate
to know what they needed to do to protect their babies (Osman cited in De Masi,
2008; personal communication with De Masi, June 29, 2008). The nurse’s most
common answer was to tell mothers to get themselves and their babies tested for
HIV.

Previously,  Osman  hardly  got  any  strong  audience  responses.  In  many  of
his programmes – on other topics – he talked almost exclusively. But his HIV
programme  was  different:  it  framed  the  AIDS  pandemic  in  a  human  and
culturally relevant way. The fact that it contained a local woman with HIV who
was mother to an HIV negative baby, and that the dangers of breastfeeding were
explained to a “breastfeeding society”, is what made it of cultural relevance and
ultimately newsworthy. Had Osman done his programme in the usual way, by
inviting  government  spokespeople  to  rattle  off  statistics  on  health  related
subjects, his audience response is unlikely to have been the same. In his words:

They would have been their  usual  self,  and not  respond at  all.  I’ve  realised
those statistics alone don’t move them. It’s the human face and bringing out
something that directly impacts them, that makes all the difference. Prior to this
program, I didn’t think it was possible to make HIV newsworthy. I thought people
just didn’t want to hear about it any longer (personal communication, December
10, 2007).

Influencing audiences
Bernard  Cohen  (1963,  p.  13)  has  encapsulated  the  news  media’s  agenda-
setting function in a much quoted statement: “[The press] may not be successful
much of  the time in telling people what to think, but it is stunningly successful in
telling its readers what to think about”. By this, he meant that the news media
can  influence  the  topics  news  consumers  talk  and  think  about,  but  don’t
necessarily determine their opinions on those subjects.

However,  some  scholars  find  Cohen’s  statement  misleading.  Entman
(2007) argued that it is impossible for the media to tell consumers what to think
about without also exerting considerable influence over their opinions on the
subjects they think about. Entman contended that “getting people to think (and
behave) in a certain way requires selecting some things to tell them about and



efficiently  cueing them on how these elements  mesh with their  own scheme
systems” (Entman, 2007, p. 165). Moreover, Malan (2006) has asserted that the
South African news media did in fact tell the public what to think with regards to
AIDS policies (that they “lack comprehensiveness”, p. 41) and antiretrovirals (that
they “are effective and should be made available”, p. 41) in the late nineties and
early 2000s. In the case of Osman’s radio program, the media or experts on his
programme told listeners to “get tested for HIV” and “not breastfeed their babies
for longer than six months if they test HIV positive”.

Stories  can  obviously  also  negatively  impact  societies,  sometimes  resulting
in media consumers thinking the “wrong” things. In March 2004 one of Kenya’s
major national dailies, The Standard, published a front page story on HIV tests
arguing that the rapid tests used in VCT centers – which enable clients to receive
their test results on the same day – were inaccurate. The news quickly spread
when one of the most popular Nairobi based radio stations, Kiss FM, picked up on
the story in its morning news bulletins. Most other radio stations followed suit.
The story was covered by every major newspaper, radio and television network
throughout the week, by using a strong news value: conflict.

It  became  an  issue  of  extreme  concern  to  AIDS  organizations  operating  in
Kenya. Although HIV testing experts were eventually quoted, and they explained
why the stories were incorrect  and that the tests were indeed accurate,  the
damage had been done. According to Emma Mwamburi, a USAID programme
officer responsible for managing the US government’s support to HIV testing in
Kenya, several VCT centers all over Kenya reported a drastic decrease in their
clientele for months after the publication and broadcast of  the stories.  Many
Kenyans demanded to be tested with the expensive HIV kits that were used in
hospitals at the time (ELISA tests). It took 3 days to get results from such tests, as
analysis  had  to  be  completed  in  laboratories.  This  made  the  ELISA  tests
considerably more expensive to carry out than rapid tests; yet they were no more
accurate.

Upon  subsequent  investigation,  it  was  established  that  the  source  of  the
initial  story  that  had  painted  the  rapid  tests  as  inaccurate  was  based  at  a
company that had previously made large amounts of money from production of
ELISA tests. When it was realised in Kenya that cheaper rapid tests were just as
accurate as ELISA tests, this firm began losing its previous profits. Hence its
spread of a false story, and one that did tremendous damage for a very significant



amount  of  time.  It  is  therefore  extremely  important  that  journalists  access
accurate  HIV  information  and  are  trained  on  how  to  use  this  information
effectively.  Inaccurate  information  presented  with  strong  values  and  in
captivating ways can potentially grasp the attention of news consumers in similar
ways to accurate information.

Media and society
Researchers  such  as  Garfinkel  (1967),  Goffman  (1974)  and  Berger  and
Luckman (1967) have argued that news does not mirror society, but rather helps
to shape it. These researchers have maintained that, when journalists describe
events, they actively define those events by selectively attributing to them certain
details  or  particulars.  They have contended that  news stories  define what  is
“deviant” in society and what is “normative” and that news acts as a selective
“window on the  world” (Tuchman, 1978, p.1).

Osman’s  report  defined what  was “normative”  –  namely  breastfeeding –  and
what was “deviant” – namely talking about HIV and knowing your HIV status.
Once the culturally-relevant information – that the breast milk of infected mothers
can infect their babies – had been shared, knowing ones’ HIV status became
“normative”; it became necessary to get tested for the virus as it could impact on
ones’ babies’ health.

The  culturally  relevant  framing  of  his  programme  encouraged  Osman’s
listeners to ask questions about HIV and think about the potential impact of the
virus on their own lives. In the media analyst Robert Entman’s (2007) words, “it
raised the salience or apparent importance of certain ideas”, in this case a virus
that no one in the community dared to talk about and journalists at Osman’s radio
station certainly did not address on radio. This is reflected in the number of call-
ins/text  messages  his  programme  received:  almost  triple  that  of  any  of  his
previous radio programmes (that did not address HIV). The enhanced interest was
an indication that the culturally-relevant way in which he framed HIV appealed to
his listeners and significantly increased HIV-related discussion … So much so that
Bashir ended up doing two follow-up radio programmes on the issue and managed
to sustain a high level of audience participation.

There  is  a  common  perception  that  HIV  has  been  over-reported  and
that audiences are “sick and tired” of it. But an audience perception study by the
University of the Witwatersrand in South Africa seemed to dispel this myth, at



least as far as a Durban township is concerned. Kwazulu/Natal, the province in
the east of the country, in which Durban is located, is often referred to as the
“AIDS capital of the world”. AIDS is regularly covered in the city’s local news
media. Surprisingly, Jooste (2004) found that respondents didn’t think AIDS was
over-reported, but rather that they weren’t hearing or reading enough of the right
type of stories.

Jooste  analyzed  the  responses  of  200  people  in  Cato  Manor,  an
informal settlement in Durban. Ninety eight per cent of them said they wanted
more reporting on HIV-related matters in print and broadcast media. When Jooste
asked them what “kind” of reporting they wanted, 80 per cent indicated they
were desirous of “more about people like us” or “more about people living with
AIDS”. The researcher discovered that the stories respondents could recall most
often  were  “peoplecentered”  stories.  A  number  mentioned  the  child  activist,
Nkosi Johnson – even though he had died about a year earlier – and Gugu Dlamini,
a Durban woman who was killed two years earlier for revealing her HIV status.
“Both old stories”, but they were “the ones best remembered”. In the case of
Osman’s program, more than half of callers’ text messages and call-ins referred to
“Meskerem’s story”. One read: “How did Meskerem know she was positive?” and
another read “How did Meskerem know how to help her baby?”

These  listener  responses  confirm  Jooste’s  findings:  that  media  consumers
remember  “people-centered”  stories  and  identify  better  with  reports  about
“people like us”. The fact that an Ethiopian mother with HIV told her story herself
helped listeners to identify with the issue and “defined a problem worthy of
public  attention”  (Entman,  2007).  In  stark  contrast  to  Osman’s  HIV  radio
program, an AIDS programme on a major Ethiopian broadcaster seems to have
had  very  little  effect.  It  rarely  receives  any  text  messages  or  call-ins  and
according  to  producers,  listeners  seem  to  remember  very  little  HIV-related
information from it. While this programme is broadcast biweekly, thus regularly,
the contents don’t seem to attract listeners – it consists of presenters reading
HIV-related  information  and  shocking  statistics  live  on  air  and  medical  or
government officers explaining strategic plans and scientific information. It rarely
humanises the epidemic or makes it culturally relevant to listeners, and often
relies on sponsorships, as it hardly ever attracts advertisements.

Lucy Macharia’s programme
A similar radio story of Kenyan journalist Lucy Macharia(i) in 2005 also illustrates



the news value of HIV programmes with a human face. Lucy attended a media
workshop that focused on Voluntary Counseling and Testing (VCT). When she
learned about the symptoms of HIV-related illnesses, she strongly suspected that
her sickly sister was infected with the virus.

The  radio  programme  that  Macharia  produced  related  her  own  experience
of having visited a VCT centre to get tested for HIV. It was broadcast on the
Catholic radio station, Radio Waumini, for which she worked at the time. She
asked her sister to listen to the broadcast and  also took it home on CD so that her
sibling could listen to it repeatedly. Like Osman, Macharia’s programme began
with a human interest feature followed by live call-in show with an in-studio
expert,  in  this  case  a  VCT counselor,  that  addressed callers’  questions.  The
human interest feature related Macharia’s fears when she waited for her results.
Part of the script read:

I don’t need to tell you what I feel. My mind is drawing pictures of what the test
kit looks like with my blood on it. Is there one or two lines? One red line means
negative, two means I’m positive”. But it also explained the help she received:
“But Bancy, the counselor, speaks to me. She makes me feel safe. She tells me
that it’s  important to know your HIV status.  It  helps you to protect yourself
(Macharia, 2004).

Similar  to  Osman’s  story,  Macharia’s  programme  ‘humanised’  HIV  for  her
listeners. It enlivened the issue, taking it away from the cold realms of words on
paper, and far away from scientific lectures given by “dry” experts who were the
usual participants in such shows and who never connected with radio listeners
and hardly ever elicited great response. The fact that Macharia went for an HIV
test herself and openly and humbly spoke about her fears when doing so and
allowed listeners a “look” into an HIV testing room.

The human framing of  the  programme “defined  a  problem worthy  of  public
… attention” (Entman, 2007) and raised the importance of going for an HIV test.
This is reflected in the kind of call-in questions the programme received – the
three most common call-in questions were: “How did you feel when you went for
the HIV test”, “How do I get to go to the same HIV testing centre as you?” and
“How did you know that the test was accurate?” (personal communication, April
30, 2004).  Previously,  said Macharia,  her listeners had regarded the tests as
“something out there that other people, but not me, do”. After the programme it



changed to “something that Macharia has done” and listeners should therefore
consider doing as well. After listening to Macharia’s program, her sister asked
her to accompany her to get tested for HIV, at the same place as Macharia had
undergone such a procedure. And, on the morning that they subsequently visited
the specific VCT centre, Macharia’s sister did, indeed, test positive. According to
Macharia, the “biggest factor” in convincing her sister to get tested for the virus
was  the  fact  that  Macharia  herself  had  been  tested  and  that  she  had  the
opportunity to first hear “what happens in a counseling and testing room….having
heard what a counselor says to you” and hearing the sound on the air of an actual
testing kit being opened and used “is what made all the difference”. Macharia
says it in fact gave her sister the “courage” to finally overcome her fear and face
up to the reality that she was HIV positive
(personal communication, May 5, 2004).

Two  follow-up  radio  programmes  on  this  issue  proved  that  some  of
Macharia’s listeners seemed to have the same experience as her sister when
listening to the programme. A week after the broadcast of the first programme –
on a Sunday morning – four listeners called into Macharia’s next programme
reporting that they had gone for HIV tests as a result of the first programme and
requested to relate their experiences on air. Moreover, Macharia’s news editor
was so convinced by the programme himself, that he allocated her airtime for a
weekly HIV programme and had the entire staff meet with a VCT counselor who
he invited to visit the radio station.

Prior to this program, Macharia had produced at least eight HIV programmes
that had not resulted in a single call-in. Instead, she reported, it seemed as if her
listeners wanted to “stay away” from the issue. She believes one of the main
reasons for this is the fact that her programme didn’t make use of strong news
values, and never humanised HIV:

I always presented HIV as something out there for other people…something that
didn’t have a face and certainly didn’t impact on me. When I changed that, the
response to my programme changed. I started getting listener reactions – often
more reaction than to programmes I produced on other much more accessible
subjects…I realised listeners aren’t tired of HIV, they’re just tired of the way in
which we present it (personal communication, May 5, 2004).

‘A Stitch in Time’ (Kenyan Broadcasting Corporation) One more example of an



HIV programme that has used ‘humanisation’ as a news value is that of the radio
presenter/producer  team Ann Mikia  and freelancer  Sammy Muraya from the
Kenyan  Broadcasting  Corporation’s  (KBC’s)  weekly  HIV/AIDS  programme  “A
Stitch in Time”. In fact, it seems to have led to government action and strongly
impacted on policy change. In August 2004 Mikia and Muraya decided to tackle a
difficult topic which was not being addressed by the Kenyan government’s AIDS
programme. The radio team focused on matatu (minibus taxi) touts and drivers
and the schoolgirls who were exchanging sex with the drivers and touts for free
rides to school or money. Muraya took to the streets and recorded interviews with
matatu drivers and touts,  schoolgirls  and also with officials  from the Matatu
Drivers Association (Muraya, 2004).

He produced a  five-  minute  radio  segment  that  was followed by a  live  call-
in session between listeners and representatives from the National AIDS Control
Council  (NACC)  and  the  Drivers  Association  (Malan,  2005).  Muraya’s
humaninterest  report  raised and defined a problem “worthy of  …government
attention”. (Entman, 2007). In addition to this, the programme was framed in a
culturally  relevant  way.  The  story  raised  many  questions  about  the  lack  of
government intervention with regards to transactional sex, a common occurrence
in Kenya that most people know of. The representative from the Matatu Drivers
Association followed up by asking the National AIDS Control Council (NACC) to
commit to action on air. The NACC could not deny any of the problems that were
raised in the programme as they were confirmed by the schoolgirls and matatu
drivers  themselves.  One  girl  in  the  report  admitted  that  “They  [the  matatu
drivers] have sex [with us] and disappear just like that”.

In  December  2004  the  team  did  a  follow-programme  about  the  issue,
reminding the NACC that the problem had still not been addressed and asking
them to explain on air why that was the case. Angry listeners called in to ask
“Why is this happening?” and why nothing much was being done about it, while
the girls and matatu drivers themselves were admitting to this happening. Then,
in May 2005 – six months later – the government launched a matatu drivers
HIV/AIDS programme for which they set up a special voluntary counselling and
testing  (VCT)  centre  for  matatu  drivers  and  provided  HIV/AIDS  counselling
specifically targeted at them. The drivers were also provided with stickers with
AIDS  prevention  messages  to  display  in  their  taxis.  According  to  NACC
spokesman, Abel Nyagwa, the radio programme “A Stitch in Time” was a key



player in improving relations with the Matatu Drivers Association.

The radio team’s culturally relevant and human interest framing of this story
played a strong role in actively shaping the government’s perception of the extent
of  the  matatu  crisis  that  eventually  led  to  action  and  “activate[ed]  schemas
that encourage[d] target audiences to think, feel and decide in a particular way”
(Entman, 2007). It also encouraged listeners to respond in ways that put pressure
on the government to take action.

Journalism training and mentoring
Producing  compelling  HIV  programmes  is  not  something  that  comes
without considerable journalistic skill. In this section the role of media training
and
mentoring of journalists in developing countries are discussed in the context of
the production of quality HIV radio programmes.

Challenges and limitations
Mikia, Osman and Muraya followed a well-tested method of radio production,
albeit as yet uncommon in the developing world: to begin their radio programmes
with focused, theme-based human interest radio features, followed by live call-in
shows  with  in-studio  experts.  It  is  indeed  a  relatively  straightforward  radio
production  method  … But  it  is  one  that  requires  a  considerable  amount  of
journalistic  skills  and  resources  that  these  three  journalists  would  not  have
mastered,  nor  had  access  to,  without  their  having  attended  intensive  media
training workshops and receiving ongoing mentoring from highly experienced
journalism trainers at an international media development organization.

But  it  is  not  only  HIV-related  knowledge  that  is  required  to  tell  such
stories successfully. A significant amount of journalistic skill is needed in order to
produce news media content that carefully interlaces aspects of the epidemic with
“case studies” – people and communities which the virus has impacted – and to
still be able to make it newsworthy. As a radio journalist you need to understand,
and write well enough, to present “life with HIV” in a way that makes news
consumers realise how it affects them as well.

In addition to this, radio producers and presenters need access to telephones
and the internet for research, computers with digital sound editing programmes
and recording equipment – facilities that are rarely available at under resourced



radio stations in poorer countries.

Training and access to resources
All three journalists received access to all of these facilities for the production
of  their  programmes  by  each  attending  a  weeklong  HIV  feature  story
production  workshop  at  Internews  Network’s  Local  Voices  programme.  The
programme follows a training method different from that of most other HIV media
training programmes, with a 70 focus on the development of radio journalism
skills  and  only  30  on  HIV  knowledge.  Other  HIV  media  trainings  generally
approach this very differently, mainly focusing on nurturing HIV knowledge and
not journalism skills. At seven days duration, Local Voices workshops are also
considerably longer than others, which are generally two to three days. It also
trains no more than 10 journalists at a time. All trainees leave the workshops with
a ready-to-air radio feature and outline with questions and research for the live
call-in show that is to follow the broadcast of their human-interest stories.

During  their  respective  workshops,  the  journalists  learned  how  to  write
good scripts, to structure stories, to digitally edit sound and to use appropriate
HIV
language.  They  met  and interviewed people  with  HIV and visited  pregnancy
and  HIV  testing  centres  where  they  recorded  natural  sound  and  interviews
with  counsellors.  During  the  production  of  their  stories,  they  were  carefully
mentored by experienced radio journalists who specialised in HIV reporting to
ensure quality. Each of them received access to recording equipment while on the
training and received their  own equipment  after  the  production  of  five  post
workshop HIV stories. Mikia has also received several travel grants to produce
HIV stories outside of her home city, Nairobi.

A combination of this training approach and access to facilities enabled them to
produce HIV stories  with human and culturally  relevant  frames.  Without  the
training and relevant facilities doing this successfully would have proved unlikely,
as they would not have had access to phones and research facilities to find the
“human” faces of their stories and not have known how to effectively weave them
into their programmes.

Advocacy environments
HIV advocacy environments can significantly contribute to the newsworthiness
of  HIV stories  in  the news media.  The stories  of  Osman,  Mikia  and Muraya



were produced in an environment where many other inaccurate HIV stories, like
the  previously  mentioned  rapid  test/VCT  example,  are  being  published
simultaneously.

The  rapid  test  story  was  for  instance  published  a  mere  week  ahead  of
Lucy Macharia’s programme on HIV testing. This resulted in several conflicting
messages competing with each other in the media.

Traditional  approaches  to  analyzing  news  that  argue  that  the  news  media
reflect society without having much influence on shaping that information, hold
some water, when one considers the influence of AIDS advocacy environments in
the case of Kenya and South Africa. Although none of the abovementioned stories
were aired or published in South Africa, the diverse civil societies of Kenya and
South  Africa  are  a  good  example  to  address  “advocacy  environments  as  a
contributing factor to the framing of stories”.

South Africa and Kenya have two very different civil societies. South Africa’s AIDS
activists are extremely vocal and proactive, holding regular protest marches and
issuing almost daily press releases. In Kenya, advocacy groups are not nearly
as  visible  and  do  not  place  as  much  emphasis  on  developing  personal
relationships  with  journalists.  The  ability  of  civil  society  organizations  and
advocacy  groups  to  make  their  voices  heard  and  present  their  views  in  a
newsworthy manner, makes a vast difference to what ends up in the news media
(Malan, 2005).

When the VCT story about rapid tests broke in Kenya, radio journalists had access
to very few HIV testing experts they felt comfortable enough to phone at 6 am in
the morning to  get  a  comment  on the newspaper  article  that  had appeared
that same morning. As a result, comments with accurate scientific information
that could counter the information in The Standard’s erroneous article was only
obtained and reflected much later that day, and in some cases only later that
week. So, for a significant amount of time, the Kenyan public only had access to
harmful information regarding HIV testing.

In  South  Africa,  on  the  other  hand,  the  largest  AIDS  advocacy  group,
Treatment Action Campaign, in many cases dictates what appears in the news
media. The group frames its opinions in newsworthy ways and TAC spokespeople
are available to the media on short notice at almost any time of the day. As a



result,  the movement’s views are widely quoted in the local news media and
scientifically inaccurate news reports and statements are instantly addressed.
Several studies have indicated that the TAC is quoted more than any other source
in the South African media – and that includes the government (Spur, 2005;
Finlay  2004).  The  TAC  uses  newsworthy  tactics  such  as  protests,  civil
disobedience and public confrontation of government ministers to keep journalists
interested in what they do.

An  example  o f  th i s  would  be  the  open ing  day  o f  the  f i f teenth
International Conference on HIV/AIDS in Bangkok, Thailand when South Africa’s
Health
Minister, Dr. Manto Tshabala-Msimang, told journalists that the drug Nevirapine
(a cost-effective drug used to prevent mother-to-child-transmission of HIV) was
unsafe to use (Brummer, 2004). Two years prior to the conference, South Africa’s
highest court had ordered Dr. Tshabalala-Msimang to make the drug available,
free of charge, to HIV positive pregnant women and their babies. The Minister
had displayed resistance to the order ever since. Within a few hours after the
Minister’s  statement,  the  TAC,  AIDS Law Project  (ALP),  and  Medecins  Sans
Frontieres  (MSF)  held  an  emergency  mass  meeting  for  South  African  AIDS
activists, health workers, scientists, and journalists attending the conference. The
story,  along  with  reactions  from  local  non-governmental  organizations,  that
challenged  the  minister’s  statements,  was  headlined  in  almost  every  major
newspaper and broadcast on regional and national radio and television stations
throughout the country (Malan, 2005). Local NGOs and scientists were furious,
insisting that  statements such as Dr.  Tshabalala-Msimang’s  undermined their
efforts to educate South Africa’s citizens about prevention against HIV infection.
Ultimately, Zackie Achmat, who headed the TAC delegation to the conference,
convinced the conference organizers to give the TAC an opportunity to speak at
the Thursday morning plenary session, to plead for access to Nevirapine for HIV
positive pregnant women in South Africa, and for scientists like Dr. Tshabalala-
Msimang to distribute accurate information about the prevention of mother-to-
child transmission. In the presence of thousands of participants, the TAC asked
session Chairperson Graca Machel, the esteemed Nelson Mandela’s wife, to speak
to South Africa’s Health Minister.

This  incident,  in  which  prejudicial  and  incorrect  information  was
disseminated, and then refuted by activists, is a clear example of NGOs taking on



the responsibility of informing the media and the international community of the
facts. The result was responsible media coverage which reflected the quality and
efficacy of the activist environment of the country. As a result of this activism,
policy or human rights issues relating to HIV appear far more often in the South
African  than  in  the  Kenyan  media  (Malan,  2005).  In  this  regard,  NGOs,
government spokespeople,  academic researchers,  doctors and AIDS advocates
from countries that  do not have adequate media liaison skills  need as much
training as the journalists themselves. They need to be taught how to relate to the
media, how to assist reporters to access information, and sometimes they even
need to be trained on how to make resources such as transport to some of their
projects available to journalists. It is not just the responsibility of the media to tell
the story of HIV; the people who produce the research on this epidemic have a
responsibility to make it available to society through the news media.

The  media  training  programme  in  which  the  journalists  who  produced  the
radio programmes discussed in this chapter participated, includes this aspect; at
least 10 HIV spokespeople are trained in effective media relations for every 30
journalists trained in the countries where it operates (Kenya, Nigeria, India and
Ethiopia).   Media  relations  trainings are five  days  in  duration,  with  trainees
holding an actual  media  event  attended by journalists  on the final  day.  The
reasoning behind this approach is that it doesn’t make sense to train journalists
on how to interview activists  and local  government spokespeople,  NGOs and
PLHIV networks if those people are not available to the media as a result of their
lack of understanding of the sector.

Conclusion
A  combination  of  strong  journalism  skills,  HIV  knowledge  and  an
environment conducive to telling stories about AIDS are essential in empowering
the media to assist in the response to HIV. Culturally relevant stories “with a
human face” can be incredibly powerful, as shown by the case studies discussed
in this chapter. In all of the three human-interest radio programmes that were
discussed, the human and culturally relevant framing of the programmes resulted
in listener responses that actively engaged with the subjects addressed, whether
that was HIV testing, protecting your baby from HIV infection or transactional sex
between taxi drivers and school girls.

In the context of HIV and of an increasingly competitive news world, it is no
easy task to get airtime for an HIV story and to make an HIV-related human-



interest  story newsworthy,  accessible  and accurate.  At  a  media panel  at  the
International  AIDS  Conference  in  Toronto  in  2006,  the  Wall  Street  Journal
Science reporter, Marilyn Chase – who had been reporting on HIV for twenty
years – echoed this concern:

As the pace of  the epidemic  matures,  our  challenges as  reporters  get  more
complicated. Editors get choosier about stories. And that means many projects …
which  are  worthy  … may  not  be  deemed newsworthy.  That  requires  us,  as
reporters, to be smarter and more strategic in uncovering unique angles that
make clear what really are the breaking, compelling news developments in the
epidemic. (HIV science and responsible journalism media panel, 2006).

Reporting on subjects other than HIV/AIDS is often considerably simpler. There
is more often than not less science to understand, issues are less sensitive and not
as much work and skill is needed to produce good stories.

There are several HIV journalism trainings happening in Africa. But some training
organizations ignore the importance of training reporters as much in
journalism  skills  as  HIV  knowledge.  Simply  giving  journalists  access  to  a
vast amount of AIDS-related information by slapping together one speaker after
another rarely makes a difference to their reporting. Journalists need more than
that – they need to improve their journalism skills, and they need time and money
to travel to access the “human faces” or case studies, and research, that will help
them to tell compelling HIV-related stories.

In this regard a recommendation is that more journalists are intensively trained
in “humanizing” the HIV pandemic. Journalists from all mediums (print, television
and radio) should be trained, but, as radio is the most accessible media form in
most African countries, it should receive the most attention.

It  is  also  important  to  provide  journalists  in  Africa  with  access  to  facilities
and mentors to produce quality HIV stories. Sending journalists back to under-
resourced media houses where there are no facilities to create human-interest
stories after a training workshop, is counterproductive. If there is no access to
facilities,  journalists will  not be able to effectively apply the skills  they were
taught in the training. They also need to be mentored by a senior journalist with
significant HIV reporting experience to further develop workshop skills.
Moreover,  it  is  the  responsibility  of  the  news  media,  training  institutions,



activist communities, scientists and governments, amongst others, to cooperate to
ensure  that  the  information  surrounding  HIV  given  to  the  public  through
journalists’ stories leads to the saving, and not the endangering, of lives.

The  programme  topics  in  Osman,  Mikia  and  Muraya’s  HIV  radio
programmes were not addressed as a result of advocacy communities raising
their importance; it was journalistic skill and research that motivated reporters to
focus on these subjects. Other than in South Africa, reporters in Ethiopia and
Kenya can rarely rely on AIDS advocates to identify relevant “news frames” for
them.

As  shown  by  the  comparison  between  Kenya  and  South  Africa,  the
advocacy  environments  in  which  reporters  file  their  stories  can  significantly
contribute to the accuracy and creativity – or the opposite – of journalists HIV
stories. It is therefore equally important to also train communication teams from
government,  PLHIV networks  and non-profit  organizations  in  effective  media
relations. The more conducive HIV advocacy environments are to HIV reporting,
the better the chances are that creative and accurate stories with “human and
culturally appropriate faces” will appear in the media.

NOTE
i. Lucy Macharia is not the journalist’s real name; her identity is being protected
as her sister is not yet comfortable with being public about her HIV positive
status.
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Abstract
This paper explores two essential questions related to health
promotion and HIV/AIDS  education.

1: Do HIV positive health promoters and peer educators have positive effects
on students’ health attitudes, behaviours and HIV stigma reduction?

2:  Which  programme characteristics  have  better  effects  on  health  education
performance? The paper seeks to address these questions with relation to the
DramAidE  Health  Promoters  Project  run  at  a  number  of  Higher  Education
Institutions in South Africa. The project makes use of HIV positive young people
to live openly as role models with HIV on campus, to break stigma around the
disease, increase prevention efforts, and encourage testing for HIV and positive
living with HIV. A project evaluation conducted in 2007 included interviewing
students, staff and the HIV positive health promoters working at nine campuses
across South Africa, and forms the basis for this study.

Introduction
This  chapter  introduces  the  DramAidE  Health  Promoters  Project  and  gives
some background on  its  history  and  the  rationale  for  its  inception,  with  an
overview of the current situation and response to HIV/AIDS at Higher Education
Institutions in South Africa. The Health Promoter Project is rooted in the fields of
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peer education and entertainment education, and this chapter explores some of
the theories that inform those practices, as well as an overview of some of the
literature on similar projects that employ HIV positive people.

The chapter then explores two areas of study, namely the effect that HIV positive
peer educators have on other students, and the programme characteristics that
have better effects on health education performance; in an attempt to highlight
good practice in the field of health promotion and HIV prevention efforts in South
Africa. Some of the data relevant to the DramAidE Health Promoters Project are
presented and discussed, with conclusions regarding the successes, challenges
and potential of this strategy.

The DramAidE Health Promoters Project
The social impact of the HIV/AIDS epidemic in South Africa highlights the need to
ensure that communities band together to deal with all aspects of the disease.
Social behaviour change theories suggest that it is most effective to educate,
sensitise and mobilise individuals by addressing the community in which these
individuals  find  themselves,  and  to  make  HIV/AIDS  a  community  concern
(UNAIDS, 1999b). A number of commentators on HIV/AIDS behaviour change
interventions  agree  that  behaviour  change  can  only  happen  in  a  supportive
context where individuals are empowered to act within the group (Tomaselli,
1997; Airhihenbuwa & Obregon, 2000; Papa et al, 2000; Kelly, Parker & Lewis,
2001; Tufte, 2002).

The  Health  Promoters  Project  is  a  project  running  in  Higher  Education
Institutions across South Africa,  where these institutions are seen as able to
respond to HIV/AIDS in a strategic and focused manner, as communities that find
themselves within other broader communities. It is understood that the Higher
Education sub-sector in South Africa may be disproportionately more affected by
HIV/AIDS than other sectors,  as the majority of  students found on campuses
across the country are in the in the age group with the highest prevalence of HIV
infection  (SAUVCA,  2006).  According  to  a  2000  study  conducted  by  the
research organisation Abt Associates, the rate of HIV infection at a university
undergraduate level was estimated to be roughly 22. This was expected to rise to
33 by 2005 (Thom & Cullinan, 2003).

Higher Education Institutions are often places where young people first explore
serious relationships, and may form opinions and develop behaviour patterns in



relation to sexual behaviour. They are also the training grounds for the leaders
and trend-setters of the future. Training these young people to develop a positive
attitude  towards  managing  the  HIV/AIDS  epidemic  could  ensure  that  they
respond  accordingly  when  they  take  on  positions  of  power  in  society.
Furthermore,  Higher Education Institutions are often well-resourced and well
placed to share information and expertise with surrounding communities that may
have access to fewer resources. This means that the influence of campus based
programmes may spill over into surrounding communities.

The project was developed by DramAidE, a South African based NGO working in
educational  institutions,  and  the  Johns  Hopkins  Bloomberg  School  of  Public
Health Centre for Communication Programmes (now known in South Africa as
Johns  Hopkins  Health  and Education  South  Africa,  JHHESA).  It  was  initially
established on nine historically disadvantaged campuses. It involved recruiting
young people living openly with HIV to live and work on the campus and to
provide information and support to students, as well as to provide a public “face”
of the epidemic.

From its inception, the project has grown and gathered popularity. From the
initial nine campuses in 2002, DramAidE has been approached over the years by a
number of institutions wishing to implement the programme on their campuses.
In 2006/7 the project was implemented on 23 campuses and reached an estimated
762.000 students (DramAidE Annual Report, 2007).

The Health Promoters Project aims to personalise the risk of HIV infection and to
demystify HIV and AIDS and reduce the stigma attached to living with HIV and
AIDS. Through providing health information and support, promoting campus-wide
voluntary counselling, testing and treatment and the concept of Positive Living
amongst the student population, the project hopes to reduce the number of HIV
infections on campus.  The health promoter is  tasked with spear-heading and
facilitating a number of  initiatives on campus.  These include providing basic
HIV/AIDS information to students and staff through workshops and entertainment
education  based  events,  providing  individual  support  to  students  and  staff
both affected and infected with HIV/AIDS, providing information to students as
well  as  access to  appropriate referral  services,  and providing assistance and
leadership with HIV/AIDS programmes on campus and for community outreach
programmes.



In  practice,  the  health  promoters  work  in  orientation  programmes  for  new
students, provide workshops for peer educators, and develop support groups for
students who are HIV positive. Peer education models provide the framework for
this project by supporting HIV awareness events such as Candlelight Memorial
Services, concerts and events that emphasise Voluntary Counselling and Testing
(VCT)  and  ABC (‘Abstain,  Be  faithful,  use  Condoms’)  prevention  techniques.
Literature review

HIV Positive health promotion
Using specifically chosen individuals as peer educators and role models in health
education is a common practice. The practice of using HIV positive people in HIV
prevention campaigns has become more common-place in the past decade, as
people living with HIV speak out more openly about the disease and have become
involved in structured programmes.

Although there is little published South African literature on the issue of the
impact of communication campaigns including people living with HIV and AIDS,
there  are  studies  from other  countries.  Studies  from both  Australia  and the
United States  (Markham et  al.,  2000;  Paxton,  2002)  found that  HIV positive
speakers were highly popular with students and teachers, and had a positive
short-term impact on students’ attitudes. Both studies found that meeting HIV
positive  people  decreased  stigma,  fear  and  prejudice,  increased  audience
awareness about prevention messages and made young people more aware of
their  own  vulnerability  to  HIV  infection.  These  changed  attitudes  were  still
significantly different up to three months after an intervention. The studies found
similar reports from Zimbabwe, North America and Thailand.

An early evaluation of the DramAidE programme (Frizelle, 2002) involved a case
study of two campuses where HIV positive people were employed on campus in
HIV prevention efforts. The evaluation found that the programme had played a
valuable role in developing dialogue on stigma and discrimination both on and off
campus.  The  HIV  positive  young  people  who  were  employed  were  seen  as
rolemodels by other students, who were assisted to develop their own confidence
in their ability to make better lifestyle choices and build healthy relationships. A
follow-up evaluation (Mukoma, 2003) found that peer educators working with
these  HIV  positive  people  had  developed  a  more  in-depth  understanding  of
HIV/AIDS, the social issues that place people at risk, gender issues, and VCT
through the project. In its conclusions, the research found that the strategy of



using an HIV positive health promoter was effective for impacting on students’
knowledge, attitudes and behaviours.  All  of  these studies suggest that health
education on HIV that involves people who are themselves HIV positive assists in
combating stigma and in allowing people to recognise and assess their own risk
behaviours.

Peer education
Peer  education  typically  involves  members  of  a  particular  group  working  to
educate and develop other members of the same group in order to effect change.
Peer education is generally used as a method to influence and change knowledge,
attitudes, and behaviours at the individual level. It is also used, however, to effect
change more broadly at the community and societal level. Educating a group of
individuals can mean that group norms are modified, and that individuals are
encouraged to work together to effect changes in their environment (UNAIDS,
1999a).

Peer  education  has  been  used  globally  with  groups  of  all  sorts,  in  schools,
factories, religious groups and prisons, in an attempt to share information about
HIV/AIDS and to encourage healthy behaviour change. A UNAIDS global study of
30 peer education programmes found that peer educators are seen as “credible
teachers and facilitators who possess critical and unique access to their intended
audiences” (UNAIDS, 1999a, p. 21). A 1998 study conducted in the United States
compared a peer-driven HIV intervention, using intravenous drug users as peer
educators with a traditional outreach intervention using professional outreach
workers (Broadhead et al, 1998). The study found that utilising active drug users
in the intervention allowed access to larger and more diverse networks of the
target  audience,  and  that  the  programme was  more  cost-effective  and more
effective in reducing risk behaviour among the target group. The programme
used  drug  users  to  recruit  their  peers  into  an  education  and  counselling
programme, based on an incentive system. Results showed that those recruited
into the programme by other drug users used their social influence to recruit
others  to  both  be   educated  and  to  become  peer  educators.  Through  peer
education these individuals stake their reputation on the sincerity and content of
what they convey, and are therefore more likely to practice what they promote,
namely safe needle use and safe sex to prevent HIV transmission. This points to
the potential of genuine behaviour change through peer education programmes.

Study 1 below seeks to ask whether the DramAidE HIV positive health promoters



and peer educators have had positive effects on students’ health behaviours and
attitudes, and in HIV stigma reduction.

Programme characteristics and effect on health education
Health communication has come along way from the Shannon and Weaver model
of “sender, signal, receiver” (1949), and more importance has been placed on the
role of receiver as an active participant in the communication process, encoding
and decoding information in an attempt to fully understand and engage with the
content of the message. Kincaid’s convergence model, redefines communication
as “a process in which the participants share information with one another in
order to meet a mutual understanding” (Kincaid, 1979). The model suggests that
“effective communication begins with the audience, the client, or the consumer
and continues over time as a process of mutual adjustment and convergence”
(Piotrow et al, 1997, p. 18). One of the key components to the success of any
communication intervention is an understanding of the knowledge and attitudes
held by the prospective
audiences.

Singhal  and  Rogers  (1999)  outline  a  number  of  factors  that  influence  the
effectiveness communication strategies for health promotion (particularly in the
field  of  entertainment  education,  on  which  DramAidE  bases  many  of  its
programmes, including the Health Promoters Project). These six factors include
audience characteristics; organisational factors; the media environment in which
the programme finds itself; audience research; programme specific factors; and
infrastructural factors such as access to support services.

Singhal and Rogers’ research suggest that audience members actively negotiate
meaning when processing health education messages, and that this meaning can
be intended or oppositional. Audience research and the pre-testing of messages
can facilitate a dominant intended reading of these messages. They also suggest
that  audiences  interpret  messages  selectively.  The  second  determinant,
organisational factors, includes the presence of champions and strong leadership,
access  resources  such  as  time  and  funding,  the  collaboration  of  relevant
stakeholders and the presence of technical experts including project managers.
The third determinant, the media environment, suggest that the degree of media
saturation, media credibility, the appropriate channel and the penetration of the
target audience through integrated campaigns all influence the success of the
programme.  Fourthly,  Singhal  and Rogers  (1999)  suggest  that  the quality  of



audience research, both formative and summative, can determine a programme’s
success. The fifth component includes programmespecific factors specific to such
interventions, including the use of colloquial language, the employment of both
celebrities and real-life characters, programme scheduling and repetition. They
suggest that for success,  these programmes must be theory based and must
contain a balance of education and entertainment. The theories that provide the
foundation  for  entertainment  education  communication  programmes  include
marketing principles, persuasive communication theory; play theory and social
learning theory. The sixth factor that Singhal and Rogers highlight is the need for
strong infrastructure to support the programme, including service provision that
allows the audience to enact intended behaviour change. Study 2 below refers to
these success-determining characteristics identified by Singhal and Rogers (1999)
and seeks to find which programme characteristics have better effects on health
education performance in the Health Promoters Project.

Study 1: HIV positive health promoters and peer educators’ effects on students’
health attitudes, behaviours and HIV stigma reduction.

Method
The data for this paper were collected at 9 Higher Education sites across South
Africa. This selection crossed a range of provinces in both semi-rural and urban
areas.  Selected campuses reflect both previously disadvantaged campuses,  as
well as the previously advantaged campuses, and the student population across
campuses covers a variety of race groups, both genders, and a range of students
enrolled in both technical and theoretical academic courses. Annual reports are
prepared by Health promoters and their campus supervisors and submitted to
DramAidE. A collection of reports from 2004-2007 informed this study.

A fieldworker familiar with each site was appointed and briefed about the purpose
and methods of  the evaluation research project.  Instruction was given about
fieldwork  procedures  and  data  collection  methods.  As  the  project  unfolds
differently  across  campuses,  set  questions  were  not  drawn  up  for  these
researchers, so as to allow them to develop their own picture of the project on
each campus. Evaluation reports are cited and added to the References.

Focus group discussions and interviews. Open ended interviews and focus group
discussions were held with all respondents. These were recorded on tape, and
notes taken during the sessions. Transcriptions of these interviews and focus



group discussions were analyzed and form the basis of this evaluation.

Health  promoters.  The  health  promoters  at  each  campus  were  individually
interviewed  by  the  researcher  in  person.  Some  follow-up  questions  were
addressed by telephone or  via  email.  A  total  of  nine health  promoters  were
interviewed.

Health promoter Supervisors. Nine health promoter supervisors were interviewed
individually by the researchers and notes taken during these interviews. These
supervisors generally hold positions within the HIV/AIDS units of health clinics at
each institution.

Peer educators. Peer educators or other students who had attended DramAidE
workshops and involved in peer education programmes on the campuses were
interviewed, either individually or in focus group discussions. A total of 71 peer
educators were interviewed. The sample included a balanced mix of male and
female students.

Students. Fifty-two students were randomly selected; exposed and not exposed to
the programme they completed questionnaires at two of the campuses.

Reliability. A guideline was drawn up for researchers but no formal protocol or
list of questions was specified for the research. This has resulted in different
questions being asked and answered at different sites, and the content of the data
varies accordingly. The quality of the data at the different sites also varies, as
some of the regional researchers were closer to the programme and therefore
more  able  to  ask  probing  questions  with  an  informed  understanding  of  the
project.

Results
The  key  difference  between  the  Health  Promoters  Project  and  many  other
HIV/AIDS initiatives is the employment of HIV positive individuals to fulfill the
role  of  health  promoters.  According  to  the  DramAidE programme plans,  the
health promoter must be a person who is living openly and positively with HIV.
The  benefits  of  using  people  who  are  HIV  positive  are  highlighted  in  the
interviews with students and staff.

It has made a huge difference. I was diagnosed this year in June and I couldn’t
cope. I was frustrated and lonely because I haven’t told my family yet. But talking



to the Health promoter really helped. She made me realise that I have more to
live for and that this is just another challenge I need to face positively  (HIV
positive student).

Peer educators at most campuses reported that knowing the health promoter
personally makes the workshops that they run easier, as they can refer to a close
and relevant example of living with HIV.

She’s like a living example, which makes your message stronger. You can say to
people, ‘I know a person like this, she’s with us. She’s healthy and strong. If
someone gets HIV, they can live beyond that  (Peer Educator, Cape Peninsula
University of Technology).

On some campuses, the health promoter is linked with the clinic and a great deal
of their time is spent counselling students for VCT. The benefits to the health
clinic of having an HIV positive person on the team are noted from staff at these
clinics on many campuses. VCT Campaigns conducted as part of the project are
reported as having been successful at most campuses, and result in an increased
uptake of campus VCT services. The health promoters are seen as good role
models for those who are thinking about testing.

Students find it easier to go for a test because they see someone else who is living
openly with HIV (Supervisor, Cape Peninsula University of Technology).

The continued visibility of students living positively with HIV on the campuses
helps to counter stigma. Living openly with HIV means being a positive example
to students, and the health promoter has taken on the mantle of support at most
campuses.

He acts as the pillar of our care and support towards HIV positive students…
The emotional and social support he gives students is incredible  (Programme
supervisor, University of the Western Cape).

The research across campuses suggests that the health promoters offer support
to those both affected by and infected with HIV, as well as to other students and
staff who have family members who are affected.

When the time came I was ready, I had accepted my father’s status and I could
help my mother accept it too. Even afterwards at the church, my mother and I



could be there for others who came to us to help them… (the health promoter)
helped me a lot (Student, Durban University of Technology).

Peer educators and others who attend the health promoters’ workshops report a
change in attitude and a move towards safer sex behaviours, which are part of the
prevention efforts  of  the project.  Both peer educators and clinic  staff  across
campuses suggest that the health promoter has a great effect on attitudes and
moving people to take responsibility for their lives.

He came to residence and spoke and he was so strong, if  he can stand up,
encouraging me to be strong, so I went the next day. It was not about the result,
but only but that I could stand up and choose for myself and show that strength in
myself (Student).

The health promoters’ presence on campus normalises HIV and allows students
the opportunity to reassess their prejudices.

At first I knew the virus was there, but when I saw the living proof in (her), it
changed  everything.  I  thought  maybe  someone  who  was  positive  would  be
different from us. But it’s not written on their face, you can’t see it. Seeing her
over and over, it’s like normal now (Peer Educator, Cape Peninsula University of
Technology).

Students comment that they find it difficult to think of the health promoter as
‘different’ from themselves. This reduces ‘othering’ and stigma on campus.

We forget his status; we admire him so much as a person. He does not preach
but practices strength and positive living. He is a leader and I have taken this into
my life (Peer Educator).

Students report on the empowering experiences of workshops that they have
attended,  and  reflect  on  how  they  now  practice  reformed  behaviours  and
attitudes.  These  differ  from  the  patriarchal  and  often  stereotypical  learnt
behaviours that are sometimes experienced in more familiar environments. On
most campuses, peer educators are directly affected by the health promoter, and
research at  one campus noted that  they agreed unanimously that  the health
promoter  was having an impact  on other  students  (Burman,  2007).  Students
confirm that the role of the health promoter is a powerful force in their lives. They
say that the programme works as both a stimulus and inspiration. The research



findings suggest that the HIV positive health promoters, together with the peer
educators challenge students’ attitudes towards those who are HIV positive, as
well  as their attitude towards their own personal HIV vulnerability and their
ability to cope with a positive diagnosis.

Campuses  report  a  direct  correlation between the involvement  of  the  health
promoters in VCT campaigns and the number of students reporting for testing,
suggesting  that  student  health  behaviour  is  also  influenced  by  the  health
promoter. The research undertaken at the selected sites also suggests that stigma
levels have decreased since health promoters started working on campuses. This
may be attributed to a multitude of factors outside the project such as increased
portrayals of HIV positive characters on television, national media campaigns and
increases in disclosure by celebrities. The health promoter, however, is a personal
role model to whom the campus has access to.

Study 2: Programme characteristics’ effects on health education performance

The 2007 project evaluation uncovered a wealth of information on the varying
efficacy of the project on each of the campuses in which it runs. For the purposes
of this study, I have arranged the data collected on the programme according to
the six factors affecting programme efficacy as determined by Singhal and Rogers
(1999).

Method
The data for this study were collected at the same 9 campus sites across the
country, in a series of focus group discussions and interviews.

Health  promoter  Supervisors.  Nine  health  promoter  supervisors  were
interviewed individually by the researchers and notes were taken during these
interviews. These supervisors generally hold positions within the HIV/AIDS units
of health clinics at each institution.

Senior management.  The Vice-Chancellor,  Rector,  Student Affairs manager or
other senior management member knowledgeable about the programme and its
relationship  to  other  HIV  or  health  programmes  and  policies  in  the  Higher
Education Institution was interviewed at seven of the nine campuses.

Institution  staff.  Health  clinic  staff  was  interviewed  on  each  campus.
HIV/AIDS  programme managers  or  clinic  managers  were  targeted  for  these



interviews, and at some campuses additional  interviews were conducted with
clinic  nurses  and  doctors.  Six  random  lecturers  from  two  campuses  were
interviewed for their views on the programme. In addition to these meetings, the
individuals involved in the DramAidE programme management were interviewed
with a  view to  understanding the dynamics  and challenges of  managing the
programme.  Specifically,  DramAidE  Manager  Mkhonzeni  Gumede  was
interviewed in June 2008; and researcher and consultant Laura Myers in July,
2008.

Results

Audience characteristics
The  target  audience  for  the  project  is  students  living  and  studying  at  the
institutions,  as  well  as  institution  staff  and  members  of  the  surrounding
community.  The fulltime presence of  a  Health promoter on site  allows for  a
continuous negotiated meaning of the health promotion messages between the
audience and the health promoter.

She’s always here 24/7. If someone has a crisis, someone will know that there’s
this  health  promoter  on  campus  that  you  can  go  to  (Peer  Educator,  Cape
Peninsula University of Technology).

Audiences are exposed to messages continually, and this increases their message
retention.

Organisational factors
The presence of  champions and persons of  influence involved in  the project
continues  to  strengthen  it.  Where  the  Vice  Chancellor  or  other  upper
management  is  aware  of  the  programme,  they  comment  favourably  on  it:

I  think  institutions  of  higher  learning  are  environments  where  this  kind  of
intervention should be promoted. [When] a person is affected, it makes more
sense for them to talk to someone who has personal experience. It has more
impact in that way than other projects. For that, I would urge institutions to
promote this…. These kinds of positions need to be established as mainstreamed
positions (Vice Chancellor, Cape Peninsula University of Technology).

Not all campuses enjoy the same level of support though, and this affects the
manner in which the Health Promoter Project is viewed by the entire staff:



I feel like we are doing this work alone. It would make such a difference to know
the management was giving us support … Staff members do not know about me. I
try to make myself visible, but it’s not happening [that I am] received as someone
who’s making a difference in this institution. Some faculties don’t even want to
offer me a slot. That’s the kind of attitude I get from most lecturers  (Health
Promoter).

It is clear that the institutions seem more committed to the programme if they pay
the health promoters salary.

The importance of becoming institutionalised is very important as it helps to make
you feel welcome and a part of the institution. If not, you don’t have as much
influence and reach people higher up. I can now participate in a more meaningful
way. You have to be recognized as a part of the structure. It has an impact on how
I run programmes (Health promoter).

This formalisation of the health promoters’ role in the institution may ensure that
the programme is more sustained, with longer-term funding and programmes
guaranteed, as well  as an improvement in the care and support that can be
offered  to  health  promoters  themselves  as  permanent  employees  of  the
institution. This has also been raised as an issue by project managers, DramAidE.
As the health promoters are not employed by DramAidE itself, the organisation
cannot provide benefits or care. Since the inception of the project, a number of
health promoters have become ill and four have died. This is a situation which
demands attention from the institutions where they are working.

Employing the health promoter means that most campuses have had to ensure
that there is a flexible and workable HIV policy for the institution, affecting both
staff  and  students.  A  number  of  programme  managers  and  supervisors
interviewed for this study reported that this was a challenge for the institution.

On paper, we want HIV to be something manageable, that we can control, but
there is much more to learn about having a colleague with HIV …. We wouldn’t
have learned that in other ways. It challenges us every time in terms of our own
workplace policies (Programme manager, Stellenbosch).

At one campus, the peer education programme manager comments that in terms
of total funding for HIV/AIDS interventions on campus, the cost of hosting the
health promoter is their smallest cost. In terms of costs and outputs, the project is



seen as bringing the greatest value to the campus prevention projects.

The environment in which the programme finds itself
While students often claim “AIDS fatigue” (HIVAN, 2008), the Health Promoter
Project seems to be seen in a different light to other AIDS education campaigns,
because of its highly personalised message, thereby avoiding media saturation.
Because the health promoters themselves are HIV positive, they give the health
messages a certain amount of credibility as part of a more integrated campaign
on each campus.

I’m now well-known on campus. They refer to me as the HIV lady… I get stopped
in corridors here by people asking questions about HIV… If they know of anyone
who is HIV positive, they know who to come to. I’m here for them…  (Health
Promoter, Cape Peninsula University of Technology).

Health promoters fit into programmes run by campus health clinics as well as
other bodies on campus. One of the most widely reported relationships is that that
the health promoter has with the peer education programmes on campus. In some
cases the health promoter runs the peer education programme, in others he or
she is an advisor to the peer educators and a resource for them. Many health
promoters fit into campus orientation programmes for new students entering the
institution. A number of students recall that their first meeting with the health
promoter was during Orientation Week. The health promoter is often responsible
for all health calendar events on the campus and in many cases has ensured that
HIV/AIDS issues are on the agenda of recognised student bodies. Some health
promoters assist lecturers in presenting some HIV/AIDS related content for the
curricula, often presenting guest lectures to students, or assisting students with
HIV/AIDS related academic projects.

Student services and clinics report that the health promoter has offered them
additional impetus and legitimacy, as well as offering additional capacity in order
for them to deliver more effective services, particularly with regard to VCT and
support.  Many  health  promoters  are  also  involved  with  housekeeping  and
maintenance staff on campuses, and keep them informed of activities as well as
running awareness workshops for these groups.

Audience research
DramAidE conducted two evaluations of early phases of the project in an attempt



to find what would work best for students at these institutions. This gave rise to a
number of suggestions for improvements to the project, and the 2007 evaluation
further  highlighted  areas  for  attention.  This  practice  has  meant  that  the
programme is constantly evolving. The research conducted for this study shows
that the primary target audience (students) respond particularly well to the health
promoters, in contrast to health professionals on campus. This suggests that the
dual factors of youth and HIV positive status of the health promoter are key to the
project’s success.

Programme specific factors
Across campuses, programme managers and others report that the project has
added value to already existing campus programmes, as well as bringing new
programmes to the attention of students. The health promoters use participatory
methodologies such as workshops and entertainment education as a way to reach
and move students.

Workshops and drama are very important in so far as everything you do has
meaning. I use them to create empathy, and develop a spirit of sharing so that we
can learn together. People also see the need to respect each other and see each
other challenges, as well as finding ways to deal with these challenges. We work
through fear through games, and learn to participate which helps us to face up to
issues (Health Promoter).

It is reported by peer educators that workshop methodologies that are drama
based are most often appreciated and successful.  The workshops seem to be
effective in the development of responsible and empowered young people who
have HIV/AIDS agency skills. It is suggested that this kind of small scale strategy
and peer education will add to the mobilisation of a social movement that will
have far reaching effects in society more broadly.

We see the students willingly engaging in this project in high numbers. This in
turn will reduce the spread of this disease which is in our midst (Campus Nurse,
University of Venda).

Infrastructural factors
All of the campuses involved in the study link the Health Promoter Project with
VCT services, which are offered on campus. This means that there are direct links
between  the  messages  of  positive  living  and  the  services  provided.  Health



promoters also distribute condoms on campus.

Six of the campuses included in the study make specific reference to the fact that
the health promoter offers a referral system for students to doctors and hospitals,
and advises on where the best and most affordable care can be found. It  is
unclear  as  to  how  many  of  the  campuses  are  registered  as  anti-retroviral
distribution sites, but would seem that many health promoters refer students to
services off-campus. Almost all campuses report that most of the students who
test HIV positive seek out the health promoter, whose influence and support for
these students is evident. A number of campuses report that before the Health
Promoter Project was initiated, their own HIV/AIDS campaigns and services were
sporadic and not sustainable. In many cases, students regarded the clinic staff
running  such  programmes  as  unfriendly  and  unhelpful.  Campuses  report
increased use of these services since the health promoter came on board. The
findings of this research suggest that the factors influencing the programme has
been maximised to meet the potential  for success as defined by Singhal and
Rogers.

General discussion
Campuses report that the sphere of influence of most of the health promoters is
significant and includes students, community members, and, on some campuses,
staff. Health promoters are seen across campuses as visible HIV positive activists
advocating  acceptance,  and  challenging  discrimination  against  students  or
employees who are living with AIDS. They serve as valuable resources to the
university  community,  in  providing  information  about  HIV  that  supports
prevention efforts, serving as an example of how to live openly and positively, and
in being an instrumental part of the institution’s effort to care and support staff
and students who are HIV positive.

The  health  promoters  challenge  HIV  related  stigma  and  discrimination  by
encouraging students to examine their stereotypes and preconceptions of what it
means to be HIV positive.  Where health promoters are living in the campus
residences, their impact is noted, as they are always available and visible to other
students.  Peer  educators  and  other  students  report  that  meeting  the  health
promoters brings HIV closer to home and has affected their views on people living
with HIV. It  is  apparent through the research across the campuses,  that the
health  promoters  have  added  value  to  campus  campaigns  and  HIV/AIDS
initiatives. Health promoters also believe that the programme is vital and that



without it, there would be a negative impact on students.

I know more people would be positive. So many people still get infected and it
is because there are not enough people like us openly talking about our status. If
we weren’t around, more people would be infected (Health promoter, 2007).

Health  promoters  add  to  the  peer  education  programmes  on  campus  by
encouraging them to use new participatory methodologies in workshops,  and
assisting  in  developing  other  skills,  including  facilitation,  organisation  and
advocacy skills.  They also offer new and engaging methodologies for campus
campaigns, including using popular media that engage campus communities in an
exciting  way.  Some  health  promoters  offer  activity  based  programmes  and
support that contribute to a supportive environment for marginalised students
who may have experienced stigma and discrimination. They have also initiated
and strengthened off-campus programmes and allowed the institutions to develop
new links with the surrounding communities.

On  some  campuses,  health  promoters  have  directly  contributed  to  the
development of the institutional policy on HIV/AIDS. Having HIV positive, and
sometimes sick employees, has challenged the institutions to be able to effectively
manage HIV positive employees and put their policies into practice.

Health promoters help students to personalise the risk of infection and in most
instances,  the  health  promoters  are  good  role  models  for  students  who  are
thinking about testing, and as examples of positive living. Students who test HIV
positive report that having a health promoter on campus has helped them to come
to terms with their own diagnoses. Students who are infected relate to the health
promoter on a personal level and feel an affinity with them. The support offered
by the health promoters is invaluable, and they assist peer educators, students
and staff to accept HIV as normal.

Although all of the evidence points to overwhelming benefits to employing HIV
positive people for such a programme, there are a number of challenges to doing
so. These include issues such as employment policy, illness and fatigue on the
part of the health promoter, and in extreme cases death. Health promoters also
report difficulty in separating their private lives from their public appearances,
and without ongoing counselling and support  are prone to burn-out.  For the
successful implementation of the project, these are issues that must be addressed.



The programme is afforded varying degrees of recognition on different campuses,
depending on its level of institutionalisation. It is noted that staff support for the
programme is vital  for its survival on campus. Where the health promoter is
recognised by staff, it seems that there is greater access to students and more
visibility on campus. Access to funding and campus resources affects the success
of  the programme, and is  another issue that  needs to be negotiated for  the
successful continuation of the project.

While there are ongoing administrative issues that threaten the success of the
project at many of the institutions, a number of campuses report that the Health
Promoter  Project  has  become the  flagship  HIV/AIDS project  that  contributes
towards  creating  a  supportive  healthy  environment  amongst  both  staff  and
students on campus.

The DramAidE Health Promoter Project meets a number of key success criteria,
including  the  involvement  of  HIV  positive  people  in  interventions,
costeffectiveness, relevance, replicabililty, innovativeness, and sustainability, and
should be seen as an example of best practice with regards to HIV prevention
projects.
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Health  Communication  In
Southern Africa ~ Cell Phones For
Health In South Africa

Abstract
There is widespread global use of technology in medicine
and  health  communication,  leading  to  terms  such  as
telemedicine,  telehealth  and  e-health.  A  wide  range  of
information and communication technologies (ICTs) is used
both in the provision of services, as well as for messaging
and  communication  campaigns.  In  South  Africa,  limited
Internet penetration has led to increased experimentation
with  cell  phones  as  a  tool  for  social  change.  This  paper

provides a discussion of three of such projects: The Teen SMS Helpline of the
South African Depression and Anxiety  Group (SADAG);  SIMPill  which assists
patients with compliance to their  tuberculosis  medication;  and CellLife’s  Cell
phones for HIV programme. The projects are described, and the paper reflects on
the general possibilities for using cell phones in healthcare, weighing advantages
and disadvantages, particularly in the local South African context.

Introduction
The  global  trend  of  using  new  technologies  in  healthcare  and  health
communication has made its  way to  Africa.  A range of  healthcare initiatives
makes  use  of  palm  devices,  the  Internet,  and  other  information  and
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communication technologies, giving rise to the terms e-health, tele-health, and
telemedicine (see Oh, Rizo, Enkin & Jada, 2005, for a literature review on the
topic).

While the growing body of literature on this subject explores both the Internet
and cell phones as ‘new’ media in the use of health promotion efforts, it is cell
phones  that  are  emerging  as  most  popular,  and  possibly  most  effective,  in
health communication on the continent. Internet penetration in South Africa is
increasing steadily, but the numbers of people with access to high-speed Internet
connectivity here and elsewhere across Africa are probably still too low to allow
the widespread success of Internet based applications, outside of telecentres set
up specifically for this purpose. Recent statistics indicate that only one in 700
Africans has access to the Internet, versus one in four Europeans (Chakraborty,
2008).

On  the  other  hand,  the  number  of  mobile  subscribers  in  Africa  has
increased dramatically over the last few years. In 2007 Africa added over 60
million new
mobile  subscribers  and  mobile  phones  represented  90  percent  of  all
telephone subscribers (African Telecommunication/ICT Indicators, 2008). Indeed,
cellphone penetration in Africa has increased rapidly since the privatisation of
telephone monopolies in the mid-1990s (LaFraniere, 2005). Between 2000 and
2006, the total number of subscribers to cellphone services increased from 10
million to 110 million, in the 24 countries of sub-Saharan Africa, and South Africa
had more subscribers to cell phones than fixed lines (Buys, Dasgupta, Thomas &
Wheeler, 2008). Similarly, an earlier study revealed that the number of mobile
subscribers in 30 Sub-Saharan countries rose from zero in 1994 to more than 82
million in late 2004 and the rate of growth for the entire continent has been more
than 58 per year (Mbarika & Mbarika, 2006). Clearly, Sub-Saharan Africa is the
world’s fastestgrowing wireless market and the rate of growth for the entire
continent has been more than 58 per year (Mbarika & Mbarika, 2006). In South
Africa, cellphone use is widespread, particular with the introduction of pre-paid
services; and there are over 30 million users (Shackleton, 2007).

Drawing  on  Kaplan’s  (2006)  definition  of  ‘intervention’  to  mean  the
intentional use of cell phones to achieve a specific health-related outcome, this
paper surveys past and present cellphone ‘interventions’ in South Africa, drawing
on an extensive literature search and qualitative interviews with project leaders.



There is an extensive array of literature on a range of projects using cell phones
in health communication (see McBride& Rimer, 1999, who provide a literature
review),  but  there  is  little  literature  documenting  such  projects  in  Africa.
Furthermore, in South Africa, the idea of cell phones for development (including
health)  is  not  new,  but  while  there  are  some  disparate  articles  on  specific
projects, there is little scholarly work on the subject.

This chapter thus provides an overview of the area of cell phones for health in
South  Africa,  with  brief  discussions  of  three  of  the  largest  and/or  longest
running projects: The Teen SMS Line of the South African Depression and Anxiety
Group  (SADAG);  The  Cell  phones  for  HIV  project  run  by  CellLife;  and
SIMPill,  previously  known  as  the  TB  Compliance  Project.

Background: Cell phones in Africa
Before discussing these three projects, first a brief look at how cell phones are
currently used in the region, to provide some context to the situation in South
Africa.

As  a  result  of  widespread  penetration,  cell  phones  have  been  widely  used
across Africa for a number of applications. In various countries including Kenya,
Senegal (Mbarika & Mbarika, 2006) and Sierre Leone (The Economist, 2008),
they’ve been used for political activism, where citizens can report ballot fraud via
SMS. Cell phones have also proven useful for isolated communities to participate
in the global economy e.g. farmers in Uganda have used cell phones to find out
about the latest crop prices (Gray, 2006).

In South Africa, cell phones are already used quite prolifically for a number of
applications. Students in their final year of school can access their final school
year results by SMS as part of a service offered by the Department of Education.
A  project  called  the  Mobile  Dictionary  (MobiDic)  allows  users  to  access
dictionary entries via their phones, sending definitions of words by return SMS;
the Department of Home Affairs department is piloting a system which allows
citizens to receive SMS notifications on their cell phones regarding the status of
their  applications  for  passports  and  other  documents.  The  organization
Abahlali baseMjondolo has used mobile phones extensively as a way for people
in  settlements  across  the  city  to  stay  in  touch  to  arrange  meetings,  share
information and mobilise citizens for what they call ‘cell phone toyi-toyi’, where
members SMS an official to request a meeting (Shackleton, 2007). Similarly, the



UmNyango Project,  in  KwaZulu  Natal,  set  up an SMS gateway to  distribute
messages to rural women and also allowed them to send messages to paralegals if
they needed help with incidences of violence or threats to their access to land
(Manji,  2008). With widespread access to cell  phones and the introduction of
more affordable payment options, South Africans already use cell phones widely
for a range of applications, from cellphone based online banking, to online chat
systems such as MXit (see Bosch, 2008).

The progression to using cell phones for health-related services seems natural
given the  high saturation  of  the  technology;  and the  use  of  cell  phones  for
healthcare applications in the rest of the continent is already widespread. In
Rwanda, the Manyange project uses cell phones for health workers to call up the
records of pregnant women from an online database and then tell caregivers what
to  do in  an emergency.  Each phone has  a  training manual  on material  and
childcare with pictures and audio instructions that can be sent to families. Around
143 private and public health centres in Rwanda use Tracnet, a system that uses
cell phones to collect information on patients’ infections, and to keep track of
which  medicines  are  available  in  each  health  centre,  making  shortages  of
antiretroviral medicines less common (Kimani, 2008; Chakraborty, 2008).

Information  about  a  polio  outbreak  in  Kenya  became  available  because
health  workers  were  using  hand-held  devices  to  collect  survey  data  (The
Economist, 2008). Further, a recent edition of The Soul Beat (2008), a newsletter
distributed by the Communication Initiative, profiled several initiatives currently
underway in Africa. These include MyQuestion and MyAnswer,a Nigerian project
which allows young people to request information on reproductive health and
HIV/AIDS via SMS; a cellphone project in the Democratic Republic of Congo
(DRC),  set  up  to  monitor  and  report  on  child  rights  violations;  and  the
edutainment Freedom HIV/AIDS Game based in India and six African countries,
among others.

Most  of  these  applications  make  use  of  text  messaging  or  SMS,  although,
as discussed below, there are other ways to use cell phones in the field of health
communication. While text messaging has been slow to rise in some markets
(e.g. the United States), Goggin (2006) documents its widespread popularity in
Japan and the Nordic countries. Text messaging is similarly popular in South
Africa, particularly as it is much cheaper than voice calls. SMS thus has obvious
advantages, most importantly its relatively low cost. Moreover, SMS messages



can be sent even when a user’s cellphone is turned off (and they can then retrieve
the message later), SMS messages are private; and sending SMSes is already a
widely diffused technology, meaning that there’s no need to train participants to
use  the  technology.  But  there  are  also  some limitations:  SMS messages  are
limited in the number of characters (160), illiterate participants cannot use them,
and they do not promote the interactivity or complexity of interpersonal feedback.

Cell phones for health in South Africa
Several projects in South Africa have used various aspects of mobile telephony
for health communication. Following international trends, most of these began
with using cell phones to help patients with adherence to drug routines. The
Perinatal HIV Research Unit (PHRU) in Soweto conducted a pilot project with
DocVia.com to provide drug and appointment reminders. Similarly, the Dokoza
Project was piloted for six weeks over November and December 2004 at the
HIV/AIDS Adult Clinic at the Helen Joseph Hospital and the Paediatric Clinic at
Johannesburg General Hospital in Gauteng.

The aim of the piloted system was to fast-track the roll-out of  anti-retroviral
treatment  (ART)  in  resource  poor  settings,  with  its  capacity  to  collect  and
disseminate  real  time  data  (e.g.  patient  registration,  obtaining  patient
medication history etc) and transaction information for patients receiving ART
and TB treatments (White & Patel, 2005); as well as offering hospitals a common
interface to the National Laboratory System to allow fast access to blood test
results (Spur, 2005). This system was designed to allow for a range of real time
updates, and it was anticipated that applications would extend to allow hospitals
to use cell phones for national searches to track where patients are registered
and when the latest medication was dispensed, or to provide instant feedback
about possible duplication of services (White & Patel, 2005).

Similarly, a second pilot project, at Brits Hospital in the North West Province, was
set up to manage patient numbers, as a result of the common phenomenon where
patients,  many  of  whom  travel  long  distances,  are  often  turned  away
because there is no mechanism to anticipate demand (White & Patel, 2005). A
company called Mohwiti Technologies set up AccessHealth, for the Department of
Health, which involves using cell phones to improve patient referrals between
local clinics and district hospitals. Similarly, the UWC Project, is an ongoing pilot
in the rural Eastern Cape involving the remote Canzibe Hospital and Lwandile
Clinic in Libode District. It uses a long-range WiFi network, and WiFi enabled



smartphones in addition to mobile applications such as MXit, Skype and Fring, to
cheaply allow communication between rural hospital doctors and clinic sisters –
e.g. test results can be photographed and sent via the wireless network from the
satellite clinics for instant analysis (Shackleton, 2007).

South  Africa  presents  an  interesting  case  study  with  its  simultaneous  high
levels of diseases like HIV and TB together with high cellphone penetration. And
as such, there seem to be some obvious possibilities for drawing links between
these two trends. As the project manager of the NGO CellLife, says:

For  the  first  time  that  I’m  aware  of,  there’s  now  an  interactive  digital
technology,  literally  in  the  hands  of  the  majority.  So  now most  people  in  a
township or remote rural area literally have one, which means you’re close to 90
of people who have access to one through a family member neighbour etc and I
doubt that’s ever been the case before (Benjamin, interview, 14/6/08).

The following projects  will  be described in further detail  below: The SADAG
Teen SMS Helpline, SIMPill and CellLife. These cases were selected as they are
the oldest and/ or longest running projects using cell phones in the country; and
because of their perceived high levels of sustainability i.e. all the other projects
found were short-term pilot projects, with limited utility beyond their test period.

SADAG Teen SMS Helpline
The  South  African  Depression  and  Anxiety  Group  (SADAG)  launched  an
SMS project in 2000, to provide psychosocial support to distressed teenagers in
an
attempt to reduce the high teen suicide statistics. This is a good example of a
project that provides a counselling service via cellphone technology. Teenagers
send an SMS to the number 31393, and a counsellor replies to the message.
According to the project director, Janine Shamos, the centre receives between 30
and 50 SMSes per day, and more during peak periods e.g. during stressful exam
periods; and the content ranges quite widely, from teenagers or their parents
seeking basic information, to counselling requests for very specific problems.

They ranged from things like “I think my daughter needs help” to “I’ve tried to
kill myself 5 times, I hate my life. I want to die tonight, Please help me”. In that
kind of a case obviously we would actually phone the person back. But we do get
a wide range of different things coming on SMS. But the first point of contact



from us  would  be  to  say  thank  you  for  contacting  the  centre,  we  got  your
message, please give us a call we can help you so much more if you phone us.
Very often we’ll get someone SMS’ing back and saying I don’t have a landline or
its too expensive and then we’d say to them would you like us to call you back and
we will then, because if someone SMSes and says “Hi I’m looking for the nearest
branch of alcoholics anonymous in my area”, fine we’ll send that to them on SMS,
not a problem. But if someone calls and says “I want to kill my 3 children” we’re
not going to risk it over SMS, we need that proper, face-to-face contact, we need
that voice-to-voice contact (interview, Shamos, 23/6/08).

In this instance, the SMS line is used mainly as the first point of contact, and not
for  actual  counselling.  SADAG explained  how the  idea  arose  after  a  school
programme they ran called Suicide Shouldn’t be a Secret, where informational
talks in schools in the Gauteng region were introduced as a response to the rise in
teen suicide in South Africa. While teens posed lots of questions to the visiting
counsellors after each talk, they seemed hesitant to call the centre’s toll-free line
afterwards. As a result, the centre then decided to introduce an SMS line, as a
potentially easier way to encourage young people to initiate contact.

A lot of people and particular kids – you know teens are so used to SMS’ing, it’s
so second nature to them they’ve forgotten how to speak to people – it’s a lot
easier to SMS a couple of times, get some feedback, get some reassurance that
what they’re doing is the right thing, and then they’re happy to call us in. And
we’ve found that definitely with the teen suicide programme (interview, Shamos,
23/6/08).

While originally started as a service to teens, the SMS line is now open to the
general  public.  The  centre  drew  on  the  popularity  of  texting  to  encourage
people who need counselling to make the initial contact with the centre, in a way
that is possibly less intimidating than a telephone call. The almost impersonal
nature and relative anonymity of the text message could potentially relieve the
stress  and embarrassment  of  direct  voice  contact  with  a  stranger  regarding
emotional and psychological problems.

Remembering a 5-digit number is very, very easy, and people SMS because it’s
second nature. You’re sitting watching TV, you’ve got your phone in your hand,
it’s much quicker. And what people have said back to us is that they want to test
the waters a bit and see that someone is really there, so that if they do phone the



phone is not going to just ring and ring, there is a human on the other end of the
line who is waiting for their call and is going to take them seriously and once they
know that  that’s  there,  then  they’re  prepared  to  phone  us  back  (interview,
Shamos, 23/6/08).

The SMS line operates between normal toll-free line hours of 8am and 8pm,
with counsellors on duty to respond immediately to messages or to call back in
urgent cases, or when a potential patient does not have access to a landline. After
hours, Shamos can access the SMS system from home via the Internet.
SADAG  are  also  exploring  using  the  South  African  based  instant  chat
system MXit, as well as online social networking software Facebook, in a similar
way.  But Shamos stresses that the function of  the SMS is  merely to initiate
contact; and that similarly, Facebook would only be used to create an online
group and to give people enough information about mental illness so that they
either feel less isolated or seek help directly from SADAG (or any other similar
service providers). As such, text messages are used mainly to make their services
more accessible to people who might be afraid to call the centre directly. As
Shamos explains,

Ethically we don’t do counselling over SMS, it’s just far too risky to all parties.
But it is something that at least allows people first contact, and that’s often the
hardest part. Sometimes picking up a phone can be very, very scary for them. So
SMS kind of neutralises that fear a little bit, so we’re quite happy with how it’s
working (interview, Shamos, 23/6/08).

SIMPill: Monitoring drug adherence
This second case is a good example of a project that uses cellphone technology
for  drug  adherence,  helping  or  reminding  patients  to  take  their  medication.
Unlike some of the other projects,  which are run by NGOs, SIMPill  operates
purely  as  a  commercial  enterprise.  The  project  was  set  up  in  2001  as  The
Compliance Service, providing support for patients taking TB Treatment through
SMS. Based in the Western Cape, it was designed to increase patient compliance
with TB drugs, as Cape Town has one of the highest TB infection rates in the
world due to socioeconomic and climatic factors; and in addition, a high rate of
non-compliance which increases  the virus’s  resistance and renders  expensive
medicines useless. TB patients must strictly follow a complicated drug regime
over an extended period of time, which they often neglect simply because they
forget;  and this  non-compliance with  the drug treatment  has  burdened local



health care services (Gray, 2006).

Project director and medical doctor,  David Green, partnered with the City of
Cape Town to run a pilot project, which tested the use of cell phones to remind
patients to take their medication, and which had a very high success rate (only 1
treatment failure out of the 138 participants). He explained that there was such a
great demand for the technical capabilities that the company then expanded from
being just a compliance project to an larger company called On-Cue (of which the
former was a part). Today they form part of an even larger company called Neil
Harvey Associates. Green explains that the project arose out of the concern to
avoid sending spam or unwanted messages to patients.

One of the things that we discovered in On Cue is that sending people a message
at least once a day and in the case of HIV twice or three times a day, irritates
people. The novelty very quickly wears off and they develop what I call message
fatigue. That is they know what the message is and it irritates them more than is
helpful. So then I set about trying to work out how we could send them messages
only when they need it, and then I developed SIMPill (interview, David Green, 27/
06/ 08).

SIMPill provides a special pill bottle that delivers an SMS to a central server
when the bottle is opened, sends a message to a central server; and which can
be programmed to send a message to the patient or to their support services e.g.
family and friends, or community health workers (Verclas, 2007), if they don’t
open the pill bottle, based on the assumption that the patient has not taken their
medication. The service is currently offered to a number of TB and HIV patients
around the country, and the project partners with government and a medical
scheme. In this case, the costs exceed the price of a simple SMS message.

It’s fairly expensive, the SIMPill bottle itself has a full radio frequency module in
it, if we put all the screens and buttons on it, it’d be a fully functional cellphone,
and there’s no other way of doing it. And then there’s sending the messages from
the bottle and so on (interview, David Green, 27/ 06/ 08).

SIMPill  do  not  send  unsolicited  SMS  messages,  but  Green  says  that  they
often ‘flood’ for a few days when a patient initiates therapy, as well as sending
monthly messages, which include a call-centre number, to remind patients to pick
up their medication refills.



If it’s a newly diagnosed diabetic, for example, it might be information about why
it’s important to get eye care or look after your feet or take your medication. Once
a week we send out humour, just a random joke, it’s got nothing to do with
anything, and then a reminder to take your medication; just to try and break the
tedium and to try and get people to pick up their phone and look at it (interview,
David Green, 27/ 06/ 08).

The messages sent are only in English, a decision made after feedback from
focus groups with speakers of other languages, who indicated that they would
prefer to receive messages in English. Green believes that the success of the
project is directly linked to their expansion as a commercial entity.

I can only reflect on why we’ve been successful, and this is going to sound really
harsh, but it’s partly because we shelved the social entrepreneur concept quite
early on, and that’s almost directly opposite to how CellLife’s gone about it. But
we said we’re going to have to make good amounts of money and employ the right
people and for that we have to make sure we can sell our product. So we’ve
pursued a commercial path quite aggressively and that’s allowed us to continue
doing what we’re doing (interview, David Green, 27/ 06/ 08).

CellLife: Cell phones for HIV
The  final  case  is  an  example  of  a  multi-pronged  project  that  uses
cellphone  technology  to  assist  with  the  dispensing  of  AIDS  drugs,  to  help
healthcare workers in the field to gather patient data, and to provide individuals
with  pro-social  messaging  aimed  at  targeting  behaviour  change.  While  the
commercial product SIMPill was found to be effective in assisting patients with
their TB medication, assessment results were inconclusive in the utility of the
system for HIV/AIDS projects. On the other hand, the NGO CellLife Project was
set up specifically with HIV and AIDS in mind. Set up by researchers at the
University of Cape Town, in conjunction with the Peninsula Technikon in 2000,
the name comes from the idea that a cellphone or SMS could save your life.
Specially tailored cell phones were programmed with a list of questions which
counsellors posed to HIV positive patients during home visits. The answers would
then be sent via text message to a central database monitored by doctors and
health workers, who could respond to urgent requests (Harrison, 2005).

Currently,  there  are  two  main  elements  to  the  project:  Firstly,  a  software
system (called CellLife) is used to assist with the dispensing of anti-retroviral



drugs to people with AIDS. As general manager, Peter Benjamin, explains:

It’s  a  software  system  basically  to  manage  the  pharmacists,  patients  and
prescriptions  and  stock  levels  and  reporting  that  assists,  particularly  under-
resourced clinics, to be able to dispense the ARVs. And that’s currently in about
20 clinics, about 25 000 people get the drugs every month. It’s currently in 5
different provinces … (interview, 14/6/08).

The organization, registered as a Section 21 non-profit company or NGO, still
develops  applications  that  use  cellphone  based  software  to  replace  paper
questionnaires in the field. This is currently being used for an NGO called the
Community Health Media Trust, whose trainers in the field use the system to
return information about patients at their workshops.

The most interesting project that CellLife is currently embarking on is a 3-year
pilot programme called Cell phones for HIV. The major premise behind this is
quite revolutionary. Benjamin and his colleagues have been exploring ways to
provide people with information at as low a cost as possible or free of charge, as
well as to develop a system that will work on all handsets. Firstly, people will
obviously  have  to  opt-in  to  avoid  sending  spam  SMS  messages.  Secondly,
Benjamin’s idea is that these people can send what’s called a “Please Call Me”,
which  is  commonly  used in  South  Africa  and completely  free.  By  sending a
message, free of charge, to another user, the latter receives a text message which
reads “Please Call Me”. Instead of responding with the limited characters of an
SMS, the response will be in the form of a public service announcement (PSA),
which the user will retrieve from their voicemail box (retrieving voicemail is also
free for South African subscribers).

What I was missing is something blindingly obvious- voicemail. Send it to their
mailbox and the person does a normal check their voicemail. So how can you push
the sound from here to here [from sender to user]. You can do a normal phone
call but that’s the normal cost of a phone call. WASP (wireless application service
provider) 180 of them in the country – what these Wasps can do is to push via ftp
a .wav file from the system to the voicemail and it’s 45 cents for one minute. And
I’ve done embarrassing things like stand in front of the bathroom mirror for 45
seconds to see how much you can say…You can get about ten times the amount of
information than in a regular SMS. And also as you obviously know you can get so
much  feeling  and  information  as  a  text  is  so  boring.  (Benjamin,  interview,



14/6/08).

One aspect of this is a partnership with the entertainment-education radio and
TV programme Soul City, which will allow listeners and viewers to send a ‘Please
Call  Me’  at  the  end  of  the  programmes,  to  give  producers  immediate
feedback. Moreover, sending a message to a specific number will allow audio to
be sent back in the language of your choice. This is particularly useful given that
information on prevention is often most effective when it forms part of a larger
multimedia campaign (Shackleton, 2007). CellLife will  also be using a similar
system in another project which will be run in conjunction with the Treatment
Action Campaign (TAC) to allow them to communicate more easily with their 18
000 members (of which 16 000 have a cellphone, while only 600 have an email
address).

Despite  the  concerns  raised  by  SADAG  about  ‘online’  counselling,  CellLife
also plans to tap into the existing and hugely popular South African based instant
messaging  system,  MXit,  to  provide  cellphone  based  counselling  for  people
living with or affected by AIDS. This would be similar to the Dr Maths service
already on MXit, where high school learners can send a MXit message to a maths
tutor, and immediately receive feedback for help with their homework. In fact,
researchers found that teens using this service often attempted to develop a
social relationship with the anonymous Dr Maths, often logging just to say hello,
or asking for counselling, even though tutors were prohibited from asking or
answering  personal  questions  (Butgereit,  2007).  An  earlier  study  among
adolescent girls (Bosch, 2008) has shown the prevalence of MXit and how youth
use cell phones to navigate and make sense of various aspects of their lives,
including peer and parental relations, self-representation and identity formation.

Discussion
What this exploratory discussion shows is that cell phones are on the rise in
South Africa, and that they are already being used in interesting ways in the field
of health.

While  critiques  of  the  so-called  ‘modernisation’  paradigm  are  well
documented, many international agencies (and sometimes local NGOs) continue
to promote information and communication technologies (ICTs) in Africa, often
seeing these as a solution to development problems. But many authors (see for
example Alzouma, 2005) have argued that this techno-centrist approach ignores



local social conditions and incorrectly assumes that access to ICTs will leapfrog
people into a technological world of economic opportunity.

However, cell phones are often perceived in a different light, and several argue
that  the  increasing  penetration  of  cell  phones  can  promote  development,
particularly in their use to coordinate and mobilise demonstrations; or to provide
information about health issues. As Benjamin argues,

Most of the discourse around these new technologies is assuming that they are
almost obviously beneficial. And the whole dynamic is of the digital divide, that
the  only  problem is  that  people  don’t  enough  cell  phones  or  computers  or
websites and so the problem is to get websites and computers into rural villages. I
don’t agree with that at all.  The majority of the products I’ve seen are quite
naively just pushing the technology out there (Benjamin, interview, 14/6/08).

Benjamin argues for a different approach to Castell’s network society, based on
a Freirian approach, for which he has coined the phrase,  ‘informatics of  the
oppressed’.

If  the  overwhelming ideology  is  that  you  plug  in  and absorb  other  people’s
content, CNN, Hollywood, BBC … then in exactly the same way that Freire said,
the answer isn’t rejecting information networking, but is to base it on knowledge,
experience and values of the people. So what we’re trying to do is seeing if we
can get people using these systems to exactly the principles of conscientization, to
reflect upon their experiences, reflect their views and link to people with similar
views to together develop knowledge, rather than just knowledge absorbing what
the latest Hollywood film is (Benjamin, interview, 14/6/08).

Certainly,  the  rise  of  cellphone  activism  in  South  Africa  demonstrates  the
potential usefulness of the technology, as an expression of Benjamin’s informatics
of the oppressed. During the recent xenophobic attacks around the country, an
SMS line was set up by a coalition of NGOs to allow South Africans to express
opposition  to  the  attacks,  donate  money  or  to  report  an  attack.  Community
activist, Mark Weinberg who was involved in this project, explains, they were
receiving a lot of SMS messages and calls from cell phones during this period,
and  the  “Say  no  to  xenophobia”  SMS  line  was  a  natural  extension  of  this
cellphone communication.

Cell phones are an immensely popular medium of communication amongst the



working class and the poor. There are two contradictory tendencies. One is that
it’s by far the most democratic form of communication we’ve ever had – everyone
owns and controls one [a cellphone] … while at the same time we’ve got this crazy
monopoly situation with 3 or 4 countries that control the infrastructure and make
these outrageous prices. Cell phones at the moment are prohibitively expensive to
make them your primary means of communicating and accessing information.

One might assume that the use of cell phones in health may become an extension
of these kinds of mobile community activism, particularly as convergence allows
for increasingly interesting and useful applications, which might include using
cell phones to access radio signals or even the Internet. In addition, cell phones
offer relative privacy within the context of high stigma associated with diseases
such as HIV and AIDS, they have already diffused widely among the population;
they  are  relatively  cheap  and  accessible,  and  they  are  already  being  used
informally for support and information sharing.

However,  what  is  missing  from the  debate  is  the  notion  that  the  ‘medium’
might not be the ‘message’ (to paraphrase McLuhan’s famous conjecture). The
major challenges for health communication in Africa remain the same, which
might be reduced to the so-called KAP gap,  or  the gap between knowledge,
attitudes  and  behaviour.  And  as  such,  there  appears  to  be  little  empirical
evidence to demonstrate the utility of technology, cell phones included, in health
communication. At a basic level, the main challenges in the field are increasing
knowledge about a specific health issue, changing a target audience’s attitude
towards  a  positive  orientation,  and  adopting  a  specific  practice  or  changing
behaviour and adopting the desired practice, which could be anything from using
a condom to learning how to correctly treat water for drinking. While cell phones
are certainly useful in providing information about health issues to populations
who might not be reached through traditional means, the long- term challenge in
the field is closing the gap between knowledge and attitude. Whatever the chosen
medium, the communication challenges will remain the same. As Benjamin says,

Cell phones, in particular automated systems, SMS or others, are pathetic at
behaviour change,  they just  can’t  do it.  It’s  close to  laughable to  think that
someone will choose not to have unprotected sex if they’re slightly drunk or under
pressure on a Friday night because they get a beep and see 160 characters, that
just  doesn’t  happen.  Particularly  the  automated systems are  useful  if  people
already want the information. So if people are requesting the information for



example “I need a test, where do I go”, or “I’m worried about this symptom, could
it be AIDS”. If people are requesting information, cell phones are great. If you’re
talking about behaviour change, they’re pathetic (interview, 14/6/08).

Of  course,  these  kinds  of  interventions  are  useful  for  providing  information
and  increasing  knowledge,  a  critical  step  in  the  behaviour  change  process.
However, there are no clear indicators as to whether the delivery medium has any
impact on health outcomes or audience responses. Kaplan (2006) has argued that
the  overall  lack  of  well  designed,  randomised  clinical  trials  with  economic
evaluation  to  confirm  or  refute  clinical  and  economic  benefits  with  mobile
phone/healthcare interventions is an evidence gap that should be addressed in a
systematic  way.  In  other  words,  the  message  is  still  most  important.  Some
research also seems to indicate that the mass media is not the primary factor in
behaviour change, but that it is rather opinion leaders (who consume mass media
messages), who are most instrumental in placing health issues on communities’
agendas and thus endorsing or promoting behaviour change. As Manji (2008)
similarly argues, while cell phones offer many new opportunities and tools, people
are the resource most central to development, and cell phones should thus be
seen useful as only one part of a strategy in which people are prioritised, a
sentiment echoed by Green.

It’s not about the technology … it’s about the people sitting at our call centre,
those DOTS [Directly Observed Treatment for TB] workers. If we send a text
message from the SIMPill system to a DOTS worker, who’s a very poorly paid
community worker; if they take the message and they delete it then we’ve failed.
If they take the message and say someone that I’m getting my R390 a month or
whatever is in trouble, and goes to that person’s house, the system works. So the
weakest link is always the people and not the technology (interview, David Green,
27/ 06/ 08).

Another  area  that  needs  further  research  is  the  cultural  implications  of
cellphone usage. As Kaplan (2006) aptly points out, the premise of cell phones
for  development  is  based  on  the  developed  world  model  of  personal
cellphone ownership, which may not be culturally transferable to the developing
world where shared mobile telephone use is important. But in South Africa, the
popularity  and wide  penetration  of  cell  phones  (and individual  uses  thereof)
seems a clear indicator that it may be the new mass medium through which to
reach potential audiences with health related information and messages targeted



at pro-social behaviour.

The  successful  rise  of  online  banking  via  cell  phones  for  sectors  of  the
population unable to access the Internet, is only one indicator of a new cellphone
culture here. There will always be financial and regulatory barriers, with buy-in
needed from government and regulatory reforms required for proper operation of
basic and valueadded telecommunications services, if mobile telecommunications
are to be used for healthcare initiatives (Kaplan 2006). But without championing
the modernisation paradigm, it is clear that cell phones could be one way to reach
large numbers of people, particularly youth. While inter-personal communication
is probably still most effective in the arena of persuasion, cell phones can play a
key role in increasing knowledge and awareness of health issues and desired
behaviour.

But there are obviously still  several  disadvantages,  the major one being that
those who will receive any kind of cellphone messages will need to opt-in and
subscribe, which might mean that those who really need the information are
bypassed, with those already on the steps to behaviour change the only ones
receiving the information. There are also still some technical challenges, the main
of these being that people often can’t charge their cell phones in rural areas.
While the technology exists in the form of solar powered chargers, these are not
freely available in Africa. Some have found ways around this, such as using car
batteries to charge their phones, but this is still fairly limited. There also appears
to be a trend of single and limited pilot projects in the field of cell phones for
health,  and  more  extensive  piloting  is  required,  together  with  economic
modelling, in order to determine the benefits of the health sector embarking on
larger  implementation  (Spur,  2005).  The  main  reason  for  these  short-term
projects is that while there is government policy to roll out pilot projects, once a
project  is  tested,  an  often lengthy  and expensive  tender  process  is  followed
(Shackleton, 2007).

Other  infrastructural  challenges  include  lack  of  consistency  in  the  national
health arena, with health information systems varying widely between provinces
and health institutions.  As a result,  even though the Department of  Health’s
National Antiretroviral  Treatment guidelines call  for the use of technology to
promote adherence (Shackleton, 2007),  South Africa public sector institutions
largely engage with mobile solutions in an isolated and case-specific manner.
There is no comprehensive strategy guiding choice around the use of mobile



technology, which results in these limited full-scale implementations (White &
Patel, 2005).

Moreover, these kinds of interventions, while relatively cheap or free to the user,
can be costly to the NGO or service provider. More work is needed to persuade
cellphone service providers and networks to partner existing projects.

I  know first  hand … that  the  incremental  costs  of  carrying an SMS on the
networks is zero cents. So every single cent that the network charges you to carry
an SMS is, after overhead, pure profit … they’re making millions and I certainly
believe there’s an opportunity for them as well as government to come to the
party. I’m currently paying 22 cents per message and internationally we send out
a million per day” (interview, David Green, 27/06/08).

Despite  the  challenges,  cell  phones  in  South  Africa  are  a  widespread  and
popular technology; and so it seems likely that they might be successfully applied
both in the provision of healthcare, as well as in messaging and communication
campaigns. Cellphone based services may not necessarily be more successful on
their own, but together with other media, may help in the provision of more
effective  multimedia  campaigns.  The  problematic  nature  of  persuasion  with
regard to changing attitudes and behaviour will always remain, but cellphone
technology  may  be  a  key  element  in  the  chain  of  knowledge  provision  and
dissemination  of  information,  both  as  part  of  communication  campaigns  and
between health workers.

From: L . Lagerwerf, H. Boer & H.J. Wasserman (Eds.) ~ Health communication
in  Southern  Africa:  Engaging  with  social  and  cultural  diversity.  Rozenberg
Publishers/UNISA Press, Amsterdam/Pretoria, 2009
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Will  Brexit  Destroy  The  UK’s
Economy?  An  Interview  With
Malcolm Sawyer

Malcolm  Sawyer  ~  Emeri tus
Professor  of  Economics.  Leeds
University  Business  School

More than a year ago, British voters sent waves of shock throughout Europe and
the world economy with their decision to withdraw from the European Union
(EU). However, the impact of Brexit on the UK’s economy and its implications for
the future of the EU remain contested territory, especially since the conservative
government of Theresa May has shown astonishing ineptness so far in terms of
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the conditions of  the divorce.  In this interview, well-known British economist
Malcolm Sawyer of the University of Leeds provides an insightful analysis on the
major issues and questions associated with Brexit, shedding light on what the
future may hold for both the UK and the EU.

C.J.  Polychroniou and Marcus Rolle:  Britain’s  decision last  year  to  leave the
European Union represents  a  shattering political  development,  the  effects  of
which remain incalculable both for the future of the United Kingdom and for the
EU itself. But before we explore the political economy of Brexit, let’s start by
asking you to explain to us what you believe were the key factors that prompted
British voters to seek a divorce from the European Union.

Malcolm Sawyer: The result of the referendum vote of June 2016 was close — 52
percent [voted] “leave EU” and 48 percent [voted] to remain. In any referendum
(and indeed other elections),  it  is difficult [if  not] impossible to discern what
people thought they were voting for or against. In this referendum, whilst the
consequences of a “remain” majority could be perceived as continuation with
present arrangements, those of a “leave” majority were obscure — and indeed,
the UK government is now grappling with working out what the consequences
will be.

For those who voted for the UK to leave, my impressions are that the key factors
include:
– The appeal of “take back control,” particularly with regard to immigration and
the free movement of labor within the EU. Whilst there appear to be net economic
benefits  for the UK from immigration,  there will  be winners and losers,  and
people’s perceptions may often be of little or no benefits: added to which, hostility
towards foreigners.
–  The  remoteness  of  the  EU,  often  labelled  in  terms  of  “Brussels”  with
connotations that decisions of the EU were being imposed on the UK without
input from the UK. This interacted with the “take back control” and could be
stoked up by stories (often false) of decisions made by the EU.
– Disbelief that the UK’s membership of the EU brought economic benefits. The
UK’s contribution to the EU budget (a net cost of around ½ percent of GDP) was
apparent (though much overstated by the leave campaign), and the benefits for
enhanced trade and cooperation much more nebulous.  The remain campaign
would cite 3 million jobs dependent on trade with EU (again overstated), but that
would mean 27 million jobs were not dependent on such trade.



A breakdown of the vote revealed two fractures: a sharp division between young
and old, and a huge gap between London and the North. What does the political
economy have to do with these two fractures, and what sort of economic policies
can be implemented in the future that can heal a divided nation?

The voting patterns with regard to remain/leave can be broken down along a
number of lines — a tendency for large cities to vote remain (not just London),
two countries voted to remain (Scotland, Northern Ireland) and two to leave
(England, Wales). Having a university education tended to be associated with
voting “remain,” and the old were much more likely than the young to vote leave
(there being overlap between the two in that participation in higher education
was much lower in the 1950s and 1960s than in the past two decades).

There  appears  to  be  association  between  socially  conservative  attitudes  and
voting leave. Areas of industrial decline appeared more likely to vote leave, [as
did]  areas where immigration had increased substantially  in the past  decade
(noting that migration from other EU countries rose sharply after 2004 with the
entry of the new member states in that year).

There is, in my view, a division between remain voters and leave voters running
along the lines of “what matters to them.” A potent slogan of the leave campaign
was “taking back control” — applied to immigration (as the free movement of
labor places few constraints on migration within the EU), and to the role of [the]
European Court of Justice, and more generally, to adoption of laws (though the
impact of EU legislation on UK legislation was often grossly overstated by leave
campaign),  and  to  some degree,  over  regulations  associated  with  the  single
market, and over policies, such as the common fishery policy.

The remain campaign focused on the adverse economic consequences of the UK
leaving the EU, and failed to address the issues raised by the leave campaign in
connection with “take back control.” Although large numbers were bandied about
for the economic losses associated with leave, in proportional terms, the losses
were relatively small (less than 5 percent of GDP over a 15-year period, and then
as compared with what would have otherwise occurred). If a person’s concern is
over perception of a loss of control, and striving to take “back control,” then some
economic loss may well appear inconsequential. But also, the leave campaign’s
slogan to the effect that £350 million a week (equivalent to around 1 percent of
UK GDP) was the cost to the UK of EU’s membership, money which could be



spent on the NHS, served as an antidote to the remain campaign’s claims over
economic damage from leaving the EU. The £350 million per week claim was
much derided as inaccurate, representing the gross payments by UK to the EU
and ignoring the money flowing back to the UK for the agricultural support policy,
regional and structural funds, and research moneys to universities.

The “take back control” view now places severe constraints on the deal that can
be struck between the UK and the rest of the EU. Membership of the EU is a
binary (yes/no) issue, and as such, not one on which some compromise between
different views [are] struck. There are, though, a number of alternatives possible,
such as arrangements comparable to those which Norway has with the EU which
would permit many of the features of EU membership (membership of the single
market, acceptance of free movement of labor, contribution to the EU budget).
However, those alternatives will be seen by many of the supporters of leave the
EU to retain features to which they are particularly hostile, such as the free
movement of labor or the UK coming, to some degree, under the jurisdiction of
the European Court of Justice.

The population is divided almost evenly over the UK’s membership in the EU, and
in that sense, the nation is divided. But how significant are those divisions? And
are the divisions any more significant than the whole range of political, social and
economic divisions that are ever-present? Often in opinion polls, the issue of the
UK’s relationships came relatively low on the list of people’s concerns. There are
clearly some for whom the UK’s membership in the EU is the defining issue, and
on which there are strong nationalistic feelings. There cannot be an outcome in
terms of the UK’s relationship with the EU which satisfies a large majority, and
my expectation is  that  the outcome may well  be one which does not  satisfy
anyone. There will be some economic losses, particularly in the short run; yet
there will not be the restoration of control, which the leavers were promised.

For the next few years, the political attention will no doubt focus on the UK’s
withdrawal from the EU and the alternative trading relationships between UK, the
EU and the rest of world. These are no doubt important issues, but in my view,
this focus threatens to detract from political debates over economic and other
policies within the UK. Can the UK throw off the shackles of austerity? Can the
UK address the gross inequalities (between people, between regions) and poverty
which [plague] our society? Can the progressive policies which have come from
the EU be retained (e.g., in the areas of environmental protection and addressing



climate change) whilst jettisoning the regressive policies?

Many economists have expressed quite alarmist sentiments regarding the actual
impact of Brexit on UK’s economy, but that’s not the case with you. Why are you
less  concerned  about  the  consequences  of  Britain’s  withdrawal  from  the
European  Union  than  most  other  members  of  your  profession  seem  to  be?

It is indeed the case that the vast majority of economists view the UK’s exit from
the EU in negative terms — this is in some contrast to the opinion in the early
1970s, prior to the UK’s entry where there was close to even division. In the early
1970s, there were perceived to be trade gains from the removal of tariffs between
the UK and the then six countries of the “common market,” but losses from the
imposition of tariffs between the UK and countries of the British Commonwealth,
and from the Common Agricultural  Policy and the loss of  “cheap” food from
countries, such as Australia and New Zealand.

In contrast, the exit of the UK from the EU could result in some loss of trade
between the UK and the rest of the EU, depending on the trade arrangements,
but  a  tariff-free  access  to  the  single  market  for  the  UK (and corresponding
arrangements for trade into the UK from the EU) would mean the loss would be
rather small. The proponents of leave would argue that the UK will (eventually) be
able to enter into trade agreements with a range of non-EU countries which
would lower tariffs between the UK and the countries with whom agreements are
struck. Such agreements are likely to bring rather small benefits: this is in part
because tariffs are often already low, and in part because it would generally be
replacing an EU-wide agreement with the country concerned to which the UK is
currently a party with a UK-specific agreement with that country.

I do not place so much weight of the effects of international trade on employment
and output as many do. I also would not place as much weight on the effects of
enhanced international trade on productivity and competitiveness. The lowering
of barriers to trade within the EU as a result of the “single market” was portrayed
by the European Commission as leading to higher levels of output by as much as 6
percent. In a similar vein, the formation of the single currency (euro) with the
removal of exchange transaction costs and exchange rate risks was intended to
stimulate trade and employment. In the outturn, there is scant evidence that
output and employment rose as a result.  Indeed,  trade amongst EU member
countries has declined in relative importance as compared with trade between EU



member countries and the rest of the world.

My general view is that there are some negative economic effects of the UK
leaving the EU. They will be particularly pronounced in the short to medium term,
as there will be inevitable disruption as adjustments to the new trading patterns
take place.  These negative effects  could be reduced through a well-designed
transitional program, though the prospects for such a program do not appear to
be good. It will also depend on the economic program that the UK government
adopts after exit. The right-of-center supporters of leave have tended to be pro-
market and anti-government intervention, whereas the process of exit from the
EU will require government interventions in areas, such as regional policies (to
replace those funded from the EU), redesign of agricultural policies and financial
assistance with restructuring of the economy. It will also likely require Keynesian
stimulus policies to offset the deflationary effects of exit.

The current government seems to be totally clueless about how to proceed with
Brexit. Is a hard or soft Brexit a more likely scenario, and what’s the difference
between the two in terms of the future relationship between Britain and the
European Union?

The current UK government is led by someone (Theresa May) who campaigned
(mildly)  for  remain,  yet  now claims that  “Brexit  means Brexit.”  Her position
appears to combine a view that there would be economic benefits from the UK
remaining  within  the  EU with  a  strong  aversion  to  immigration  and  to  the
jurisdiction of the European Court of Justice over some UK affairs.

The terms “hard Brexit” and “soft Brexit” are not generally well-defined, and
discussion of the possible different arrangements between the UK and the EU
could  be  separated  into  the  transitional  arrangements  and  the  longer-term
arrangements. In terms of longer-term arrangements, the range of possibilities
run from a “Norway-style arrangement” (remain within the single market, accept
free movement of labor, contributions to the EU budget), through to a trading
arrangement between the UK and the EU on World Trade Organization (WTO)
rules, whereby the tariffs charged by EU on imports from the UK, and UK on
imports from EU would be as charged on imports from other countries.

My view is that the “Norway solution” would not be acceptable to most of the
Conservative Party. It is possible that a majority could be constructed within the



UK Parliament to back such a solution (drawing on much of the Labour Party and
other opposition parties, plus some remainers within the Conservative Party); it
would have many elements which would be unacceptable to most members of the
Cabinet,  including the prime minister.  The WTO trade arrangements solution
would clearly be viable in the longer term, but throws up many issues for the
transitional arrangements. These include the effects on the supply chains that
stretch across the EU, including the UK, with the introduction of tariffs and non-
tariff barriers on the movement of goods between EU and the UK. A further issue
concerns  the  land  border  between  the  UK and  the  EU — that  is,  between
Northern Ireland and the Irish Republic. Checks on the movement of goods and of
people  would  be  required,  disputing  the  economic  and  other  relationships
between the Irish Republic and Northern Ireland.

Poorly designed and rapid transitional arrangements have the potential to inflict
significant damage.

Quite a significant number of people from the left that supported the leave camp
did so under the apparent conviction that a withdrawal from the European Union
will put a break on the further implementation of neoliberal policies in Britain.
However,  wasn’t  it  the  British  government  that  was  at  the  forefront  of  the
neoliberal counterrevolution?

There  has  been  a  longstanding  belief  (back  to  the  1960s)  that  the  UK’s
membership  in  the  EU would  limit  a  socialist  program of  public  ownership.
Programs  of  import  controls  and  of  restrictions  on  capital  movements  also
featured in left thinking in the 1970s and 1980s, and again, their implementation
was seen as limited by the UK’s membership in the EU. In general, there were not
limits on public ownership per se, though there are now on public ownership
combined  with  a  monopoly  position  for  the  public  corporation.  There  are
constraints  that  are  placed  on  the  UK’s  industrial  policies  arising  from EU
membership, most notably the limits on state aid.

The UK was indeed at the forefront of neoliberalism — notably in the 1980s under
the Thatcher government and its privatization program, its industrial relations
“reforms,” its program of deregulation (notably in the financial sector). The UK
government, both Conservative and (new) Labour have generally been supportive
and indeed pushing a liberalization agenda in respect to formerly publicly owned
monopolies. The general drift of economic policies at the national level within the



EU, and to some degree at the EU level, has been in the neoliberal direction. In
general, these are policies that have found favor in the UK.

There are though examples where the UK has been pushed away from neoliberal
type policies and the Social Chapter is a notable example. The Social Chapter is
the name commonly used to describe the Social  Policy Agreement [made] at
Maastricht in December 1991, from which the UK initially secured an opt-out
which  was  reversed  by  the  incoming  Labour  government.  The  Social  Policy
Agreement allows action on a qualified majority in the areas of  the working
environment to protect workers’ health and safety and working conditions and
equality between men and women with regard to labor market opportunities and
treatment at work. The use of a qualified majority voting (amongst EU member
countries)  rather  than  unanimity  means  that  policies  can  be  imposed  on  a
member country to which the government of that country may be opposed. The
policies  introduced  through  the  Social  Chapter  have  been  generally  more
favorable to workers’ rights than many in the UK would have wished.

Overall, it is a complex picture. There are constraints on adoption of types of
policies through the UK being a member of the EU — some of those are on
policies which have often been associated with the left, but others (notably on
deregulation) are more associated with the right.  The most significant factor
leading to the adoption of neoliberal policies in the UK has been the dominance of
neoliberalism in the UK amongst all political parties.

The  European  Union  is  undoubtedly  a  highly  bureaucratic  and  even  anti-
democratic institution, with Germany having things its own way on virtually all
major issues affecting governance and economic policymaking. In your view, then,
can the EU be reformed, or is delinking the only realistic alternative for those
who desire a return to the social state and a more humane socio-economic order
in general?

There are undoubtedly many ways in which the democratic accountability and
transparency can be increased within the European Union, including enhanced
powers for the European Parliament, direct election of the president, democratic
control of the European Central Bank. I am, though, not convinced that the lack of
democracy at the EU level is worse than it is at the national levels within the EU.
By comparison with the UK, the EU does not have a hereditary head of state, nor
does it have an unelected second parliamentary chamber; nor does it have a “first
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past the post” electoral system under which minor political parties have little or
no parliamentary representation and in which a large parliamentary majority can
go along with a minority vote from the electorate.

I have particularly considered some of these issues in my (forthcoming) book, Can
the Euro be Saved? (Polity Press) in respect of the euro area. I argue in that
regard that the euro area needs reform if there is to be economic prosperity
within the euro area which is widespread, and those reforms include repeal of the
“fiscal compact,” end of the “independence” of the European Central Bank, moves
toward a European social security system and developments of EU-level industrial
and regional policies. These are required, in my view, to enhance the functioning
of a single currency and to restore economic prosperity. The policies could be
seen as moves toward de facto political union. The adoption of an agenda such as
the one outlined faces obstacles which are probably insurmountable. Such an
agenda  would  clash  with  the  ordoliberal  agenda,  which  has  dominated  the
European Economic and Monetary Union (EMU) approach to  macroeconomic
policies in two ways. First, the ordoliberal agenda is embodied into law, and in the
case  of  EMU/EU,  changes  to  the  laws  would  require  unanimous  agreement
between the  nations  of  the  EU.  Second,  the  ordoliberal  agenda  reflects  the
perceived interests and political outlook of the German government (and more
generally German establishment).

Drawing on the arguments which I advanced in the specific context of the euro
area, there is a basic need for the revival of progressive politics of a modernized
social democratic perspective which can change the economic and social policies
of the EU and its member countries. But within the framework of the EU, even
such a revival would face formidable obstacles of implementing change, including
those from unanimity rules and treaty obligations. Moves toward a political union
with greater democracy will be required — for which the prospects look bleak.

Copyright, Truthout.
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Kernpunten  van  de  derde,
herziene druk van Generaties van
Geluksvogels en Pechvogels

Generaties en hun kansen en bedreigingen

Inhoud
1. Twee abstractieniveaus omtrent het patroon van generaties.
2. Generatie Z, of de ICT-Generatie.
3. De Robotgeneratie.
4. Generatiepatroon en maatschappelijk debat

5. Tenslotte
– Dit bonushoofdstuk voorziet het boek van de derde, herziene editie
Twee abstractieniveaus omtrent het patroon van generaties.
Het woord ‘generatie’ komen wij vrijwel dagelijks tegen. Het heeft betrekking op
‘categorieën  van  leeftijdsgenoten’.  Generaties  van  vroeger,  generaties  van
tegenwoordig, generaties in de toekomst. Soms gaat het om generaties in de
samenleving als geheel, soms om onderdelen van de samenleving. Generaties in
een politieke partij, generaties in een stad, generaties in een familie.
In  deze  gevallen  gaat  het  om  een  of  meer  generaties  op  een  hoog
abstractieniveau.  Daarnaast  komen  wij  de  term  tegen  op  een  laag
abstractieniveau. Denk aan generaties in statistische overzichten van sets van
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cohorten in het onderwijs, op de arbeidsmarkt, in het onderwijs.

Meestal  vertonen  generaties  die  op  een  laag  abstractieniveau  worden
aangetroffen heel wat onvoorspelbaarheden. Zij vertonen een sterke mate van
‘systeemruis’.  De  Chaostheorie  bepleit  om in  een  dergelijk  geval  gebruik  te
maken van idealisaties. Welke aanpak vindt dan toepassing? ‘Een deel van de
werkelijkheid  wordt  geïsoleerd,  irrelevante  aspecten  worden terzijde  gelaten,
invloeden van buitenaf worden verwaarloosd. Zonder dergelijke idealisaties zijn
de natuurwetenschappen onmogelijk’.[i] Ook de maatschappijwetenschappen zijn
zonder dergelijke idealisaties onmogelijk.

Idealisaties liggen op een hoog niveau van abstractie. Overzichten van sets van
cohorten liggen op een laag niveau van abstractie. Komen generaties op een laag
niveau van abstractie ter sprake, dan kunnen nuanceringen in de omschrijving
worden  aangebracht.  De  grens  tussen  twee  generaties  kan  in  dit  geval
verschillen. Een generatie kan voorlopers vertonen. Kortom de beschrijving kan
tal van nuances vertonen.

In Generaties van Pechvogels en Geluksvogels is deze tweedeling reeds aan te
treffen. Zo staat in het boek ‘typologiegeneratie’ voor ‘generatie op een hoog
abstractieniveau’.

[i] Henk Broer, Jan van de Craats en Ferdinant Verhulst. Chaostheorie, het einde
van de voorspelbaarheid? Utrecht 1995.

Generatie Z, of de ICT-Generatie
De  belangrijkste  maatschappelijke  en  daarop  volgend  wetenschappelijke

doorbraak in de 21e eeuw is vooralsnog de uitbraak van de ICT-Revolutie. Deze
megadoorbraak heeft  alle  wetenschappen geraakt.  Alle  natuurwetenschappen,
a l l e  g e e s t e s w e t e n s c h a p p e n  a l s m e d e  a l l e  g e d r a g s -  e n
maatschappijwetenschappen.  Als  gevolg van deze megadoorbraak zijn  nieuwe
wetenschappelijke benaderingen beschikbaar gekomen. Alle jongere beoefenaren
van  de  wetenschappen  hebben  in  de  formatieve  periode  in  hun  levensloop
intensief met de ICT kennis gemaakt.

Deze  megadoorbraak  heeft,  op  een  hoog  abstractieniveau  beschouwd,  de
cohorten geboren tussen 1995 en 2010 intensief geraakt. Generatie Z komt dan
ook in alle Westerse landen vaak ter sprake. Op een laag abstractieniveau komen



wij heel wat gedetailleerde beschrijvingen van deze generatie tegen. De leden van
Generatie Z profiteren in hun beroepsleven op grote schaal van hun grote digitale
bekwaamheden.

Tot het profiteren behoort ook de groeiende betrokkenheid bij afstandswerken.
Leden van Generatie Z in Bosnië verrichten werkzaamheden op het terrein van
programmeren in opdracht van ondernemingen in Nederland. De uitkomsten van
deze werkzaamheden komen langs digitale weg in ons land bij de opdrachtgevers
terecht. Een probleem is nog steeds, dat de beloning voor deze werkzaamheden
thans nog slechts 50% van de beloning van vergelijkbare werkzaamheden in ons
land bedraagt. Men zoekt naar een oplossing.
Een  ander  probleem  is  het  risico  op  verstoring  van  de  communicatie  door
hackers. Voor afstandswerken dat tijdsvertraging tussen producent en afnemer
toelaat kan een oplossing komen door het toepassen van oplossingen die in het
bankwezen zijn ingeburgerd. De producent van de communicatie versleutelt het
bericht zodanig dat een hacker er niets mee kan doen. De communicatie kan
bijvoorbeeld per post plaatsvinden. Voor afstandswerken dat geen tijdvertraging
tussen producent en afnemer toelaat zoekt men nog naar een oplossing. Dan gaat
het bijvoorbeeld om klassikaal onderwijs.

Serious Gaming
De leden van Generatie Z hebben al als leerling in het basisonderwijs gezeten.
Sommigen nemen nog steeds aan een vorm van onderwijs deel. Anderen hebben
inmiddels een werkkring gevonden. Zij maken in hun jonge jaren mee, dat het
onderwijsbestel in vele opzichten met problemen kampt. In de eerste helft van
2017  hebben  vele  leraren  gestaakt.  Zij  vonden  hun  werklast  te  hoog,  hun
inkomsten te laag en de omgang met de jeugd van tegenwoordig te lastig. Hun
protesten hebben de leraren in het onderwijs kort daarna een loonsverhoging
geholpen.

Er moet nog een samenlevingsbreed besef ontstaan van het feit, dat dit beeld van
het onderwijs te eenzijdig is. De huidige jongeren zijn enorm bekwaam in het
omgaan  met  digitale  mogelijkheden,  zulks  door  invloeden  die  zij  hebben
ondergaan in hun formatieve periode.  In de jaren na pakweg 2000 heeft  de
maatschappelijke sector van de serious games de ene innovatie na de andere te
zien gegeven. Thans kunnen jongeren digitale kennis verwerven, met deze kennis
aan het werk gaan en hierbij in groepsverband handelen.



Vrijwel elk vak in het onderwijs kan in de vorm van een programma in schrift en
beeld worden vastgelegd. Dit programma kan in tekst en beeld in een computer
worden geplaatst. In de klas kan het programma op het computerscherm van elke
leerling  verschijnen.  In  dit  programma  kunnen  vragen  worden  gesteld  en
opdrachten  worden  opgenomen.  De  docent,  die  verantwoordelijk  is  voor  het
betrokken vak in de klas, kan op de digitale reactie van elke leerling reageren. De
docent kan ook het gedrag van elke leerling via een videocamera registeren en
beoordelen.

Welke punten in het onderwijs met behulp van Serious Gaming vereisen andere
aandacht?
Het geschetste digitale systeem van onderwijs in een klas zal uitdagend werken
op  relatief  jonge,  digitaal  bekwame  en  vitale  leerkrachten.  Digitaal  minder
bekwame  leerkrachten,  met  name  vele  oudere  leerkrachten,  zullen  digitale
ondersteuning nodig hebben.
De  relatief  jonge,  digitaal  bekwame  en  vitale  leerkrachten  kunnen  met
inschakeling van serious games aan zeer grote groepen van leerlingen prima
onderwijs geven.

De  uitdagingen  van  dergelijk  onderwijs  zullen  grote  aantallen  vitale  jongere
samenlevingsleden ertoe bewegen om als leerkrachten in het onderwijs aan de
slag  te  gaan.  Hierdoor  zal  de  bezorgdheid  met  betrekking  tot  het  aantal
beschikbare leerkrachten thans en in toekomstige jaren verdwijnen ! Het tekort
aan leerkrachten is bezig een achterhaalde bezorgdheid te worden.
Educational games zullen leerlingen stimuleren om ‘constructivism’ toe te passen.
Dit  houdt  in  dat  de  betrokken  personen  zelf  aanvullingen  op  het  onderwijs
bedenken en toepassen.
Educational games zijn met name gunstig voor verlegen leerlingen. Zij stimuleren
hun participatie in de klas.

De ouders van leerlingen zullen gaandeweg vaker reageren op het onderwijs dat
hun kinderen met behulp van serious games ondergaan. Immers serious gaming
maakt het mogelijk om het onderwijs dat hun kinderen ondergaan vanuit thuis te
volgen en daarna te ondersteunen. Docenten zullen dergelijke contacten kritisch
bekijken en structureren. Immers de leerkrachten willen voorkomen dat ouders
zich hinderlijk met het onderwijs aan hun kinderen bemoeien.

Het ontwerpen van educational games levert problemen op bij de ontwerpers.



Deze hebben immers meestal nog weinig of geen ervaring met het ontwerpen van
dergelijke  modellen.  Er  is  dus  stimulering  en  training  van  de  betrokken
ontwerpers  noodzakelijk.

* David Michael en Sande Chen, Serious Games: Games that Educate, Train,and
Inform. Course Technology 2006 Mason

Ervaringen van leden met het lidmaatschap van Generatie Z.
Onderzoek onder leden van Generatie Z heeft duidelijk gemaakt dat de leden zich
op grote schaal prettig in hun generatie voelen en er enthousiast in verblijven.
Generatie Z heeft tot nu toe een vrij goed bestaan doorgemaakt. Haar leden zijn
nog steeds heel optimistisch. Zij vertrouwen erop, dat ook hun toekomst positief
zal uitpakken. Van hun sociaal netwerk verwachten zij veel gunstige invloeden.
Zowel  de  mannelijke  als  de  vrouwelijke  leden  van  de  samenleving  kijken  in
meerderheid enthousiast naar de komende tijden.

Bij dit alles vormt het Internet een gunstige achtergrond. Leden van Generatie Z
rekenen op een vrije toegang tot Internet thuis en op hun werk. Met behulp van
de sociale media plegen zij contacten te onderhouden met familieleden, vrienden
en collega’s. Online bouwen zij een goede reputatie op. Actief geven zij vorm aan
hun loopbaan. Hun statussymbolen zorgen voor en positieve uitstraling.

* Jos Ahlers en René Boender, Generatie Z, 2011

De Robot-Generatie
In 1920 heeft de Hongaarse schrijver Karel Capek in de tekst voor een toneelstuk
voor het eerst het woord ‘robot’ gebruikt. Sindsdien komen wij het woord overal
ter wereld tegen. Het gaat dan om een zonder menselijke tussenkomst bestuurde
machine.  Een  bedieningsprogramma zorgt  voor  het  functioneren.  Er  bestaan
reeds vele tientallen soorten robots. Achter de robots staat de robotica. Daarbij
gaat het om kunstmatige intelligentie. Toegepast in bedieningsprogramma’s van
robots.

Vanaf pakweg 2010 komen robots en robotica op grote schaal in de sociale media
aan de orde. Zelfsturende productiemachines. Zorgrobots.

In de sociale media verschijnen steeds meer berichten over de bedreigingen die
uit  robots  voortkomen.  Bijvoorbeeld  de  killerrobots.  Indien  een  dergelijk
instrument een schuldige opspoort en vervolgen executeert of anders bestraft,



kan het apparaat ernstige fouten maken.

Op basis van ervaringen met generaties opgedaan kunnen wij verwachten dat
jongeren geboren na pakweg 2010 en dus in hun formative periode verkerend
veel belangstelling voor robots en robotica zullen ontwikkelen. Wij mogen verder
aannemen dat  zij  deze  informatie  uitvoerig  in  hun geheugen zullen  opslaan.
Vervolgens  zullen  zij  deze  informatie  in  het  volgen  van  onderwijs  en  het
verrichten van werkzaamheden gaan toepassen.
Jongeren  geboren  na  2010  ondergaan  in  elk  geval  de  effecten  van  de  ICT-
Revolutie, net als de leden van Generatie Z. Wat de na 2010 geborenen in hun
formatieve periode opnemen over robots komt boven op de invloeden van de ICT-
Revolutie.

Kunstmatige intelligentie nader bekeken
Als  voorbeeld  van  een  toepassing  van  kunstmatige  intelligentie  kan  een
wiskundeles in het middelbaar goede diensten bewijzen. De tekst van de les is aan
de leerlingen op Internet ter beschikking gesteld. Zij worden uitgenodigd om na
het bestuderen van de les een aantal meerkeuzevragen te beantwoorden. Hun
reacties op de meerkeuzevragen worden vanuit het computerprogramma voor de
wiskundeles geanalyseerd en aan elke leerling opgestuurd. Op basis van hun
antwoorden worden vanuit het computerprogramma ook van elke leerling het
reactietype bepaald.  Op basis  van deze typering krijgt  elke leerling nog een
persoonlijke reactie te verwerken.

Kunstmatige intelligentie levert een programma op, dat de vraagstelling compleet
en  perfect  van  een  antwoord  voorziet.  Op  deze  toepassing  van  kunstmatige
intelligentie kan een vorm van serious gaming volgen. De leerling en de docent
gaan dan creatief aan de slag om de gebruiksmogelijkheden van het programma
af te tasten en inventief tot aanvulling over te gaan.

Vrijwel  alle  vormen  van  onderwijs  op  het  niveau  van  klassikaal  onderwijs,
middelbaar en hoger onderwijs, plus universitair onderwijs, maken het mogelijk
om kunstmatige intelligentie toe te passen. Een dergelijke toepassing levert een
perfect maar saai resultaat op. Die saaiheid kan dus vervolgens door serious
gaming de wereld uit worden geholpen.
Een  dergelijke  toepassing  van  kunstmatige  intelligentie  vormt  een  zwakke
toepassing  van  deze  methode.  Bij  een  sterke  toepassing  gaat  het  om  het
ontwerpen  van  software  of  een  computer  die  perfect  kunnen  redeneren  en



problemen kunnen oplossen. Een dergelijke computer kan denken en redeneren
als  een  mens.  Daarnaast  kan  een  computer  worden  ontworpen  die  een
bovenmenselijke,  computergestuurde  intelligentie  vertoont.  Of  een  dergelijke
sterke toepassing tot de mogelijkheden behoort, is omstreden.

Robots nader bekeken
Er bestaan reeds tientallen robots. Er zijn robots die geschikt zijn om in het
onderwijs aan de slag te gaan. De brandweer heeft robots om branden vanuit de
lucht te kunnen bestrijden. De politie beschikt over robots die misdadigers en
misdaden kunnen opsporen. Zorgrobots kunnen hulpbehoevenden terzijde staan.
Sex robots staan klaar om ons lustleven te verrijken.
Behalve kansen vertonen, zoals reeds betoogd, robots ook bedreigingen. Denk
aan de killerrobots. Ook sex robots zijn niet zonder risico’s.

Generatiesociologie en maatschappelijk debat
Denk aan een python die een aantal konijnen heeft ingeslikt. Traag dalen de lijven
van de konijnen af in de darm van de reuzenslang. Al opschuivend veranderen de
lijven van samenstelling.

Het  generatiepatroon  schuift  langzaam  maar  onverbiddelijk  op  in  de  tijd.
Bijvoorbeeld de Stille Generatie zal binnen enkele jaren geleidelijk uitsterven. De
Vroege Babyboomgeneratie zal nieuwe functies in de samenleving gaan vervullen.
Generatie Z zal gaandeweg nog meer invloed in de digitale sfeer uitoefenen. De
Robotgeneratie staat in de startblokken. Wat na de Robotgeneratie aan nieuwe
generaties gaat opkomen valt thans nog niet gedetailleerd aan te duiden. In elk
geval zal de digitale invloed van de generaties na Generatie Z verder stijgen.

Van een aantal onderwerpen is te verwachten dat zij ook in de komende jaren een
belangrijke  rol  zullen  vervullen  in  het  maatschappelijk  debat  over  de
generatiesociologie. In deze paragraaf van het boek komen deze thema’s aan de
orde.
In de eerste plaats moeten wij letten op een hoog abstractieniveau en een laag
abstractieniveau bij het bespreken van generaties.
In  de  tweede  plaats  moeten  wij  letten  op  kansen  en  bedreigingen.  Deze
tegenstelling treffen wij aan tussen maar ook binnen generatie.
In de derde plaats dienen wij zorgvuldig om te gaan met de terminologie ten
aanzien van het patroon van generaties. Er bestaat nog geen formeel vastgelegde
terminologie. Generaties krijgen een of meer namen als gevolg van besprekingen



in  de  sociale  media  en  als  gevolg  van  behandeling  in  wetenschappelijke
publicaties.

Het maatschappelijk debat gaat in de komende jaren een fellere vorm aannemen.
Die groei in de felheid is het gevolg van enkele megatrendbreuken in het patroon
van generaties. De eerste megatrendbreuk in dit verband is de vergrijzing van de
babyboom. Cohort na cohort gaan de babyboomers met pensioen. Dit leidt tot een
verhoging van de kosten van de vergrijzing. Het leidt echter ook tot een stille
reserve  van  menskracht.  Heel  wat  senioren  gaan  na  hun  beroepsleven  een
inbreng leveren, met name als vrijwilligers. De tweede megatrendbreuk is de
opkomst van de ICT-Revolutie. Deze megatrendbreuk leidt tot een hevige invloed
op  het  actieve  deel  van  de  bevolking:  beter  digitaal  functioneren.  Deze
trendbreuk  zorgt  bovendien  voor  een  groei  van  het  afstandswerken.  Tot  de
gevolgen hiervan behoort het teruglopen van de migratievraagstuk.

Deze  korte  bespreking  van  het  maatschappeli jke  debat  over  de
generatiesociologie is grotendeels een beknopte herhaling van teksten die eerder
in het boek meer in detail zijn besproken. Dat maatschappelijk debat kan een
korte handleiding goed gebruiken.

Tenslotte

Wie  mijn  essay  wil  begrijpen,  moet  de  kernpunten  goed  tot  zich  laten
doordringen.  Kort  samengevat  zijn  deze  kernpunten:
– De doorbraak heeft een zware impact gehad op alle natuurwetenschappen, alle
menswetenschappen alsmede alle gedrags- en maatschappijwetenschappen.
–  Alle  deze  wetenschappen  zijn  substantieel  verrijkt  door  innovaties  in  hun
wetenschappelijke  modellen,  zowel  zuiver  wetenschappelijk  als  toegepast
wetenschappelijk.
–  Ook  zijn  al  deze  wetenschappen  substantieel  verrijkt  doordat  hun  jonge
vakgenoten tot kernkenmerken hebben gekregen dat zij op de hoogte zijn van
bovengenoemde innovaties en deze innovaties plegen toe te passen.
– Zowel de opkomst van Generatie Z als de toename van het afstandswerken
behoort tot deze kernpunten. Op termijn zal het afstandswerken van leden van
Generatie Z en latere generaties vanuit veilige gebieden potentiële vluchtelingen
ertoe brengen om in hun thuisland te blijven.
– Op termijn zal het voor hackers onmogelijk worden om de communicatie in het
kader  van afstandswerken te  beschadigen,  in  navolging van innovaties  in  de



digitale communicatie tussen de grote banken.
–  De  laatste  tijd  is  er  veel  gedoe  geweest  over  het  groeiend  tekort  aan
leerkrachten. Heel wat leraren maakten bezwaar tegen een te hoge werklast.
Binnen afzienbare tijd zal nar voren komen dat deze situatie drastisch verandert
door  de  robotisering.  Met  als  gevolg  lagere  kosten  voor  het  bestand  aan
leerkrachten, minder werkdruk voor docenten en meer plezier voor de leerlingen.

De vroege  Babyboomgeneratie  ondergaat  veranderingen  in  ongunstige  en  in
gunstige zin
Op  een  hoog  abstractieniveau  beschouwd  gaat  het  bij  de  Vroege
Babyboomgeneratie om de cohorten tussen 1945 en 1955. In 2017 gaat van deze
generatie het ene cohort na het andere met pensioen. Dit is ongunstig voor de
kosten van de vergrijzing in de samenleving. Ook zullen de voorzieningen voor
senioren verder onder druk komen te staan.
Van een andere kant bekeken is deze ontwikkeling gunstig voor de samenleving.
Vele Vroege Babyboomers zijn in de jaren na hun pensionering nog heel vitaal.
Velen van hen zullen hun nieuwe vrijheid benutten om nog een tijdje te gaan
doorwerken.  Of  door  in  de  samenleving vrijwilligerswerk te  gaan verrichten.
Aldus beschouwd gaat het dus bij de Vroege Babyboomers in de komende jaren
om  een  stille  reserve.  Er  zal  een  beleid  moeten  komen  dat  deze  gunstige
ontwikkeling stimuleert.
Op langere termijn bezien zullen ook de Late Babyboomers en de leden van
verdere generaties stille reserves in de samenleving gaan vormen.

Het Generatiedebat vormt een groeiende schatkamer voor de sociale media en de
samenleving als geheel.
Generaties van pechvogels en geluksvogels maakt duidelijk, dat het patroon van
generaties gereedligt voor heel wat sociaal beleid. Denk aan het onderwijs dat
verder gaat digitaliseren en daardoor minder last gaat krijgen van het op grote
schaal met pensioen gaan van leraren. Denk aan jonge werknemers die het als
een gunstige uitdaging zullen beschouwen dat zij met inschakeling van digitale
communicatievormen onderwijs kunnen verzorgen in het lager, middelbaar, hoger
en universitair onderwijs.

Denk aan de migratiestromen die zullen teruglopen omdat steeds meer leden van
Generatie  Z  en  straks  ook  de  Robotgeneratie  vanuit  hun  veilige  thuisland
afstandswerk zullen verrichten en daardoor een goed inkomen zullen verdienen.
Uiteraard moet hiervoor het hacken worden teruggeschroefd. Westerse landen



zullen  de  instroom  van  migranten  kunnen  beperken  tot  welkome  nieuwe
werknemers.  Ook  zullen  Westerse  landen onwelkome migranten  verantwoord
kunnen terugsturen naar hun thuisland indien deze in een veilig gebied wonen.

Augustus 2017 – Henk Becker

Dit bonushoofdstuk voorziet het boek van de derde, herziene druk

Nabeschouwing – December 2017

Generatie Z verdient bijzondere aandacht. Het gaat hierbij om de jaargangen die
na 1995 zijn geboren. De leden hiervan hebben hun formatieve periode beleefd
vanaf ongeveer 2000.
Wat houdt die formatieve periode in? In deze fase in de levensloop verkeren de
intelligentie en het geheugenvermogen op het hoogste niveau in die levensloop.
De leden van Generatie Z  hebben in hun formatieve periode de ICT-Revolutie
intensief ondergaan. Als gevolg hiervan zijn zij bijzonder bekwaam in het omgaan
met digitale informatie en met computers.   Deze grote digitale bekwaamheid
verschaft de leden van Generatie Z veel invloed op oudere generaties. Denk aan
de grootvaders die bij hun computerproblemen de hulp van een kleinzoon moeten
inschakelen.

Elke generatie bestaat ongeveer 95 jaar. Het aantal leden ouder dan die leeftijd is
zo klein dat dit valt te verwaarlozen. Dit betekent dat Generatie Z nog vele jaren
van invloed zal zijn op de oudere generaties.

Zodra de leden van Generatie Z de arbeidsmarkt betreden verwacht men van hen
een grote inbreng op het gebied van de ICT. Daarbij is een lastig probleem dat de
digitale  denkwereld  doorlopend  verandert  en  dus  de  leden  van  Generatie  Z
telkens  moeten  bijleren.  Wij  kunnen van hen echter  verwachten  dat  zij  hun
digitale bekwaamheden voldoende op niveau zullen houden.

Binnen Generatie Z komen wij tal van partiële generaties tegen. Denk aan de
generatie van mannen en de generatie van vrouwen. Die generatie van vrouwen
binnen Generatie Z is druk bezig om de emancipatie tot een nog groter succes te
maken. Die emancipatie verloopt zo voorspoedig dat de leden van de generatie
van mannen hun achterstand moeten gaan inhalen.

Wat  partiële  generaties  betreft  verdienen  ook  vele  generaties  van



beroepsbeoefenaren de aandacht.  Een voorbeeld hiervan vormen de jeugdige
leden van beroepen die een beheersing van de Engelse taal vereisen. Hiertoe
behoren onder meer jongeren die in het bankwezen actief zijn. In het algemeen
leden van beroepen die bezig zijn te internationaliseren.

Een generatie bestaat hooguit twintig jaar. Dit betekent dat Generatie Z telkens
weer een nieuwe generatie naast zich zal  zien verschijnen. Ook deze nieuwe
generaties  zullen  in  hun  formatieve  periode  een  hoog  niveau  van  digitale
vaardigheden verwerven.  Die eigenschappen zullen zij  gedurende hun gehele
verdere levensloop aanwenden.


