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Abstract

Health and well being of the young people has been advocated by health planners in Palestine
to become one of the main components of community health care. The national health
information system such as vital statistics (PCBS) provides valuable information, but data on
aspects of health relevant to young people are not easily available. Female adolescent health is
a new area of concern in Palestine and most of the Palestinian adolescents’ health studies have
been concerned with the assessment of their health needs and problems. Some recent studies
have assessed the adolescents’ reproductive and sexual health needs. Very few studies
indicated that health education programmes were developed and implemented based on those
needs and problems but no one study has evaluated the effectiveness of the health educator

role in those programmes.

The diversity and lack of standards for health education programmes and for those who
implement them may have an impact on the quality of health education/promotion services
delivered to meet the changing health needs of society (WHO, 1998). To achieve a quality in
health services offered, it largely depends on the people who deliver these services. Therefore;
evaluation for the effectiveness of the health educator is one aspect for improving the quality

of these services and thus the health status of the individuals and/or the communities.

This experimental study is designed to evaluate the role of the health educator intervention in
affecting change in the health beliefs and attitudes of Palestinian female adolescents aged 14-
17 years in four female public schools in the West Bank. To answer the research questions of
the study and to achieve its purpose and objectives, two theoretical frameworks were utilized:
first, adolescence developmental approaches; the physiological, cognitive, psychological and
social development. Second, the Stimulus-Organism-Response Model (S-O-R); (1) the
stimulus element reflects the health educator intervention, (2) the organism element reflects
the female adolescent health beliefs, values, knowledge and attitudes, and (3) the response
element reflects the influence of health educator on the female adolescents’ health beliefs and

attitudes as measured at post test. The two frameworks were the base for the questionnaire



construction and the base for implementing and evaluating the effectiveness of the health
educator intervention. The following three experimental steps were followed to have the study

completed:

1. An assessment of Palestinian female adolescents’ health beliefs and attitudes toward their
physiological, psychological and social development as the pre-intervention phase of the
study. This assessment was conducted among 246 female students from 9th-11th grades in
two public (governmental) female schools. It was based on quantitative type of data, a self-
administered questionnaire that included socio-demographic variables and 92 checklist
items, and qualitative type of data with two subjective questions. The questionnaire was
constructed and developed by the investigator; its content validity was established through

revision of the questionnaires by experts, and its reliability was measured by Cronbach's

Coefficient alpha test.

The findings of the pre-intervention data revealed that the Palestinian female adolescents’
needs and concerns were associated with their biological, psychological and social
development. The adolescents’ general lack of knowledge regarding their sexual and
reproductive health was evident in the quantitative as well as qualitative data, the feeling of
low self esteem, poor self confidence, and the feeling of gender inequalities were of
particular concerns. Based on those needs and concerns, a health education intervention
programme was developed aiming at assisting them to have more information and

knowledge regarding their sexual and reproductive health, and to increase their awareness

regarding their psychological and social well-being.

2. The second experimental step of the study was the implementation of health education
intervention programme to the experimental groups. The health education intervention
programme was developed by the investigator based on the findings of pre-intervention
data and implemented by an external heath educator with the presence of the investigator.
The health educator has utilized the educational and community development models, as a
guide for her role to implement different educational methods and strategies in order to
help the adolescent students achieve the goals of the educational sessions assigned aiming

at affecting change in their health beliefs and attitudes toward a healthy life style.
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3. The third step of the study was a post-intervention data obtained for variables reflecting the
psychological and social health beliefs and attitudes from experimental and control groups
to evaluate the effectiveness of the health educator intervention provided to experimental

groups under study.

The study has employed an experimental research methodology; the Solomon-Four group
design. This design has allowed for each of the four schools under study to be assigned to
different condition; two were the experimental groups and two were the control groups, and
each group was assigned as; @ The first experimental group has received pre-intervention
assessment (pre-test), health educator intervention and post test, @ the first control group has
received pre-intervention assessment and post test, @ the second experimental group has
received the health educator intervention only and post test, @ the second control group, was

not assigned to intervention nor to pre-intervention assessment, but received the post test only.

Statistical analyses were performed using the Statistical Package for Social Science (SPSS)
version 10. Descriptive statistics were used to analyze the socio-demographic variables. The t-
test for significance of means was the statistical analysis technique utilized to compare for
differences between two group means or two means of one group at two levels; O at pre-test
to compare for equality of mean groups prior to intervention, and @ at post test multiple
comparison for the mean differences between subjects in the four different groups was made to
indicate for the effects of the pre-test, the health educator intervention, and for the pre-test
intervention-interaction on 8 dimensions of the adolescents’ psychological and social beliefs

and attitudes for all groups. The major findings of the study at the post test data included the

followings:

1. The findings showed a significant difference in the mean scores of the female adolescents’
psychological health beliefs and attitudes dimension as a result of, the pre-test, the
intervention, and the pre-test-intervention interaction. There was a significant difference
for those who received the pre-test when compared with those who did not, but this
difference was less than those who received the intervention. The difference for those who

received the pre-test and intervention was stronger than those who received the pre-test or
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intervention .alone. This means that an interaction between pre-test and intervention gives

stronger effects on adolescents’ psychological health beliefs and attitudes.

2. The findings showed neither the pre-test nor the intervention or the pre-test intervention-
interaction implied any effectiveness for the adolescents’ social health beliefs and attitudes
dimension which included the family, school and society sub dimensions. This is expected
since these students do not live in a vacuum, and such programmes have to target their

environment especially their family and school systems.

The study design was helpful in assessing the adolescents’ health beliefs and attitudes and
identifying their needs and concerns; also it was helpful in developing culturally appropriate
interventions according to those needs. Therefore, emphasis on the needs and concerns of the
adolescents to be assessed prior to any intervention is of importance and highly recommended
to have effective outcomes for any planned gducational programmes. Furthermore; the design
was helpful in identifying that direct health education instruction can be effective on female
adolescent psychological/emotional well-being but not on their social well-being. This

effectiveness was recognized by the significant difference in the mean scores of the

experimental groups compared to control groups.

The effectiveness of health education on the adolescents’ health beliefs and attitudes was
estimated immediately after the intervention; however, a further follow up study is required to
estimate if this acquired effectiveness is maintained and sustained in those adolescents.
Research studies emphasizes that while it may be relatively easy to influence attitudes and
behaviour short-term, it can be very difficult for people to sustain behaviour change over the
longer term (Pill, 1990). Therefore; continuity of such programmes and involvement of
interdisciplinary approaches particularly for the psychosocial aspect of the female adolescents’

development is required to have an effective and successful intervention programmes.
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Chapter One
Introduction

Adolescents face different sets of challenges and pressures as they approach adulthood.
Disparities in the way girls and boys are raised and treated are at the root of many sexual
and reproductive health problems and psychological and social development challenges
(Abu Nahleh et al 1999). Given the scarcity of research related to young people’s health
in general and to females in specific in the region, this study intends to contribute to the
knowledge of the Palestinian female adolescents’ health needs and concerns and to assist
them to have a better life through health education and empowerment. Aghebekian and
Shaheen (1999) pointed that the health and social status of Palestinians are much
affected by the level of women’s health status in the society and women’s ability to

make own decisions without undue influence from people around them.

The World Health Organization (WHO, 1993) has defined adolescence as “a critical
time in a woman’s physical and mental development, in which many life styles,
behaviour patterns and practices established at this time influence the rest of her life, her
own health and that of her family and children” (p. 27). The advanced technology and
speedier communication which affect Palestinian society will expose Palestinians to
different cultures and may lead to changes in the individual’s role in the family. For
example, many Palestinian families are gradually changing from the extended family
form to a nuclear family form (Abu Dayya, 2000). However it is unclear to what extent
these changes could affect the dominant societal traditions, habits and customs that the
Palestinian family has to refer to in raising children, especially girls. To meet these
changes and challenges Abu Dayya added, the societal constraint that has been imposed
on the girls requires an introduction of new beliefs and attitudes through education and
empowerment with anticipation to deal and participate toward this changing future.
Adolescents’ health issues and the means to address them have raised increasing

concerns in recent years, since adolescence is recognized a critical period for girls’



development, it is a time when they need the most support and effective health education

(WHO, 1993, Hall 2003).

Freudenberg (1984) defined health education, as “those efforts that educate and motivate
people to create more healthful environments, institutions and policies as well as
lifestyles”  (p. 40). According to Greene & Simon-Morton (1990), health education
activities take place in public schools, colleges, clinical sites, factories and other
community settings. This great diversity of the settings is the result of organizations and
programme leaders’ efforts that sponsor health education/promotion programmes to
reach people in the most effective way, and therefore, health educators need to be
adaptable and develop an array of skills to cope with this diversity. Health education is
based on the assumption that the health status of individuals or communities may be
influenced purposefully, and opinions vary about how such influence can or should
occur (Kiger, 1995). Health education therefore, varies with the underlying health

aspirations, the knowledge base and available resources.

In Palestine, health education/promotion programmes are increasing in the primary
health care system but rarely evaluated or measured for their effectiveness (Quttieneh
1997). Recently, health education/promotion activities have been recognized as the most
important activities in school health services, and health educators were assigned to
initiate and support such activities which are carried out by the schools through the
students’ school health committees established for this purpose (Ministry of
Health/Annual Report, 2000). However, little is known about the role of the health
educator and to what extent this role has an effect on increasing health knowledge and
shaping the health beliefs and attitudes of these students. The role of a health educator
has been defined by Greene & Simon-Morton (1990) as “an individual prepared to assist
individuals acting separately or collectively to make informed decisions regarding

matters affecting their personal health and of others” (p.392).

WHO (1993) considers adolescence as one of the life's most dangerous cross roads. For

adolescent girls before they reach adulthood, their relative powerlessness and emerging



sexuality leave them vulnerable to exploitation by others and at risk by many forms of
discrimination, violence and ill health. Thus, they are in need of continuous health
supervision, protection and education. To ensure this continuity, and for the importance
of health education for adolescent girls, the investigator of this study foresees that health
education programmes delivered by the health educator in selected Palestinian female
public schools may motivate and guide learning toward their health knowledge and

attitudinal change which may contribute to their health and future development.

Therefore, evaluation for effectiveness of the health educator intervention is essential to
determine the level of education given and to provide evidence of the success or failure
of the health education provided (Kiger, 1995). Also it may aid health care planners and
managers to identify effective use of health teaching and thus inform the planning
process (Kiger, 1995, Hall, 2003). According to Lister-Sharp et. al. (1999) there is some
evidence that interventions promoting general self empowerment are more effective than

interventions dealing with single health issues.

The purpose of this study was to evaluate the effectiveness of the health educator in
affecting change in the health beliefs and attitudes of female Palestinian adolescents. To
achieve this purpose, and to measure for effectiveness, the following experimental steps
were employed: (1) Pre-intervention assessment (pre-test) of the health beliefs and
attitudes of female adolescents aged 14 -17 years in four selected female Palestinian
public schools (2) a health education intervention programme based on the findings of
the pre-intervention assessment of the adolescents health beliefs and attitudes was
developed by the investigator and introduced by a health educator, and (3) post-
intervention assessment (post-test) of the same variables to evaluate the health educator

intervention for effectiveness of the health education provided to participants under

study.

Effectiveness is the extent to which the results set out to achieve are actually achieved.
To evaluate for effectiveness of the health educator intervention, the study has employed

an experimental research method. Taub et al (2001) indicated that “randomized



controlled trials (RCT), or the true experimental design, has been regarded as the gold
standard for evaluating effectiveness” (p 9). To have true experimental design, the
Solomon-Four group design was chosen to allow the groups under study to be assigned
to different conditions. This assignment of the groups has allowed for multiple
comparisons between the experimental and the control groups by the use of the

Statistical Package for Social Science.

1.1 Palestinian Society: Background and Demographic trends

1.1.1 Historical Background

Since 1948, the year of the Nakba (disaster) millions of Palestinians has been displaced
and became refugees on the land of historic Palestine and in neighbouring countries and
in various regions of the world. There remains a great portion of the Palestinians in West
Bank, Gaza Strip, East Jerusalem, and Israel. The West Bank including East Jerusalem is
the eastern middle part of Palestine that was united with Trans Jordan, and Gaza Strip is a
narrow piece of land lying on the coast of the Mediterranean that was united with Egypt
in 1950. In June 1967 during the Six Days War, Israel occupied both, the West Bank and
Gaza Strip. (Please refer to Palestine map including the West Bank and Gaza Strip in

appendix A)

The total area of the West Bank and the Gaza Strip (WBGS) referred to as the Occupied
Palestinian Territory (OPT) consist of 6170 Km2. in WB and 365 Km?2. in the GS. The
West Bank is divided into four geographical regions: The North including the districts of
Nablus, Jenin, Tulkarem, the centre including the districts of Ramallah and Jerusalem, the
south including the Bethlehem and Al-Khaliel districts, and sparsely populated Jordan
Valley including Jericho. Up to sixty percent of the population lives in approximately 400
villages and rural refugee camps, and the other 40% live in urban refugee camps and the

cities mentioned above (FAFO 1994, National Health Plan (NHP) 1994, MOH/Annual
Report 2001).

After twenty years of occupation a popular uprising known as “Intifada” started in 1988

and became a mass movement that involved children and adolescents. The Israeli



Palestinian declaration of principles on interim self-government arrangements, signed in
Washington and Oslo 1993, put an end to this uprising and opened the first optimistic
perspective for Palestinians with the establishment of their Palestinian National Authority
(PNA) in Palestine in 1994. According to ICPD report (2004), from the years 1994-2000
with the PNA takeover of responsibility over various sectors in the Palestinian territories
one witnessed and sensed impressive progress towards creating organizational capacities
including formation of legislation and development of national policies, and
implementation of various developmental programmes in all sector services. For
example, the National Strategy for the Advancement of the Palestinian Women, the
Directorates at the ministries like the one on women’s health and the one on health

education/promotion at the Ministry of health.

However; in the last three years, after the eruption of the second Intifada (September,
2000), one witnessed a repression and deterioration of peace process. This in tum
affected many of developmental initiatives as well as the socioeconomic status of

Palestinians at national and individual levels

1.1.2 Demographic trends
According to the MOH/Annual Report (2001), the population size of Palestine in 2000

was estimated at 3,150,056. Out of which 1,590,945 (50.5%) are males and 1,559,111
(49.5%) are females. 56.4% live in cities, 28.5% live in rural areas or villages, while
15.1% are refugees camp residents. The population pyramid of the Palestinians with its
wide base indicates a young population in which children 0-14 years comprises 46.9%

and adolescents aged 15-19 years old comprises 10.4%, those above 65 are estimated at

3.2% only and around 39.5% comprise the ages 20-65 years

The National Strategic Health Plan (NSHP, 1999) reported that 50% of the total
population was under the age of 16 years. The PCBS estimated population growth in
Palestine to be around 3.6% during 1997-2003. According to ICPD Plan of Action (2004)
this growth rate is one of the highest natural growth rates in the world considering that
the world yearly growth rate is at 1.4% maximum, also it has tremendous implications on

population and development. The crude birth rate has declined progressively from



46.5/1000 in 1995 to 39.2/1000 in 2003. The total fertility rate (TFR) has also declined
from 7.4/1000 in 1995 to 5.9/1000 in 2003. Despite the progressive decline over the years
in birth rate, it is still high in Palestine compared to other countries. For example Jordan
in 2000 had a TFR of 4.4 and Egypt had a TFR of 3.3 as been reported by the
MOH/Annual Report, (2001).

1.1.3 Households
The labour force survey of (2002) did not indicate any differences in the household size

in 1997 and 2002; it was 6.4 in OPT. The majority of households were made up of
nuclear families (81.4%) in 2002 compared with (73.3%) in 1997. Ninety one percent of
households live in crowded conditions with more than one person per room, and one of

every 4 children in the Palestinian authority is poor. Child poverty rates average 25.6%
(PCBS, 1999).

The PCBS (2002) statistics indicated; with the ongoing Palestinian uprising, the female
headed households reached 12.3% compared to 7.7% in 1999, and female participation in
the labour force was 11% in 2000, it dropped to 10.4% in 2002. The unemployment rate
dramatically increased from 14.1% in 2000 to 31.1% in 2002. Poverty levels are expected

to be on the rise with some estimating that 60% of Palestinians are living under the

poverty line.

1.1.4 Education
The labour force survey of PCBS (2002) indicated the literacy rate (knowledge of writing

and reading) of 91% in the OPT for those 15 years and above. For the 15 years and
above; 16.8% have not completed any educational level (12% males and 21.5% females)
20% completed the elementary educational level or 6 grade (21% males and 19%
females), 32.9% completed grade 9 (33.6% males and 32.2% females), 19.1% obtained
high school certificate, 4.8% a middle diploma, and 6.4% a bachelor degree and above
(8.8 males and 4.1% females). The figures given shows men have lower level of illiteracy
and higher post secondary education. There is significant gender gap in the general

education of the population.



The number of students between grades one through twelve, including both genders, is
942,942 (477,042 boys and 465,900 girls). Females constitute 49.4% of students enrolled
in basic education. A grade means a school year, which is nine months of study that starts
at the beginning of September and ends by the end of May each year. The number of
female students from 9 to 11 grades who are between 14 -17 years of age, the target
population for this study is around 136,000 (PCBS, 2000).

Indeed, Palestinian families have a fairly high commitment to the education of both sons
and daughters at least through the basic education level (Giacaman and Johnson, 2002).
The PCBS report (2000) showed that for the scholastic year 1998/1999 the school
dropout rates increases rapidly from lower to higher grades, from 0.25% in the first grade
to 1.3% in the sixth grade, then jumped to 8% in the 10% grade for both genders.
However in the 10" and 11" grades, the school dropout rates among girls become higher
than boys to reach 8.5%. This decline in the discontinuity of female education that
resulted of early marriages, or the increase of parents’ concern sending their daughters to
schools away from their villages or sending them to high co-education institution

(Gaicaman and Johnson 2002 and ICPD Report, 2004)

Several local studies and surveys of young Palestinian women such as Kan'an & Halabi
(1995), Mansour (1999), and Aghabekian & Shaheen (1999) indicated that young
Palestinian women suffer from socially and economically based gender inequalities, early
marriage and school dropouts were considered to be among the main problems they

encounter. Such issues should be viewed as a threat to health given the fact that education

has positive impact on people’s well being (Kiger, 1995).

Formal education is of great importance for the development of young people. It is in
schools that literacy, numeracy, and thinking skills are fostered, exercised and knowledge
are acquired (WHO, 1993). WHO further described the function of schools and teachers
act as a major source of some education and guidance about specific health issues and
provision of health screening and some health services. Kirby (2002) considers school
environments are important factors to benefit young people from health behaviour

messages in school, where connectedness with the source of information is important to

impact influence on those children.



1.1.5 Marriage and reproductive health

Social expectations often put pressure on girls to marry and begin bearing children before
they are ready. Despite a shift toward later marriage in many parts of the world, 82
million girls in developing countries who are now between the ages of 10 and 17 will be
married before their 18th birthday (UNFPA Report, 2002). In Palestine, as is common in
the developing world, a girl is often considered to be an adult at the time when regular
menstruation is established (Paxman & Zakerman, 1987). Early marriage, early and
frequent childbearing and large families are of positive cultural values (FAFO, 1994).
Early marriage is still a phenomenon in OPT despite the increased median age at first
marriage. In 2002, the PCBS reports indicated a noticeable increase in marriage age to
24.2 years for males and 19 years for females compared to 23.7 years for males and less
than 18 years for females in PCBS (1997) and NSHP (1999) reports. PCBS further
indicated, still about one quarter of women marry under 18 years of age. According to
UNFPA (2002), reproductive health is determined by a cluster of psychosocial factors of
which the most important one is ignorance and lack of awareness. Early marriage is one
of those factors that jeopardizes the health and limits the opportunities afforded to

women, usually disrupts their education and often violates their human rights.

This list of facts and figures highlights the state of women in general and adolescents
specifically within the Palestinian society and helps to see and understand where help and
support is needed. The task of improving the health status of young people is complex
and difficult. Kelder et. al. (1995), elaborated that “this task is made more difficult by the
concurrent problems in educational performance, interrupted family relationships, poor
living conditions and a culture that supports many unhealthy behaviours” (p179).
McQuaid, et al (1996) added, for many adolescents, their developmental health, and
social problems are closely intertwined with those of their family, peer groups and local
communities. Aghabekian and Shaheen's (1999) study reported that Palestinian young
women needs included: awareness raising programmes, work opportunities, prevention of

early marriage, education, vocational training, and availability of youth centres.

More recently, WHO (1993) started to shift towards the adoption of health promotion

principles and strategies of social mobilization. It defined health promotion as “the



process of enabling people to increase control over and to improve their health” (p23).
WHO goes on to say: “This perspective is derived from a conception of health as the
extent to which an individual or group is able, on the one hand, to realize aspirations and

satisfy needs; and, on the other hand, to change or cope with the environment.

Health is, therefore, seen as resource for everyday life, not the objective of living; it is a
positive concept emphasizing social and personal resources, as well as physical
capacities” (p24). Green & Krueter (1991) defined health promotion as “the combination
of educational and environmental supports for actions and conditions of living conducive
to health”, (p.4). For adolescents, health-promotion interventions are most often

concerned with modifiable risk factors that are closely related to current or future health

outcomes (Kolbe, 1990).

Therefore, assessment of Palestinian female adolescents’ health beliefs and attitudes, and
introduction of health education intervention programme based on those beliefs and
attitudes may influence them to have a healthy living and promote their future
development. Hall (2002) believes that health education/promotion is clearly important to

young people to be nurtured so that they may become healthy adults and contributors to

society.

1.2 An overview of the Health Care System in Palestine:

Over the past years the Palestinian health care system has been developing side by side
with the development of the Palestinian society. The development of the health care

system was identified by the MOH/Annual Report (2001) as follows:

At the early days of the Israeli Military Occupation in the West Bank and Gaza strip in
1967, there was an attempt by the Israelis to take over the Palestinian health care
structures and to make them increasingly dependent on the Israeli health care system.
According to MOH Annual Report (2001), despite the restrictions imposed by the Israeli
Authorities, in the early 1970s, few Palestinian health structures that focused on curative

health services with little emphasis on preventive services were established.



During the late 1970s and early 1980s, the preventive services started to emerge, and the
concept of holistic health for individuals and society at large was considered as an
integral part of the social, economic, even the political context within which the

population lived.

In early 1988, at the beginning of the Palestinian uprising “Intifada™, the Palestinian
health care structures was put in a state of emergency due to the large number of
casualties, which resulted from the Israeli army violence. As a result of this situation,
new clinics and health centers were established in the West Bank and Gaza Strip in order
to meet the increasing need of medical and emergency services. These centers were

predominantly confined to non-governmental organizations and charitable societies.

According to the MOH/Annual report (2001), since 1992 and after the MOH has taken
the responsibility of health in Palestine, there has been great improvement and
development in terms of quantity and quality of health services including policies,
regulations, and infrastructure and human resources development. Since then health care
in Palestine is first and foremost the responsibility of the Ministry of Health. Thus it is
essentially a public and a governmental responsibility. Being so, it is regulated by

mandates issued by Palestinian National Authority.

For the purpose of this study, the Palestinian primary health care components will be
emphasized in the following section. Due to the specific characteristics of the Palestinian
political situation different providers currently deliver primary health care. The main

providers according to the Ministry of Health/Annual Report (2000) are:

1. The Palestinian government (MOH)
2. The United Nations Relief and Work Agency (UNRWA), which provides free

services for refugees in the camps

3. The National and International non-governmental organizations (NGOs)

4, The private sector
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The Palestinian governmental sector is increasingly assuming a leading role in health
planning and development (Quttieneh, 1997). This is reflected in a number of projects
aimed at expanding the existing health services and establishing new programmes and
services. Quttieneh (1997) has indicated that UNRWA is coordinating its programmes
with the government sector, with an intention of a future merger into one large public
service. However, primary health care itself receives little attention in the government
plan. According to the Palestinian Ministry of Health figures, $7 million was allocated to
public health care activities in 1996 in compa;ison to $69.4 million allocated to hospital
development and $29 million to equipment and construction (Health, Development,

Information and Policy Perspectives (HDIP, 1998).

According to Barghouthi and Lennock (1997) the Ministry of Health (MOH) runs 178
full time primary health care clinics in the West Bank, and 29 in the Gaza Strip. Thirteen
new clinics are under construction and a number of others are being expanded. The MOH
runs nine hospitals in the West Bank and 5 in the Gaza Strip with a new hospital due to
open later this year. Governmental services are provided free of charge to those with
insurance, except for maternal and child health (MCH) services, which are free to all

people regardless of insurance status.

Barghouthi and Lennock (1997) reported that UNRWA operates 22 health clinics and one
hospital in the West-Bank, and 11 health clinics in the Gaza Strip. Primary health care
services, including drugs, are provided for free of charge though patients bear 25% of the
cost of secondary level services. They added that UNRWA is coordinating with the MOH

by expanding its services and diverting its resources towards government health facilities

where possible.

Quttieneh (1997) indicated that the Palestinian NGO sector has established self-help
initiatives and structures in health, education, and other service delivery during the years
of Israeli occupation. The NGOs are viewed as important players in the process of health
development, because of their critical role in providing subsidized services to the
Palestinian population. In addition to service delivery, they have played an essential role
in building models of health care that are increasingly adopted by the government and

UNRWA sectors (Barghouthi and Lennock 1997).
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HDIP (1997) reported that, in 1992, the NGO sector operated about 60% of primary
health care canters in West Bank and the Gaza Strip. The NGOs have been badly hit by
the effects of the Gulf War and the diversion of financial assistance to the Palestinian
Authority. The number of rural NGO clinics fell from 210 in 1992 to 128 in 1996 (HDIP,
1997). However, NGOs continue to provide a large proportion of primary health care

services and one half of general hospital beds in the West Bank (Barghouthi and Lennock

1997).

Bargouhti and Lennock (1997) revealed that the private-for-profit sector is expanding
significantly particularly in the urban areas of the West Bank. This sector is expanding

the provision of advanced diagnostic and secondary level services.

Health promotion strategy and health education programmes are gaining attention in all
sectors, focusing on assessing knowledge, attitudes and practices and delivering
knowledge to the public in the context of primary health care activities (Qutteineh, 1997).
For example, the Union of Palestinian Medical Relief Committees (UPMRC), the Centre
for Primary Health Care Development (CDPHC), the Palestinian Red Crescent Society
and the Union of Health Work Committees (UHWC) are spreading health promotion/

education activities in the West Bank and Gaza Strip.

Those NGOs are targeting mainly young people, women’s health, gender issues and
school health for the purpose of raising health awareness and improving the health status
of the Palestinians. Visser, Thurmond and Stinson (1998) suggested that “a
comprehensive primary care model should include health education components targeted
to the identified needs of the population, presented in a culturally appropriate manner,

and delivered via multiple strategies” (p.10)

In 1998, the Ministry of Health re-activated the National Committee on Health Promotion
and Education. The primary task of this committee is to assist in developing and
implementing a Five-Year National Plan. This plan aims at creating a Palestinian
institutional ownership in health promotion and education, and at reducing mortality and
morbidity among Palestinian people by modifying health related behaviour and life style

through different National Scale health programmes and interventions (NSHP, 1999).



There is a specific National Strategy for Health Education /Promotion for young people

and adolescents, (1999) which include:

Strengthening the relation, networking and cooperation with other health education
and promotion programmes, including governmental, non- governmental, UNRWA,
and Private Sector at the local, regional and international level.

Promoting Palestinian Women’s health, including gender equity, family planning,
women empowerment and pre-marriage counseling. The population targets include
women, men, youth and adolescents for health education and promotion related
subjects. Accordingly, needed KAP studies are to be conducted for the pre and post
intervention.

Promoting youth and adolescent health, including building the Health Behaviour of
School Children (HBSC) database. Knowledge, Attitude and Practice (KAP) Studies
for special areas related to behaviour and life style such as: exercise, nutritional habits
and smoking habits are also required for proper design and evaluation of these areas.
Implementing the on-going programmes, including promoting the healthy school
activities, such as child to child activities, health education’s curriculum development,

testing and production, dental health and social skills (NSHP, 1999, p 36).

1.3 Significance of the study

In this research the investigator argues that Palestinian female adolescents’ health beliefs

and attitudes and their response to health education require investigation for several

reasons:

1.

The lack of systematic and comprehensive health education services has been noted
by several studies. For example, Birziet University, Department of Community
Health carried out a needs assessment study for primary health care training in
Palestine (Giacaman, 1995). The study notes that most of the in-service training and
continuing education offered was focused on general curative care (Giacaman, 1995).
In regard to the perceived needs for training, the Birziet University study reported that
training in health education and communication skills was the first priority for

individuals in the sample. Interviews with health care experts, performed as part of
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the needs assessment, pointed to health education as one of the highest priority issues
for training, followed by management and supervision needs (Giacaman, 1995).
Quttieneh (1997) and the Women' Centre for Counseling and Legal Aid (2000)
emphasized that most of the health education activities carried out in Palestine were
sporadic and lack the means of follow-up and continuity, and are seldom properly
evaluated. In this study a follow-up assessment after the completion of the health

education sessions will be performed.

. The effectiveness of the role of the health educator, in specific, has not been
evaluated in Palestine, and has not been discussed except by the Ard Al Insan or
Terre des Hommes society. This society is an international organization that works
with children and their families through follow-up, assessment, health education and
health promotion programmes that aim to raise health awareness. It trains nurses and
community health workers to work in the community as health educators. It
acknowledges the health educator as a valuable community agent and views the
provision of their training as a means for improving the health status of Palestinians
(HDIP, 1998). In this study a follow up assessment after the completion of the health

education sessions will be performed for evaluation of the effectiveness of the health

educator intervention.

. Female adolescents are considered the focus of the future families who need
education, and health information to empower them and promote their future
decisions. Most Palestinian female adolescents are the near-future mothers and
caretakers of their siblings, therefore, issues of marriage, education, family planning,

and healthy lifestyles are of prime importance to this age group (Aghabekian and
Shaheen 2000).

. Female adolescents are the most exposed group to different types of violence,
especially where the Palestinian society is silent toward such issues and rejects
counselling in matters which a person feels embarrassed to talk about (Mansour 1999,

& The Women Centre for Legal Aids and Counseling (WCLAC, 2000).
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5. Some Palestinian studies indicate that adolescents girls lack the sufficient knowledge

about their physical health as well as their sexual and reproductive health, and this
may expose them to different health problems including psychological and social

problems (Alami 1994, Kan'an & Halabi 1995 & Mansour 1999).

The psychosocial aspect of development for girls is not much considered by the Arab
societal traditions (Al-Saadawi, 1990, and Kevorkian, 1997), thus the importance of
promoting the psychological/emotional and social well being of the female
adolescents through education may help them to interact and communicate effectively
within their families, and within their socio-cultural context. Also it is an appropriate

age where healthy attitude and social skills can be instilled and rooted.

1.4 Purpose and objectives of the study

The purpose of this study was to evaluate the role of the health educator in effecting

change in the beliefs and attitudes toward healthy living among female adolescent at the

age of 14-17 years in four governmental female schools in the West Bank.

To achieve this purpose, the following experimental steps were employed as follows:

1.

An assessment of female adolescents’ beliefs and attitudes toward their health status
and healthy living as the pre-intervention phase of the study

A health education intervention programme based on the pre-intervention assessment
was implemented in experimental groups through the use of the health educator

instruction as the intervention phase of the study

A post-intervention assessment of the adolescents’ health beliefs and attitudes to

evaluate the effectiveness of the health educator intervention provided to adolescents

under study.

Objectives

1. To strengthen the female adolescents’ health beliefs and attitudes through health

education about their health and healthy living, thus empowering them to promote

a healthy life-style.
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2. To encourage the use of health educators in the school system to affect the health
beliefs and attitudes of female adolescents toward a positive healthy living.
3. To contribute to health care planners and managers in identifying the effective use

of health teaching and in the promotion of healthy living

1.5 The research questions

In order to achieve the purpose and objectives of this study, the following research
questions would allow the investigator to asses the effectiveness of the intervention when

using the experimental designs (Brink and Wood, 1998):

1. Do female adolescents who receive health education instruction by health educator
will perceive their health status differently when compared to female adolescents who
do not?

2. Does instruction by the health educator fosters the development of healthy beliefs and

attitudes of females adolescents who received health education.

Summary
This first chapter provided an overview of the social setting and background of the study.

It basically described the Palestinian society and the Palestinian health care system, with
an emphasis on primary health care settings. Also included, is the significance of the

study and the purpose and objectives of the research.

The subsequent chapters provide a detailed discussion of the study as follows: Chapter
two: A literature review of studies and research related to adolescents’ health, health
education theories/models, role of health educator and the conceptual framework of the
study. Chapter three; the research methodology, covers literature about qualitative and
quantitative research, detailed discussion of the study design, the Solomon-four-group
design, instrumentation and questionnaire development, data collection and data analysis
procedures and expected outcome of the study. Chapter four covers analysis and
discussion of the pre-intervention data. Chapter five; provide a rationale for the health
education intervention, the process of intervention and the educational sessions given to

experimental groups. Chapter six; present analysis and findings of the demographic
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variables and the quantitative data, as well as all comparisons made between the groups
under study. Chapter seven; highlighted the steps followed in the study including the
study limitations, and provide a thorough discussion of the findings including the
effectiveness of the health educator. Chapter eight; incorporates the study

recommendations and implications of the use health educator.
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Chapter Two

Literature Review

Introduction

The aim of literature review is to help in selecting and developing a definition of the
major concepts, and in clarifying the ways and methods of conducting the research. A
literature review allows the researcher to see the path of knowledge development that
others in this area have followed and where it has taken them (Talbot, 1995). A literature
review is a compilation of knowledge that provides the groundwork for further study
(Talbot, 1995). 1t is frequently found as a subsection of a published research study or
published as freestanding exploration of a body of knowledge and critical thinking is

important for the integrity of the review process (Talbot 1995).

Four major classification of literature review were proposed by Jackson (1980): review of
new substantive or methodological developments in a field, verification or development
of a theory, synthesis of knowledge from different disciplines, inferences and
generalizations from a set of studies. Talbot (1995) further described five purposes to the
classification for the review of the literature: (1) summarization of new ideas (2)

formation or testing of theory (3) organization of knowledge (4) integration of knowledge

and, (5) focused determination of study components.

The literature review of studies relevant to the concepts of this study was a continuous
process through all stages of the study development. The process of literature search was
complicated; it utilized different approaches for several reasons: (1) the study of
concepts, beliefs and attitudes of female adolescents was not an easy task to find about in
the national and international studies, most of the studies have looked at knowledge,
behaviours and skills rather than beliefs and attitudes. (2) To identify literature containing

evidence on the effectiveness of health education, different resources and indexes were
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used, for example; the MEDLINE and CINHAL provided access to health education and
adolescents’ health, most of the studies available were from United States, with few
studies reported from other parts of the world, this is documented also in Taub (2001)
study. (3) The available Palestinian adolescents’ health studies were limited to
assessment and surveys which aimed at establishing the ground for the health planners to
identify priorities and needs of Palestinian adolescents, the ICPD Plan of Action (2004)
reported that statistics are fuller since the establishment of the Palestinian Authority but
in depth studies is needed to further identify health problems. This part is also supported
by the EU Report (2000) which indicated that in-depth studies and comparative studies

regarding the young people health problems in the European Union are scarce.

Since the study was innovative in its nature; assessment of the female adolescent health
beliefs and attitudes put a constraint for finding the appropriate theoretical framework
which is believed that the SOR model was the most appropriate one for measuring the
adolescents’ perception of health, combined with the adolescents developmental
approaches was of help to build the base for the further steps of the study. (4) Therefore,
a specific measurement tool for this local study was developed taking into consideration
the given justification; this also required the investigator to look at literature pertaining to
development of measurement tools specific to this study. The literature search was
complex and utilized different indexes; CD-ROMs and internet for health search at
different websites like for example the MEDLINE, CINHAL, Healthinternetwork, the

population council, the British medical journal, the UNFPA sites etc..

Palestinian Universities such as Al-Quds and BirZeit, and Staffordshire University (in
England) libraries have been utilized too for some of the books and journals used in this
search. The Health, Development, Information and Policy Institute (HDIP) annotated
bibliography directory was a reference guide to find the local studies of interest for the
present study. Some governmental departments studies have been used too, such as the
Palestinian Central Bureau of Statistics (PCBS), Ministry of Education and Ministry of
Health Directorate of women’s health and Directorate of Health Education/Promotion

were all used to obtain abstracts and to develop a bibliography.
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This chapter presents a literature review relevant to the concepts, purpose and research
questions of the study. A global, regional and local overview of adolescence demographic
indicators and characteristics is presented first to give a broader insight of the adolescent
health status. Adolescent developmental approaches and the Stimulus-Organism-
Response Model (S-O-R); are presented as the theoretical frameworks of the study and
discussed in details to answer the research questions and to achieve its purpose and
objectives. Presentation of different models and theories used in health education, and the
role of the health educator are emphasized. The concepts of S-O-R Model, are discussed,

and compared with other models and theories used in health education/promotion

programmes.

2.1 Adolescence: a general framework

2.1.1 Adolescents: Demographic indicators and characteristics

Global overview

Adolescents, broadly defined as 10-19 years old, are a vital population segment, making
up one fifth of the world’s people. They account for about 1.1 billion in 1995. Of this
number 913 million lived in developing countries and 160 million in developed countries.
The world’s two most populous countries, China and India, embrace approximately 200

million young people (The Alan Guttmacher Institute, 1997)

Young people are not a homogeneous group but have diverse special needs associated,
for example, with gender, ethnicity, social and educational disadvantage, family
breakdown and sexual orientation. The global picture of adolescents’ life experiences is
quite alarming. Looking into the demographic trends, for example, prominent facts

according to UNFPA (2002) report include:

o Globally, nearly half of all people are under 25-representing children, adolescents and

youth.
e Most adolescents come from developing countries. Some 715 million (62%) live in

Asia, 184 million (16%) in Africa, 105 million (9%) in Latin America and the
Caribbean, 98 million (9%) in Europe, 43 million (4%) in North America.
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Half of all girls under 18 years of age are married in some countries, often in response
to poverty and/or societal norms that are enveloped with patriarchy and gender
inequality.

Percentages of girls aged 15-19 who are already married include: 74% in the
Democratic Republic of Congo, 70% in Niger, 54% in Afghanistan, 51% in
Bangladesh (UNFPA report, 2002), and 61% in the Occupied Palestinian Territories
(PCBS, 2001).

The size of 15-24 years old in the European Union country members accounts for
48.6 million; about one quarter suffer regularly from psychosomatic symptoms. The
teenage abortion ranges from 5-22/1000 for EU countries, very little is known about
the true incidence of HIV infection, yet the annual number of new cases of AIDS in
the age group 15-24 years decreased from about 1050 cases to about 460 cases.
Adolescents make up a significant proportion of the population; in the United
Kingdom, along with most developed countries, young people between the ages of 10

and 20 accounts for 13-15% of the total. (Hall, 2003).

Regional and local overview

The size of adolescents of 15-19 years old in the Arab countries counts for 31 million
and accounts for 11% the total population in 2000. However, this percentage is
expected to decrease to 9.9% in 2010. Adolescents are unequally distributed among
Arab countries, depending on the size of each of these countries. Egyptian
adolescents represent one fourth of the total Arab adolescent population, while for
example, both Algeria and Sudan count 11% respectively, Morocco counts for 10%
and Iraq for 8% (The Centre of Arab Women for Tréining and Research, CAWTAR,
2003). That is to say, approximately two thirds of adolescents (female and male) live

in five Arab countries all of which suffer from difficult economic conditions, and

three of which suffer from wars or internal conflicts.

Palestinian adolescents’ age 10-19 years comprises 23.2% of the total population,
whom 11.4% are females and 11.8% are males. This large number of young people,
both males and females live in a very restrictive environment with no productive

outlets for their energies (PCBS, 2000 and ICPD, 2004). The immediate needs of
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adolescents for education, health care services, recreation and overall productivity
remain largely unmet. This undoubtedly increases the risk of mental disturbances,
domestic violence, desperate and self-destructive behaviour (Gaicaman and Johnson,

2002, and ICPD, 2004).

2.1.2 The theoretical frameworks

A feminist approach would have been an appropriate methodology to address the issue of
female adolescence, but would not answer the specific research questions, which is does
the intervention actually have an effect on female adolescents who receive health

education instruction differently when compared to female adolescents who do not?

Therefore, to answer the research questions the theoretical frameworks chosen for this
study include presentation of different approaches used in the study of adolescence; the
physiological, cognitive, psychological and sociological approaches. Adolescence is a
condition generated by the interaction between these approaches when they reach puberty
on the one hand, as well as the surrounding social system including their family, school,
and society on the other. The concept of health and wellness in young people described
by the European Union Commission report (2000) covers physical capacity (e.g. fitness,
vitality), psychological functioning (e.g. positive expectations about the future, learning
abilities, self-esteem), social relationships (e.g. friends, sexual life, seeking one’s life
mate), and environmental potentials (e.g. opportunities to acquire new information and

skills, possibilities for leisure activities, the physical environment).

Based on this, the adolescence developmental approaches and the concepts of the
Stimulus-Organism-Response model (S-O-R) will be presented as a theoretical
framework to assess Palestinian female adolescents’ physiological, psychological, and
social health beliefs and attitudes. The S-O-R model as described at the last section of
this chapter will function as a modelling framework for structuring the intervention and
evaluating the effectiveness of intervention on those beliefs and attitudes. The importance
of the S-O-R model as proposed by Greene and Simon-Morton (1990) is that it is

attached to the internal features of the organism; attitudes, values, beliefs, and other
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intervening variables are presumably things that people somehow acquire and carry
around in their heads (Darden,1973, and Greene and Simon-Morton, 1990). Therefore,
introduction of health education programme based on those features may allow the

participants to acquire information necessary for healthy development.

Based on this, the study adopted a combined approach using a methodological and

scientific synthesis of the necessary elements that guarantee coverage of all the

dimensions of adolescence.

2.1.3 Adolescence: a developmental approach

Adolescence is a period of transition between childhood and adulthood, a time of
profound biologic, intellectual, psychosocial and economic change. During this period
individuals reach physical and sexual maturity, develop more sophisticated reasoning
abilities, and make educational and occupational decisions that will shape their adult
careers. Goodchild (1996) viewed adolescence as that period when the child not only
changes physically, but also develops attitudes and interests that will eventually make an
adult. Another view, which is generally accepted in today’s literature, is that adolescence
is a process rather than a period. Swanwick & Oliver (1995) consider adolescence as a
stage of development that is not fixed either in time or in its manifestation, rather than a
process characterized by many personal changes: physical, cognitive, moral, social and

psychological occurring between 10 and 20 years of age.

The physiological development _
Adolescence is characterized by dramatic changes moving the individual from childhood

into physical maturity. The fundamental biological change of adolescence is referred to
as puberty. Puberty encompasses both physical growth and sexual maturation. The events
of puberty are triggered by hormonal influences and are controlled by the anterior

pituitary gland in response to a stimulus from the hypothalamus (Goodchild, 1996,
Whaley and Wong, 1999).

Adolescence involve three distinct sub-phases: early adolescence (11 to 14 years), middle

adolescence (15 to 17 years), and late adolescence (18 to 20 years). The changes,
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opportunities, pressures, skills, and resources available to young people differ during
these sub-phases. For example, early adolescence is characterized primarily by the
changes of puberty a'nd‘responses to those changes. Middle adolescence is characterized
by transition to a dominant peer orientation, with all of the stereotypic adolescent
preoccupation of music, dress and appearance, language, and behaviour. Mid to late
adolescence is characterized by a need to establish sexual identity through becoming
comfortable with one’s own body and sexual feeling. Late adolescence involves
transition into adulthood, including taking on adult roles and developing adult

relationships (Whaley and Wong, 1999).

The physical growth includes: rapid gain in height and weight, during a one-year growth
spurt, boys and girls can gain an average of 4.1 inches and 3.5 inches in height
respectively. This spurt typically occurs two years earlier for girls than for boys. Weight
gain results from increased muscle development in boys and body fat in girls (Swanwick

& Oliver, 1995, Whaley and Wong, 1999).

Sexual maturity involves the development of secondary sex characteristics due to
hormonal levels changes. This development include: (1) growth of pubic and underarm
hair; (2) breast develop as early as 9 years old with full development achieved anywhere

from 12 to 18 years; (3) menarche (first menstrual period for girls); (4) voice changes and

penis growth (for boys).

Recent research studies suggest that adolescents’ brains are not completely developed
until late in adolescence. Specifically, studies suggest that the connections between
neurons affecting emotional, physical and mental abilities are incomplete. This could

explain why some teens seem to be inconsistent in controlling their emotions, impulses

and judgments (Whaley and Wong, 1999).

Cognitive development
Jean Piaget (1972) described the shift from childhood to adolescence as a movement

from concrete to formal operational thought. For most young people, emergence of

formal operational thinking occurs between the ages of 11 and 14. Adolescents also
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become capable of using a future time perspective rather than being tied to the here-and-
now thinking of childhood (Greene, 1994). By middle adolescence, most teenagers are
able to reason as well as adults; it includes a more logical thought process and the ability
to think about things hypothetically. It involves answering the question, “What if...?”
This development of reasoning brings with it the questioning of religious and political

views and often the challenging of parental attitudes and behaviours (Piaget, 1972).

With development of formal operational thought, adolescents begin to describe the self
more abstractly, and more psychological. Psychologist David Elkind (1978) points out
that the intellectual advances of adolescence lead to periods of extreme self-absorption, a
form of adolescent egocentrism. Adolescent egocentrism leads to two patterns of thinking
that help to explain some of the health-related beliefs and behaviours of youth. First, the
imaginary audience involves having such a heightened sense of self — consciousness, that
an adolescent imagines that everyone is focused on his or her behaviour. Second, the
pattern of thinking of adolescents or what is called the personal fable; it is the belief that
one’s feelings and experiences are completely unique. Harter, (1990) further described
that adolescents focus more on their personal and interpersonal characteristics, beliefs
and emotional states. Furthermore, when adolescents get older they move into what is
called social cognition; they become to understand the perspectives of adults and see how
the thoughts or actions of one person can influence those of others; also they are

influenced by a range of intrapersonal, interpersonal, and socio-cultural factors.

Value autonomy and moral development

Value autonomy and moral development parallels advances in reasoning and social
cognition. Garbarino et. al. (1989) described that adolescents achieve value autonomy
when they develop a set of values distinct from those of significant adults in their lives
and begin to struggle to clarify their own values as part of their expanded behavioural
independence. According to Kohlberg and Gillian theory (1972), older children and
young adolescents function at a conventional level of moral reasoning in which absolute
oral guidelines are seen to emanate from authorities such as families and parents. Thus

judgments of right or wrong are made according to a set of concrete rules. A major
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concern of moral development is to act or behave in ways that will gain or maintain the

approval of adults.

Psychosocial Development

There are five recognized psychosocial issues that adolescents deal with during their

development as been indicated by many psychosocial theories. These include:

» Identity and self-representation, Erik Erickson, one of the most influential theorists in
the area of psychosocial development, describes the identity achievement as one of the
main psychosocial tasks of the adolescent years. Erickson in Maier (1965) identified the
central problems of adolescence is establishing a sense of identity, or "who am I?" (p.
60), this question is not one that adolescents think about at a conscious level. Instead,
over the course of the adolescent years, they begin to integrate the opinions of influential
others (e.g. parents, other caring adults, friend, etc.) into their own likes and dislikes.
Marcia (1982) described identity as: “An internal, self-constructed, dynamic organization
of drives, abilities, beliefs and individual history” (p.375.). The eventual outcome of
adolescence is that they form their own identity in many areas, namely their values,

morals and thought processes, politics, and relationship expectations, sexuality and

relationships (Marcia, 1982).

Social forces play a large role in shaping an adolescent sense of self. Erickson argues that
the key to identity achievement lies in adolescents’ interaction with others where they
learn what ought to keep doing and what it is they ought not to do. Garbarino et.al (1989)
points the importance of the role of the society in determining the range of available
alternatives and opportunities for adolescents to explore a range of possible options

related to their ideological, occupational and interpersonal roles before having to make

identity commitment.

As part of the adolescence identity formation is to get around to the ideological events in
the society, and a time when socio-political influences seems particularly powerful
(Garbarino et al. 1989). For Palestinian adolescents it is obvious that their identity

development is fused with the ideology of nationalist struggle, and the socio-political

26



condition of the Palestinians validate this fusion. For example; The PCBS Palestinian
health survey (2001) data showed that 53.8% of the total martyrs were at the age of 10-
24 years were martyred in OPT in the first 15 months of the current Intifada; 7 were
females and 382 males. The young people’s relation to the first Intifada and the current

one is the dominant features of adolescence for Palestinians.

The Centre of Arab Women for Training and Research (CAWTAR, 2003) examined the
methods and means used by female (or male) Arab adolescent to build their self identity
and self perception. The field study shows that the process often followed by female and
male adolescents in forming their identity and crystallizing their self image, differs
depending on their social, and economic conditions, on the life experiences, as well as on

the means they possess to direct their choices and deal with the problems and difficulties

they encounter.

The study results indicated three paths that female and male Arab adolescents follow in
building their identity: first, a path that is considered “obedient” and prepares the
adolescent to be a full member of the traditional family group; he/she internalizes their
standards and values, adopts their visions and judgments and believes in the necessity of
agreeing with them so as to achieve tranquillity and avoid all causes of tension and
aggravation. According to Harter (1990), close integration in the family group leads to
the marginalization of the peer group’s influence in the building of the personality of the

adolescent who, in this case, becomes more like adults in terms of his/her behaviour and

values.

The second path consists in leaving the beaten track and “rebelling” against adults by
rejecting their ideas and views and by criticizing their attitudes, thereby making sure to
fashion a distinctive personality. The report added; this rebellion may not necessarily and

spontaneously lead to build an independent personality or to contribute to social change.

The third course is reconciliatory. It takes into consideration both internal and external
changes. Here, the female (or male) adolescent resorts to respecting the standards of the

family and society, while personally contributing to the shaping of a distinctive identity

and avoiding clashes.
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However in all cases, social comparison plays a central role. The report added; the ego
image is constructed based on the “significant” or the “generalized” other as reference,
through imitation and obedience, or through relatively distancing oneself from the
judgments of others, or completely severing from them and attempting to build one
identity and autonomy as well as one’s personality away from stereotyped attitudes and

prejudices.

»Establishing autonomy is one of the fundamental psychosocial tasks of adolescence.
Autonomy includes emotional, cognitive, and behavioural components. Emotional
autonomy 1is that aspect of independence related to changes in an individual’s close
relationships, and behavioural autonomy is the capacity to make independent decisions
and follow through with them (Erickson, 1968). Establishing autonomy during

adolescence really means becoming an independent and self-governing person within

relationships.

»Another set of psychosocial tasks encountered during adolescence centres around
achievement. Broadly speaking, achievement concerns the development of motives,
capabilities, interest, and behaviours related to performance in evaluative situations
(Whaley and Wong, 1999). During adolescence achievement focuses on young people
performance in educational settings and on the development of implementation of plans
for future scholastic and occupational career. There is a definite relationship between
social class, and socioeconomic disparities in both educational and occupational

achievement for adolescents (Ramafedi et al. 1992).

»The development of intimacy during adolescence involves changes in the capacity and
opportunities to have intimate friendship. Intimacy refers to close relationships in which
people are open, honest, caring and trusting. It is usually first learned within the context

of same-sex friendships, then utilized in romantic relationships (Ramafedi et al., 1992).

»Sexual development and sexual identity are also seen to be a normal progression in
adolescence and interest in the opposite sex, both as friends and as “dates” increases

during these years. For young adolescents the process of sexual identity development
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usually involves forming close friendship with the same-sex peers. During middle

adolescence this identity is recognized by having sexual activity with the opposite sex.

The meaning and implications of sexual activity as it affects psychosocial development
may be different for adolescent boys and girls; that is sexual socialization differs for
males and females in any given society (Whaley and Wong, 1999). For example, the
Centre for Disease Control and Prevention (CDC, 1992) indicated that 53% of males and
43% of females in the tenth grade in a national survey in the United States report having
had open sexual relationship. Hall (2003) indicated the high rates of sexually transmitted
infections among young people in Britain; particularly adolescent girls are a significant
cause of physical health problems. Paxman & Zuckerman (1987), & McQuid et. al.
(1996) reported that adolescent sexuality and fertility pose health related problems of a
special kind, and unfortunately on global scale, not much solid information is available

on current patterns of adolescent behaviour in this respect.

The prevailing customs, values and laws in the Arab society including the Palestinian
society do not allow the establishment of open and stable sexual relations among the
males and females unless they are officially married. The CWATAR (2003) study
indicated that Arab adolescents feels embarrassed and shy to talk about sexual issues;
they also manifest a mixture of difficulty and ignorance of those matters. The report
added that females express a greater interest in emotional, moral and behavioural patterns
in the person they love or desire to marry, while male adolescents shows greater interest

in sex and beauty in their life partner.

For most adolescents; this identity is consistent with their own physical and mental
capacities and with their societal limits and expectations, (Ramafedi and associates,
1992). However, the way adolescents are educated about, and exposed to sexuality will
largely determine whether or not they develop a healthy sexual identity. Therefore;
discussion on relationships, commitment, emotions and love are expected to enhance
understanding and respect between sexes, between adolescents and their families and
communities, allay their fears and concerns, and increase their health awareness
(McQuid, et.al. 1996). Hern et al (1982, 1998) concluded that the importance of identity

in adolescence is that this is the first time that physical development, cognitive skills and
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social expectations coincide to enable young people to understand their past and begin to

decide upon their approach to the future.

There is strong and growing evidence for the fundamental inter-relationship between
physical, mental and social health (Hall, 2003). Problems in adolescence in any of these
areas indicate the likelihood of long term adverse health and social consequences. In the
developing and developed countries, the most prevalent health risks facing youth and
adolescents today result from psychosocial, behavioural and economic factors (Yaraham,
1994), and the need for well developed health education/promotion programmes for such

age group is seen as paramount ( Yaraham 1994, and HDIP, 1998).

2.1.4 Broad interpretation of health

Among young people, health should be considered in its widest sense (Hall, 2003). The
transition from childhood to adulthood is a period during which the individual lays down
the foundations for future life, and thus a positive orientation to the future is one of the
cornerstones of good health. Thus, in addition to mortality, morbidity and disorders, the
concept of health and wellness in young people covers physical capacity (e.g. fitness,
vitality), psychological functioning (e.g. positive expectations about the future, learning
abilities, self —esteem), social relationships (e.g. friends, sexual life, seeking one’s life
mate) and environmental potentials (e.g. opportunities to acquire new information and
skills, possibilities for leisure activities, the physical environment). Measuring of health
(health is not merely the absence of disease, but a state of complete physical,
psychological, and social well —being) is however extremely difficult, as comparable
information on the positive and functional aspects of youth health across Europe is scarce
(EU Commission report, 2000). Watson (1979) stated that health is “a subjective state
that exists in the mind and body of a person” (p 14). Davis & Ware (1981) similarly
stated “To a major extent it is fair to say, healthy (or ill) you are if you think you are” (p
34) in essence, health is known by the experiencing person. Therefore, the investigator of
this study assumes that measuring the Palestinian adolescents’ health beliefs and attitudes
on their physiological and psychosocial dimensions of their development may give some

information about the adolescents’ health status under study.
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2.1.5 Adolescents’ health studies

In Palestine, there is an increasing recognition of the needs and concerns of the
adolescent age group. Health and well-being in this age group have been addressed by
many governmental and non-governmental institutions. National health information
systems such as vital statistics provide valuable information, but in-depth analysis of data

findings on aspects of health relevant to adolescents are not easily available (ICPD,

2004).

Therefore, health education/promotion programmes for children and youth is important
because it enhances the development of self-reliance and responsibility for their own
health and that of their families. It also enhances the adolescent individual to recognize
health as an essential component of optimal quality of life. For example, the Ministries of
Education and Health are collaborating in order to introduce school health education
programmes (HDIP, 1998). The Ministry of Youth Affairs is in the process of promoting
the social skills of young people through the development of new youth centers and the
promotion of the available ones. In the analysis of a study about youth centres in
Palestine, Shabaneh (1995) indicated that female centres constitute 8% while mixed
centres constitute 25% of total centres. Females involved in those centres are 12 years old
or less, which indicates cultural constraints for female socialization and recreational

activities in the Palestinian society.

Several Palestinian studies were carried out in the last few years of which mostly were
needs assessment and surveys that targeted Palestinian population in general and young
people and women’s health in particular. For example; Alami (1994) assessed health
perception and health problems of Palestinian adolescents lived in East Jerusalem. A
convenient sample consisted of 48 males and 44 females were given 50 checklist items
questionnaire reflecting their beliefs, attitudes and behaviours toward their physical,

psychological, and sexual health perception and needs as well as their family and school

concerns and problems.

The concerns and problems identified were reported as prioritized by the participants for

both sexes: 59.6% of the males and 69% of the females indicated that their sexual health
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needs and problems on top of all their concerns followed by 59% of males and 67.2% of
females exhibited psychological health concerns and problems. Alami referred to these
responses is that they represent the conservative Palestinian culture where issues of sex
cannot be spoken about loudly for both sexes, and thus leave young people under stress.
These responses reflect the desired opportunities of young people to be understood and to
have a better development. 57.6% of the girls ranked family problems as a third priority,
while it was 43.2% of the boys who indicated to have problems with their families. These
findings reflect the misunderstanding of adults toward their children due to lack of
communication between parents and their adolescents. Alami further described that the
cultural constraints enforced on the girls and the gender biases toward them may allowed
them to have more problems with their families. School and physical problem were the

least complained about for both sexes (Alami, 1994).

Kan’an and Halabi (1995) conducted an exploratory study aiming at developing a health
education curriculum for Palestinian female adolescents. The study was of two types;
first it assessed the health perception and needs of Palestinian female adolescents and,
second, assessed health experts in the areas of education, health, women issues and
counselling in order to develop the appropriate curriculum. In a convenient sample, the
study targeted 100 girls aged 13-15 years in 13 youth summer camps at different sites in
the West Bank. The identified needs were obtained through focus group discussions and
the themes generated were prioritized by the participants as; 92% were concerned about
their psychological health, 76.9% needed to know about their bodies, and 69% needed to
know about their sexual health and reproductive system changes including the menstrual
cycle. Nutrition, hygiene, habits and life style were the least to be concerned about. These
identified health needs and concerns by the participants emphasize the need for health
promotion and intervention that may contribute to adolescents’ understanding of health
and its relevance to enhancement of a healthy lifestyle (Kan’an and Halabi, 1995). The
health professional’s responses for the same purpose have indicated that psychological
health concerns and reproductive health including sexuality should be the first two

priorities for adolescents to have knowledge and awareness about.
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The Centre for Development of Primary Health Care (CDPHC, 1999) study of 682 males
and females aged 15-35 years from West Bank and Gaza Strip aimed at assessing their
perceived health knowledge, economic conditions, attitudes and practices regarding their
reproductive and sexual health including AIDS and sexually transmitted diseases (STDs).
The study was a pioneer in terms of content and objectives particularly for the sexual
components. For the family economic conditions, 64.8% described it as medium, and
70% take their pocket money from their fathers. 30% of respondents did not have any
health information, 66.4% expressed their need to have sex education and reproductive
health information. 60.4% have weak information or did not know about STDs; around
82% of the participants have the desire to attend awareness programmes about STDs. The
results gave an overview about the Palestinian youth needs, problems and concerns from
all perspectives and recommended a reproductive and sexual health awareness

programme to be introduced at a national level (CDPHC, 1999).

Afifi (1999) undertook a needs assessment exclusively tackling sexual and reproductive
health issues of Gazan youth of both sexes. They were asked to prioritize reproductive
health topics where they would want to be educated about. Sequentially, youth ranked as
high priority issues; marital relationships, communication skills in domestic relations,
. gender and women empowerment, and pre-marriage counselling. On the other hand areas
that were given low priority were, AIDs, high-risk pregnancy, late pregnancy, physical -

violence, infertility, divorce and menopause.

Al-Rifae (2002) through UNFPA in Palestine examined Palestinian adolescents’
knowledge and attitudes regarding reproductive health and family planning matters
aiming to form a baseline data for Palestinian policy makers and planners. A total of 437
adolescent students from 25 schools in the north, middle, and south West Bank were
involved in the study. The participants were given a 52 Likert scale questionnaire to
measure their attitudes toward issues under study. 88.4% of the respondents think that
information regarding reproductive health issues should be obtainable from families and
reinforced from schools, only 29% agreed with a statement granting the right of man in
making the decision for the number of children in the family. 75.5% agreed that age-

sensitive relevant information should be available within the school system. Based on the
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findings of the study, the researcher recommended that attention should be paid for using
a strategy mix that includes crafting programmes on reproductive and sexual health
education as well as gender sensitization targeting adolescents as well as their teachers.
Advocacy for the women’s reproductive rights should be on the agenda of those policy
makers and planners. Gender norms and power dynamics often limit young women's
control over their sexual and reproductive lives. Adolescent girls are especially

vulnerable in the area of sexual and reproductive health (Al-Rifae, 2002).

AL-Jinedy et al (1998) study of 1186 Egyptian students from three government capital
cities of Menoufia, Beheira and Beni Sueif were interviewed between October and
December 1997 to determine their knowledge of and attitudes towards human sexuality.
The sample comprised 620 male and 566 female students aged 13-20 years (preparatory
and secondary schools). The knowledge scoring was rated as zero, 1% to <50% (low
score), 50% to <75% (moderate score) and 75% or above (high score). The attitude

scoring was rated as 1% to <50% (negative attitude), 50% to <75% (moderately positive

attitude) and 75% or above (highly positive attitude).

The study reflects the general lack of knowledge of Egyptian adolescents regarding
sexuality. In general, males had a more positive attitude toward sex education than
females. An informal programme should be designed to raise adolescent students'
awareness of sexuality and improve their knowledge and correct their misconceptions
about the issue. The recommended programme should be organized by school teachers of

biology and religion and school nurses.

Galal, et al (2001) identified self-reported health problems among Egyptian adolescents,
a multistage, stratified random sample of 1002 adolescents from preparatory and
secondary schools. 67.6% of the sample was surveyed in Cairo, and 32.4% in the rural
district of Qaliubia. Of 863 completed questionnaires analyzed, 54% were from males
and 46% from females (age range: 12-18 years). The study showed that more boys than
girls perceived their health as very healthy whereas more girls considered their health to
be average. Significantly, more adolescent females reported weekly occurrence of

abdominal pain, headache, dizziness, backache, morning tiredness, sleep disturbance and
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nervousness. The study recommended awareness-raising of parents and adolescents is

necessary to allow determination of the relationship between gender and health.

There are strong differences in Arab societies and the social structure tends to be male
dominant. The patriarchal structure of these societies is translated into cultural practices
where women’s social status is strongly contingent upon being married and rearing
children, especially boys (Al- Sadawi, 1995). This status disempowers, subordinates, and
weakens the status of women (Al- Sadawi, 1995 and Shalhoub-Kevorkian, 1997)). Al-
Krenawi et al (2001) pointed that the world is different for girls than it is for boys in these
societies. For boys, adolescence can be a time for expanded participation in community
and public life. Girls, however, may experience new restrictions, and find their freedom
of movement limited. In addition, socially constructed gender roles may give girls little
say about their own aspirations and hopes, and restrict them to being wives and mothers
(Abu Nahleh, 1999). Boys face other kinds of societal and peer pressures, as they may be

encouraged to be risk-takers and to demonstrate their manhood through aggressive

behaviour (Hall, 2003).

Aghabekian and Shaheen (1999) conducted a qualitative study involving 673 Palestinian
including 112 young women aged 10-20 years from the West Bank and Gaza Strip. The
study aimed at identifying the women perceived health needs, problems and expectations.
The researcher indicated that major health needs and problems of Palestinian women
were related to education/awareness and empowerment; where it revolved around their
ability to use own knowledge and skills in holding a job supported by laws and allowing
them to continue education and societal respect toward their right to work. Health
education was perceived as a second priority for the women under study in empowering
women to deal with own health, and health of the family and society complemented by

community support services to working women.

Mansour and Awartani (1999) have examined the body image and dieting behaviours
among 899 Palestinian adolescents’ girls living in the central part of the West Bank. The
results showed that 16.5% perceived themselves as being “too thin”, 71.5% as an average

and 12% thought that they were "too fat". The investigators of the study concluded that
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the adolescents’ preoccupation about weight and body image as well as unhealthy
nutritional patterns is spread in the specific context of Palestine, and it is a time to

develop primary prevention programmes to address this issue with adolescent girls.

The studies reviewed indicate the needs of the Palestinian and Arab adolescent to have
knowledge and awareness regarding their reproductive health and the support they need
to have from family and society for their development. The need for reproductive health
and gender awareness, as well as the psychological and social concerns were of
importance to be looked at and to be part of any planned educational programme.
Gaicaman and Johnson (2002) in their Palestinian household survey indicated that the
gender gap was evident in the family preferences to have males, to educate their boys to
higher levels than girls in some areas of Palestine, and to let their daughters marry at
early age. Very few studies related to issues in adolescents’ health other than health and

well being assessments and surveys were identified in the local literature

Thus, this study will try to give some elements of response through the investigation of
adolescents’ health in the international literature and to identify for differences in the

adolescents’ health needs and concerns.

In a recent study, Hassan et al (2001) examined the extent of Reproductive Health
Awareness (RHA) in 300 students in relation to religion and levels of education. Data of
RHA collected from 150 post-graduate and 150 undergraduate students divided into
equal number of Hindu, Muslim and Sarna Students were analyzed using percentage,
ANOVA and t-test. Results showed that the percentage of students having RHA was very
low. The lowest awareness was observed in Sarna Students. Though Hindu and Muslims
did not differ significantly in their RHA, the Sarna tribal students scored the lowest score,
and differed significantly from the other two groups. The level of education was found to

produce significant effects, the post-graduate students being more aware than the

undergraduate.

Felts et. al. (1996) have analyzed adolescents’ perception of weight loss and self-reported

weight-loss activities on 10,870 black, Hispanic, and white respondents. The results
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showed that 24.8% perceived themselves as being “too fat”. Of that group 76.4% were
trying to lose weight. Females comprised 74.4% of those reporting that they were “too
fat” and trying to lose weight. Gender differences in weight perceptions were significant
at (p<. 001), with females (34.6%) being more likely than males (14.4%) to report being
“too fat”. Whites (26.0%) reported being “too fat” more often than did Hispanics (23.9%)
and blacks (17.2%). Skipping meals and exercise were the most commonly reported
weight loss strategies. Hispanics were most likely to skip meals, followed by whites and
blacks. Whites were more likely than the other groups to use exercise as a means of
losing weight. Adolescents who perceived themselves as “too fat” reported fewer days of
strenuous activity (p<. 001), fewer hours of strenuous exercise in physical education class

(p<.001), and more hours spent viewing television on school days (p<.001) than others.

Muscari, Philips, and Bears (1997) investigated the health beliefs and behaviours of 2284
high school juniors in two rural counties of Pennsylvania. They used the Adolescents
Wellness Appraisal (AWA) for their survey, to understand adolescents’ health. Results
demonstrated that presence of the adolescent problems, such as violence, substance
usage, and poor nutrition and exercise habits. The results were compared to an earlier
survey which utilized the same tool with seven hundred and nine adolescents in
Michigan. Results also suggested a need for greater availability of health promotion in

rural areas, as well as suggestions for future research specific to needs of rural

adolescents.

Neumark-Sztainer et.al. (1997) compared the psychosocial and weight related concerns
and weight control, eating, and exercise behaviours of overweight and non-overweight
Native American Adolescents in a cross-sectional survey of 11,868 youth in grades 7
through 12. An analysis of variance and chi-square tests were used to examine
associations between weight status and psychosocial and weight related concerns and
behaviours. The results indicated that 25% of the study population was overweight.
Overweight youth were twice as likely to report health concerns as non-overweight
youth. The researchers suggested that interventions aimed at obesity prevention and
overall health promotion strategies are essential to develop healthy weight control

behaviours that will not lead to negative psychosocial consequences.
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Razmus and Edgill (1993) studied the knowledge, attitudes, values, health locus of
control and risk taking potential of 1,049 rural adolescents in relationship to their risk for
contracting HIV. They found that the subjects had more correct than incorrect knowledge
about HIV and that their personal values, of an exciting life and pleasure were related to
their likelihood of not participating in high-risk behaviours. Their attitude score was

negatively related to their likelihood of participating in risk behaviours.

Adolescents’ health concerns, needs and problems are similar (Razmus & Edgill; 1993),
and certain risks are common to all adolescents, Muscari et al, (1997) however, believes
that the culture, social backgrounds, and lifestyles have an impact on prevailing needs.
For example the international adolescents’ health studies revealed issues of HIV
infection, overweight, violence and substance abuse that need education and health
promotion. On the other hand, the Palestinian adolescents’ studies indicated the need for
gaining information and education on issues of sexual health, psychological concerns,

social support and communication patterns.

However, Palestinian health professionals began serious efforts to build capacity in health
promotion, education and prevention. Among those health professionals are nurses who
work in different health care setting (NSHP, 1999). Pender (1996) described nursing as
"a profession that needs to spread its wings and model new systems for primary health
care that are focused on promoting health and preventing disease” (pl12). Hechinger
(1992) added “for young people, the guiding themes for achieving and remaining healthy
includes receiving information, access to health services, motivation and support of

adults, and an improved environment” (p.218).

The Palestinian adolescents’ health concerns and needs as revealed by the studies
reviewed imply a need for raising health awareness and empowerment through the use of
health educator intervention, and for building up their potential and assisting them to

have a healthy development where this study intended to do.

Thus, the purpose of this study required three experimental steps and utilized the

experimental research design (the Solomon 4-group design) to implement these steps: (1)
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a pre-intervention data (pre-test) were obtained from Palestinian female adolescents aged
14-17 years from the 9-11 grades in two governmental female schools aimed at assessing
the health beliefs and attitudes toward their physical and psychosocial health. (2) Based
on the results obtained from the pre-intervention data analyses, a health education
intervention programme was developed and introduced by a health educator direct
instruction to females in 10th grade in two experimental schools. And (3) a post
intervention data (post test) were obtained from the experimental and control subjects on
the same pre-tested variables to measure for the influence the health educator made on

the health beliefs and attitude of female adolescents.

2.2 The Role of Models and Theories in Health Education

Prior to the discussion of the role of theories and models in health education, a definition
of health education is warranted. Green (1977) defined health education as “any
combination of learning experiences designed to facilitate voluntary adaptations of
behaviour conductive to health” (p. 4). Green further described “facilitate” as implying a
“helping, assisting, or supporting role for the educator” (p. 4). “Teach” would also be an
acceptable term because so much of health education is based on the principal figures in
the teaching-learning process. Greene and Simon-Morton (1990) further added, “This
definition presents health behaviour as the target outcome for all learning activities,

however, it does not rule out intermediate outcomes of knowledge, attitudes, feeling,

values and skills” (p.29)

Thomson (1998) defined the practice of health education/promotion, similar to that of
nursing practice which must be viewed “as dynamic cycle of activity, involving several
key stages, which enable nurses to achieve a desired result” (p. 409). This involves
assessment of need, planning and getting of aims (what it is you intend to achieve),
setting of objectives (specific, measurable, realistic, and time scale), deciding which
method will achieve your set objectives and then evaluation of outcome. The evaluation

of outcome is necessary in order to make improvements (Thomson, 1998).
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Theory, as defined by Polit & Hungler (1995), “is an abstract generalization that presents
a systematic explanation about the inter relationship among phenomena” (p22). Pender
(1996) defined theories in relation to health promotion “as assumptions of how behaviour
relates to factors influencing it” (p. 190). Green (1977) added, “theories can help us
understand the nature of behaviour (explanatory theories), and suggest ways to achieve
behaviour (change theories)” (p158). While models integrate a number of concepts, they
are planning frameworks that can help to structure an intervention. They usually consist

of logical interactive steps that guide the planning process (Pender, 1996).

Theories tell which factors that should be looked at, while models tell how, when, and
where to target these factors (Green and Kreuter, 1991). For example, a theory will
suggest that it is more likely for smokers to quit smoking if they perceive that the
consequences of smoking on their health are severe. A model will help plan an
intervention that uses this perception to increase the chances of quitting. Theories by

themselves will not produce an effective intervention, but a model based on theory will

(Green, 1977).

According to Quttieneh (1997), most of the models and theories in health education/
promotion today were developed in the context of the Western societies, where people
may have more control over their lives, in contrast to people in developing countries.
However, there are many common elements related to human nature in any society. A
successful application of a model or a theory developed elsewhere should consider its

flexibility and adaptation to the local context (Quttieneh, 1997).

Theories and models focus predominantly on negative behaviours that need to be
changed (Green 1977, & Pender 1996). However, there is sometimes a need to encourage
the existing positive behaviours rather than combating the existing negative ones. For
example, the Stages of Change Model by Prochaska & De Clemente (1983) explain how
people change rather than why they do not. These stages are: (1) Pre-contemplation,
where the individual is content with the existing behaviour and sees no reason to change
or not intending to make changes. (2) Contemplation, the individual is considering a

change. (3) Preparation, the individual is making small changes. (4) Action, a change in
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behaviour is attempted or actively engaging in a new behaviour, and (5) Maintenance, the

behaviour is continued, and the individual is sustaining the change over time.

Nursing models have been considered important in health. Butterfeild (1990) suggested
that “nursing has to reconcile the difference between population centered practice and
nursing theories that primarily define nursing in terms of individually focused care” (p.
215). Increasingly, the individual is now recognized as individual, group, family and
community, and health is viewed as a relative subjective and holistic concept in which
the individual and society have responsibility (King, 1994). King added, “Nurses must
move from the traditional to an egalitarian relationship promoting client autonomy and
empowerment” (p. 212). Pender (1996) defined empowerment as "the process of
enabling people to increase control over and thus, to improve their health” (p. 192). Kiger
(1995) added and stressed that health education is based upon the assumption that the

health status of individuals or communities may be influenced purposefully.

This study intends to adopt such approach purposefully aiming at affecting the health
beliefs and attitudes of female adolescents through education, thus empowering them

toward a better healthy lifestyle and for further influence on their communities.

There is a wide range of ways in which models of health education in their purposes and
methods are applied according to the health status and needs of the individuals and the

society. For example, Kiger (1995) listed the approaches to health education as:

e The information - giving or medical model.

e The educational model.

e The propaganda or media model.

o The enabling or community developmental model.

e The political model.

Kiger (1995) stated that “models are not discrete, some share certain elements with
others, and they do not have to be operated in isolation from each other, and that health
educators often use strategies which draw on more than one model” (P. 45). For

effectiveness on the health beliefs and attitudes of adolescents in the study, the
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educational and community development models were adopted as a reference for the
health education programme at the intervention phase of the study. Kiger (1995) has
summarized the educational and community development models in terms of their

assumptions, strategy, tactics and role of educators/practitioners in Table 2.5.

Pisharoti (1975) described the educational model of health education as having
“knowledge, attitude and behaviour component” and being aimed at “individual, family
and community behaviour” and their interaction patterns (P5). Pisharoti also stressed that
health education was a “process” rather that a single procedure, and that learning takes

place through the efforts of learners, while the health educator provides the circumstances

in which the learning take place.

The educational approach emphasizes that health education should be concerned with
affective (emotional) as well as cognitive (intellectual) aspects of learning (Tones, 1990).
With this approach, much of the activity directed at helping the person develop skills in
decision-making and in clarifying values and beliefs about health (Kiger, 1995).

Table 2:1 a summery of the educational and
the community development models

S T 'I'he’ed\jcation:i] model ..~ -
L Strategy - Tacties . =
Assess learning needs Set clear objectrves

Role of practxtloner i;j '
As educator/enabler lead

Education will“elieit

potential and achieve and readiness with Identify evaluation the person to learning

autonomy. Exploration | reference to the group criteria. discoveries, set up

of values and feelings concerned and relevant Ensure feedback. opportunities to discuss

will activate health research, then generate a feelings and challenge

‘facts’

systematic approach.
- Community development model

action.

People have strengths
They will want to use
them to improve their

health on their terms

Offer e "let's get together
and talk about this"
approach to determine

felt needs

Organiie discussion
and communication
among a wide range
of individuals on

given health issue to

arrive at consensus

As e&tteetor/enabler help
the person express
discontents, encourage
organization to facilitate

change
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Kiger (1995) described the enabling (community development) model, in that people
have strength and abilities which they will be willing to contribute on their terms, to the
process of learning about and achieving health. Kiger (1995) further described this model
“offers the opportunity to improve human relationships, develop problem-solving skills

and increase self-esteem in a way that will make health education relevant to multiple-

deprived groups in society” (p. 41).

Based on priorities of needs and concerns presented by the adolescents as a result of the
pre-intervention data, the investigator assumes that the two models combined together

will be the base for the intervention phase of the study.

2.3 The Role of the Health Educator

The health educator is an expert in a variety of individual, group, and education
approaches, as well as knowing which educational media and materials to be used
effectively. The health educator uses different methods of communication depending

upon the situation he/she needs to develop in his/her educational programme (Greene &

Simons-Morton, 1990).

Davis & Ware (1981), in Greene and Simons-Morton (1990), summarized the

characteristics and role of the health educator and the practice of health education as:

1. Health educators must have knowledge of what determines behaviour, and what
strategies to use to deal with any aspect of health related behaviour

2. Health educators must be able to assess the effectiveness of the planning, and
implementation of activities, designed to accomplish a behavioural objective

3. Health educators must have a body of knowledge and skills to be able to assist people
in their own self-care

4. Health educators must have the skills to help people evaluate possible alternatives for
actions which may or may not result in any subsequent health related change

5. Health educators have responsibility for helping people, not just to be healthy, but to

have something to be healthy for (p. 31).
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Freudenberg (1984) suggested that health educators approach their task from two
divergent viewpoints as: “one, health educators focusing on the internal psychology of
individuals and emphasizing the changes of individual behaviour (Darden, 1973 and
Green, 1977), and two focusing on organizing people to change health-damaging

institutions, policies and environment” (Zaltman and Duncan, 1990, p.372).

Health educators might be described as falling in two groups: those who assume that they
have a duty to use persuasive strategies to help people learn new patterns of behaviour,
and those who assume that health education is aimed at assisting rather than persuading
people to change (Tones, 1993). Tones further added “health educators are divided not
only on the issues of weather or not to persuade, but also on how persuasions are
achieved, who needs to be persuaded and how persuasion should be applied” (p. 394).
That is health education is a multifaceted activity, employing a variety of means and

strategies to deal with the promotion of health in society (Greene and Simons-Morton

1990, and Kiger 1995).

The activities for which health educators are best known is the delivery of direct health
education when serving as: teachers, trainers, health counsellors, consultants, and
community developers (Greene and Simons-Morton 1990, Kiger 1995, and Pender 1996).
They added, during much of the time they are in contact with a specific target audience.
Many health educators are responsible for reaching audiences by selecting, developing,

and employing media (Greene & Simons-Morton 1990).

+ Health educators are teachers, as such they are concerned with gathering, interpreting,
and disseminating information to those who have a need to know (Greene & Simon-
Morton, 1990). Teaching is the art and practice of creating learning experiences to

achieve specific educational objectives. Health educators as teachers:

e Select appropriate educational objectives

o Develop appropriate learning activities

e Conduct learning activities to increase knowledge, influence attitudes and/or

develop skills of the target audience. (Greene & Simons- Morton, 1990. Kiger,

1995)
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Kolbe (1990) further described that the health educator enhances best learning when
he/she:

e Permits free exploration

¢ Gives opportunities to discover a problem

¢ Gives feedback on consequences of action

o Allows for self-pacing

e Allows discovery of different types of relations

e Facilitates interconnected discoveries about physical, cultural, and social worlds

(Kolbe,1990)

The following studies elaborate on the role of the health educators through health
education programmes in affecting the learner's knowledge, attitudes, beliefs and
behaviours. Ellickson and Bell (1990) developed a health education programme called
ALERT to curb drug use in twenty schools. The programme utilized an adult health
educator for direct—instruction that taught the seventh—grade in ten schools, and a high
school students as leaders from neighbouring high schools assisted the adult teachers in
other ten schools. The ten control schools did not receive the project ALERT curriculum,
and were allowed to continue traditional drug information programmes they might have.
The curriculum impact was assessed at 3, 12, and 15 month follow-ups after receiving a

booster sessions when the students reached the eighth-grade.

The results of project ALERT reduced levels of cigarette and alcohol use, especially for
baseline experimenters and after the delivery of the booster lessons. Smoking have

declined by 50% in the teen leader schools (P=0.006) and by one third in the health
educator (adult) group (P = 0.09).

This variation allowed the researchers to test whether the curriculum was more effective
when older teens were involved than when it was taught solely by adults. Ellickson and

Bell findings suggested that direct-instruction and booster lessons were important for

maintaining and strengthening programme results.
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Brent and DiOblida (1993) compared the scores of children with direct instruction model
for grade two pupils in one elementary school in New Jersey with scores of children with
traditional based programmes in another school; they found that the direct instruction

students were superior to their counterparts in the other school.

¢ As trainers, the health educators teach health professionals how to carry out health
education responsibilities. The emphasis is on the process of health education. The
learners are usually other professionals or staff who are responsible for important
health education functions, for example, nurses, physician and schoolteachers.
Quttiench (1997) developed a training guide based on the PRECEDE-PROCEED
model to be used as a tool for continuing education to improve the planners and
supervisors in primary health care settings in Palestine. This guide adopts simple
training procedures that do not require special resources or management efforts. For
example, the guide used simulated case studies and situations relevant to the

developing countries. Overall training is usually conducted in short but intensive

workshops or courses (Kiger, 1995).

¢ Health educators act as counselors, counseling is an increasingly important direct
service provided by the health educators (Society of Public Health for Education,
SOPHE 1976). Counseling helps people to achieve personal growth, improve
interpersonal relationships, resolve problems, make decisions and change behavior.

Counseling is a natural extension of the teaching-learning process (SOPHE 1976, and

Maibach & Parrot, 1995).

+ Health educators as consultants provide consultation to clients on specific health
problems, content, process or programmes (SOPHE 1976). They act as a resource
person and information disseminator, participate in discussions or planning groups
and use different methods of communication (SOPHE, 1976 and Maibach & Parrot,
1995). For example, Marion (1993) used an intervention programme for increasing
condom use-intentions among 109 unmarried, sexually active Black adolescent
women attending an Urban League AIDS prevention programme. The.intervention

was designed with the help of focus groups comprised of adolescents from the
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community. The participants were lead by a Black women health educator for three
group sessions. Factual information was presented and reinforced by discussion,
videotapes, games, and exercises. The last session focused on skill building and self-
efficacy on condom use. Analyses indicated that post intervention scores were higher
on intentions and self- efficacy to use condoms, AIDS knowledge, outcome
expectancies regarding condom use. Increased self-efficacy and more favourable
expectancies, beliefs that condoms decrease sexual enjoyment and the women’s
perception of her partner’s support were significantly related to increased intentions
to use condoms. In general increased AIDS knowledge and specific prevention-

related beliefs (STD and pregnancy prevention) were not associated with increased

condom- use intentions.

+ Health educators have traditionally served as community organizers. Their goal is to
promote better use, organization and/or availability of resources (Greene & Simons-
Morton, 1990). They serve as change agents who function in institutional and
community settings; they also seek to alter the social environment as it affects
people’s health (Freudenberg 1984, Greene & Simons-Morton, 1990). This could
mean, for example, working to introduce school health programmes, or to facilitate
access to health services in a rural community. The health educator must involve local
leaders the gatekeepers, local organization, and intersectional coordination
(Freudenberg, 1984). For example, Carr (1988), as project manager of a health
education programmes for the Catholic Relief Services in Jerusalem, has reported on

the success of health education programmes for mothers in 200 villages in West Bank

over a period of more than 10 years.

The project personnel developed a curriculum about breast-feeding, nutrition,
personal hygiene, child development and first aid. Carr reported that the health
educators were nurses, village health workers or school-teachers, who were trained by
supervisors of the project. Carr argued that the success of the programme was evident
in three areas: the decline in infant deaths in the participating villages, and the
difference in behaviours of the mothers in attending the antenatal clinic, at a rate of

three times more than mothers who were from non-participating villages. A behaviour
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change was evidenced by the reduced use of bottle-feeding by the participating
mothers (Carr 1988).

< Health educators use media through a number of channels, including print sources,
mail, television and radio. Media can be effective in disseminating information,
reinforcing previously learned information or existing attitudes, and/or stimulating
psychological association (Maibach and Parrott, 1995). Nearly every health educator
is at times called upon to select audiovisual aids and materials for the use in his
education programme (Maibach & Parrot 1995, Greene & Simons-Morton, 1990).
For example, Kim (1998) has surveyed 412 Korean adolescent female students for
their attitudes, norms, and intentions toward breastfeeding and developed a campaign
consisted of a teaching session that featured a 30-minutes videotape that explained the
importance, benefits, and advantage of breast-feeding. A panel including the
researcher of the study, a nurse, a paediatrician and several mothers who breastfed
spoke to the students about breast feeding, and encouraged them to support the
practice of breast feeding. The data for the control group was collected after class by

the investigator, and the post-test was administered immediately after the campaign.

Kim’s study examined the differences between the two group’s scores of attitude, norms
and intentions to breast-feeding and bottle feeding and found that adolescents are highly
influenced by audiovisual media, the choice of audiovisual as a teaching tool is
developmentally appropriate for such age group. Kim (1998) emphasized that
“audiovisual media have proven to be very effective teaching tools and are used

increasingly in nursing or health education” (p. 236).

Nurses like all other health educators have had a developing role in health education,
Clarke (1991) & Caracher (1994) have described health teaching as a nursing tool to be
used to promote spiritual, mental and physical health. Beaver (1986), Long & Irving
(1993) have gone further and suggested that the nature of nursing is such that teaching is

of the very essence of nursing.
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According to Kiger (1995) The Royal College of Nursing in 1989, suggested that one
way in which nursing can move towards professional excellence is by incorporating
“activities related to the promotion of health, prevention of disease and an approach
which encourages individuals to take responsibility for their own health” (p.6). Pender
(1996) further argued that nurses have a major role to play in health promotion since they
constitute a large health care workforce and have the opportunity to work closely with

individuals, families and communities.

Perhaps one of the best-known and most widely accepted statements on nursing is by
Virginia Henderson in Kiger (1995). She describes the unique function of the nurse “as
assisting the individual, sick or well, in health-related activities which he would perform
unaided if he had the necessary strength, will or knowledge” (Kiger, p57). This reflects
the implicit health education role of the nurse. Moreover, Henderson indicates that the
nurse assists the person to gain motivation as well as knowledge and skills, and directs

her energies to the well and the sick populations (Kiger, 1995).

With the changing patterns of health and disease, there is an increasing emphasis on
prevention, which means that; there is a need for nurses to take a more active role in all
aspects of health education (Thomson 1998). Nurses in Palestine have considered health
education in their practice, yet it is not been taken as a primary role in their function
(HDIP, 1998). In that, the dual role of the nurse, of provider of care and promoter of
health requires that nurses strive to devise innovative strategies to perfect enabling,

empowering and promoting skills in their clients (Thomson 1998).

In conclusion, the Palestinian adolescents’ studies presented earlier have identified and
explored the health needs, concerns and problems of the adolescents. The study by Carr
(1988) has evaluated the impact of health education programme and the role of health
educators in changing some health practices of Palestinian women. Thus, assessing,
educating, and evaluating health education programmes and the role of health educator's
intervention are of prime importance to evaluate their effectiveness for developing health

promoting beliefs and attitudes and thus the lifestyle of adolescents.
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The appropriate site for implementing such programmes is the schools. Hern et al (1998)
stated “schools are being recognized as an optimum site for health promotion
programmes, it's through health education, schools can provide opportunities for role
modeling, peer pressure and consistent support and education” (p. 273). These are the
elements that often work when trying to enhance or change adolescents’ health beliefs
and behaviors. Since peer influence is a critical motivation for this age group, the
adolescent years may be a developmentally appropriate time to perform group education,

about the need to instill healthy beliefs and attitudes that result in positive health attitudes

and behaviors.

The health educator activities and health educational material to be introduced in this
programme were based on the adolescents’ health needs and concerns as indicated by the
pre-intervention data. Thus the health educator have used different educational methods;
direct instruction, audiovisual aids, distributed health education handouts and leaflets that

were appropriate to adolescents educational needs, to help them acquire knowledge and

instill healthy beliefs and attitudes toward a healthy living.

2.4 The Stimulus-Organism-Response Model

In this section the conceptual and operational definitions of the concepts used in this
model will be discussed. The discussion will be guided by a theoretical analysis of related

literature and comparison with other health education/promotion models.

The importance of the model (S-O-R) as been proposed by Greene and Simon-Morton,
(1990) is that it is attached to the internal features of the organism. Attitudes, values,
beliefs, and other intervening variables are presumably things that people somehow
acquire and carry around in their heads (Darden 1973 and Greene & Simons-Morton
1990). Although people may change over time, these changes typically occur slowly and
many values, beliefs, and attitude appear to remain essentially the same for years and
provide a consistent, predictable quality to many of a person’s behaviour (Greene and

Simon-Morton, 1990).
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Health educators and scientists, Darden in Greene & Simon-Morton (1990), Green
(1977), Greene & Simons-Morton (1990), and Green & Kreuter (1991) have related
health education to the following four theoretical orientations in explaining human
behaviour: (1) Behaviourism; primarily concerned with environmental effects on
behaviour. (2) Internal psychology; focuses primarily on internal cognitive and affective
disposition (beliefs, attitude, cognition and values). (3) Social learning approaches;
attempt to bridge the behaviour and internal psychological dispositions. (4) Social change

approaches; concerned with altering the conditions of people’s lives rather than their

personal health behaviour.

Darden (1973), Green (1977), & Greene & Simons-Morton (1990) have focused on the
internal psychology of the individual (cognition, beliefs, attitudes, skills and values).
They do not deny the importance of the environment, they are concemed about
behaviour, but they are interested in "what goes on inside the person’s head" (p. 158) and
they seek to influence behaviour through mediation of internal dispositions. Darden
(1973) emphasizes the individual as the primary target of health education and the
affective domain (attitudes, values, and feelings) are the major focus of health education
programmes. Greene and Simons-Morton (1990) emphasized that the stimulus in S-O-R
model seeks to mediate the internal psychology (organism) of the individual and how it is

related to effects and interaction of knowledge, skills, attitudes, values and beliefs;

“things inside the head” (p. 158).

For application of the Stimulus-Organism-Response (S-O-R) model in (Figure 2.1) as one
of the theoretical frameworks used for this study, one must need to define and clarify the

concepts of the model commencing with the internal elements of organism concept and

the value of its integration to the proposed study.

Davis & Ware (1981) indicated that perceived health is viewed as a non-specific measure
of health status because it allows respondents to indicate the objective information and
knowledge they have about their own health and how they feel about or evaluate that
information. Greene & Simon-Morton (1990), indicated that “knowledge is based on a

certain degree of subjective judgment, from a scientific standpoint all knowledge is

51



relative, rather than absolute, and thus subject to change in the light of new development”

(p.161).

An interesting similarity between knowledge and skills is that their development within
the individual learner can take place without any great change in his or her value
structure or attitudes (Greene & Simons-Morton 1990). On many occasions the
inappropriate or ineffective health behaviour of an individual may result from the lack of
specific skills (Greene & Simon-Morton (1990). Skill, as defined by the Oxford English
Dictionary (1971) “is the capability of accomplishing something with precision and
certainty, practical knowledge in combination with ability, cleverness and expertness” (p
1550). Greene and Simons-Morton (1990) added “the process of skill or knowledge
acquisition requires some degree of emotional involvement by the learner if it is to occur”
(p.163). They further stated that emotional involvement always carries the potential for

attitudinal change, whether planned or unplanned (Greene & Simons-Morton 1990).

The terms attitudes, values, and beliefs are concepts used so “freely in the literature of
modern-day education that it is easy to lose sight of the fact that no one has ever seen or

touched any of these entities which seem so real to the educator” (Greene & Simons-

Morton 1990 p.159).

Although educators from a variety of fields regard values as important, few clear
explanations are offered to precisely explain what a value is. By implication, if not by
definition, values refer to those things which one holds in high regard or esteem (Greene
& Simons—Morton 1990). Value clarification attempts to help individual learners identify
and examine the important values they already have (Greene & Simons-Morton 1990).
Rath et al (1978) described values as “people grow and learn through experience and out
of experiences may come certain general guides to behaviour, these guides tend to give
direction to life” (p.26). Rath et al (1978) further described values “as more complex than

attitudes and may represent a focal point for a whole system of interrelated attitudes” (p.

26).
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Green & Kreuter (1991) provide a clear definition of beliefs as “a conviction that a
phenomenon or object is true or real, the words faith, trust, and truth are used to express
or imply belief” (p.72). Beliefs are classed as true or false by an external observer even
though the holder of a belief by definition believes it to be true (Rokeach 1966). Rokeach
further described that an “individual’s beliefs are formed into an orderly structure based
upon their relative importance” (p.164). However, he bases the importance of a belief,
not upon the intensity with which it is held, but on the number and strength of its
connections with other beliefs. Rokeach further described beliefs as existential and are
regarded as quite central to one’s belief structure that directly concern “one’s own

existence and identity in the physical and social world” (p164).

Rokeach (1966) defined attitude as “a relatively enduring organization of beliefs about an
object situation predisposing one to respond in some preferential manner” (p.54). The
term belief in definition of attitude provides further evidence of the overlapping nature of
these two variables. Attitudes, according to the view of Rokeach and others, consist of
series of beliefs organized in such a way that they predispose one to act or respond to
some situation in a predictable manner. However, Greene & Simons-Morton (1990)

added, “when a belief interacts with others to produce a ready potential for action, then

the term attitude properly applies” (p. 165).

Since the S-O-R model functioned as a modelling framework for the health education
intervention. The organism in this context refers to the assessment of the female
adolescents’ health perception and how they look at it through their values, beliefs and
attitudes at a baseline and post intervention phases. The stimulus refers to the health
educator intervention by the application of the educational and community development
models mentioned in the previous section for the purpose of affecting the adolescents'’
health beliefs and attitudes toward a healthy living and better life-style. Response is the
impact of the health education intervention programme on the adolescents’ health beliefs

and attitudes whether it affected them or not to toward a healthy living.

The response will be re-assessment of the beliefs and attitudes of female adolescents

under study after the education intervention phase. In other words, it is the evaluation of
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the role of the health educator intervention. Greene and Simons-Morton (1990)
elaborated on the response element in the S-O-R model that “although the health educator
in general tend to place heavy emphasis on facilitating specific behavioural change as a
long term goal, most of iheir immediate educational objectives are directed toward such
tasks as knowledge gain, attitudinal change, or value clarification” (p. 158). They added
that the health educator attempts to build a better store of knowledge and foster a more

constructive attitude relying on the persistence of knowledge and attitudinal change in

affecting the learner.

Therefore, the investigator of the study has considered the S-O-R model for its relevance
to the proposed study since it is an assessment of the beliefs and attitudes and intends to
have a belief and attitudinal change in female adolescents toward healthy living. Also it
fits well with the experimental research design, that allows for pre-test (first-time
assessment or what is referred to as the pre-intervention data), then the health educator
intervention to allow for knowledge gain and attitudinal change (the stimulus element),
then, the post-intervention assessment or evaluation of whether the health educator
intervention has affected and made a change within the adolescents’ health beliefs and

attitudes or not (the response element). Please refer to the S-O-R figure at the end of this

chapter

Many health education programmes have used different concepts, theories and models, as
theoretical frameworks for their health education/promotion programmes (Pender, 1996).
The following health education programme studies are presented for clarification of the

different health education models and theories utilized and for comparison with the health

education model utilized for this study.

For example, Marion study (1993) referred to earlier designed AIDS prevention
intervention programme based on the Social Cognitive Theory and the Theory of
Reasoned Action in order to increase the condom use among 109 unmarried, sexually
active, Black adolescent women. Tones (1993) explain that the Health Action Model
seeks to explain the factors which generate a given intention to act within three
interacting systems: The first of this three-interaction system is made up of a number of

important “beliefs”. The second, “motivation system” is concerned with values, attitudes,
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feelings and emotional state, and the third, the “normative system”, emphasizes the
importance of various kinds of social pressures on people’s health decisions. The Health
Action Model in particular takes a strong psychosocial perspective, viewing behaviour as
it happens in the social and economic environment rather than solely behaviour per se

(Thomson, 1998).

The PRECEDE-PROCEED model adapts a comprehensive approach, taking into
consideration both environmental and behavioural factors influencing health related
practices (Quttiench 1997). Green and Kreuter (1991) addresses predisposing, enabling
and reinforcing factors that influence an individual’s intention and ability to make
successful health behaviour changes. Predisposing factors (PF) includes an individual’s
knowledge, values, beliefs, and attitudes regarding specific health practices. Enabling
factors (EF) are either barriers or facilitators affecting one’s ability to engage in a specific
behaviour (Green &Kreuter, 1991). Reinforcing factors (RF) are those consequences of
actions that determine whether the individual receives positive or negative feedback and

is supported socially after it occurs (Green & Kreuter, 1991).

Pender et, al. (1996) suggested that health protecting (preventive) and health promoting
behaviours might be viewed as complementary components of a healthy life- style and
proposed the Health Promotion Model (HPM), a paradigm for explaining promotive
health behaviour. Pender (1996) described the HPM as a competence or approach model,
unlike the Health Belief Model (HBM). The HBM provides insights regarding the
patient’s beliefs, their perception of susceptibility, perceived seriousness and threat of a
disease, and the relative costs and benefits as they affect readiness to change (Thomson,
1998). HPM does not include “threat” as sources of motivation for health behaviour.
Pender (1996) added, “Although immediate threats to health have been shown to
motivate action, threat in the distant future lack the same motivational strength” (p.52).
Thus, avoidance-oriented models of health behaviour are of limited usefulness in
motivating over all healthy life styles in people, in youth, and early adulthood as well as
in other individuals who for varying reasons perceive themselves to be invulnerable to
illness. Because the HPM does not rely on “personal threat” as a primary source of

motivation, it is a model with potential applicability across the life span (Pender, 1996).
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Many health education programmes have used the Health Belief Model (HBM, Pender,
1996). This model was developed in the 1950s and 1960s by social psychologists in the
USA and attempts to explain what motivates people to engage in activities aimed at
preventing and avoiding diseases (Greene & Simons-Morton, 1990). The model
described by Rosenstock (1966) suggests that an individual’s motivation to take

preventive action is dependent on:

e Perceived level of susceptibility: how vulnerable or at risk to the disease or condition
the individual feels.

o Perceived severity: how serious the physical, emotional and social consequences of
having the disease or condition are believed to be.

e Perceived benefits: how beneficial or effective the actions are believed to be in
preventing the condition or reducing its severity.

e Perceived barriers: the physical, psychological, financial and other barriers that the

individuals would need to overcome them (Greene & Simon’s Morton, 1990).

The model suggests that a stimulus or cue is required to trigger the process so that the
individual becomes aware of a potential health risk and initiates the appropriate
behaviour. Things such as a television programme, a health care professional, an
advertisement or an article in a newspaper or magazine may provide cues or a stimulus.
Greene & Simons- Morton (1990) added, the model also suggests a number of
demographic, psychological and cultural factors that modify the individual’s perceptions

of the benefits of and barriers to preventive actions.

Health educators may find that the health belief model helps them understand which
people perceive them to be susceptible to a particular health problem, and therefore target
their educational activity better. It will also help the educator to alleviate a client’s

particular anxieties and plan activities with the client that will meet their specific needs.

Petosa and Wessinger (1990) used the Health Belief Model as the conceptual framework
in examining HIV educational needs of seventh, ninth and eleventh grade students by

identifying adolescents’ knowledge beliefs and intentions regarding the prevention of
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HIV infection. Their assessment helped educators use instructional time more efficiently
by: reinforcing correct beliefs specifically addressing misconceptions and using
appropriate strategies to emphasize the application of preventive actions to personal

lifestyles.

The studies reviewed have utilized health education/promotion models and theories as a
base for investigating health perception, environmental influences, social and economic
variables. They indicate different approaches to the assessment of health beliefs, attitudes
and behaviours of the adolescent population. Thomson (1998) indicated, "No single
behavioural change framework provides a full explanation, though they all provide
insight” (p. 410). The SOR Model, as proposed by Greene & Simons-Morton (1990)
seems to be an appropriate conceptual framework for the proposed study as viewed by

the investigator for its relevance to the proposed study.

To have a clear understanding of the concepts of the SOR Model, in Greene & Simons-
Morton (1990 p.45) and the concepts of the HBM in Greene & Simons- Morton (1990,

p.175) a comparison of the two models is presented in terms of their advantages and

disadvantages as follows:

Table 2.2 A comparison between the advantages and
disadvantages of the HBM and the SOR Models

The Health Belief Model

Too-much of an orientation towards disease,

o Emphasis is placed on beliefs. It examines | o
too-much compliance emphasis

how people interpret the fact, it is logical and
realistic

Social

to be more

o Use variables to construct questionnaire o

organization need
emphasized

» Good basic message coding as severe,

susceptible and benefit

Micro training and lengthy application.

e Good foundation for needs assessment and
programme planning

Does not prioritize the variable and what to
emphasize more
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The Stimulus-Organism-Response Model

e Facilitate specific behavioural change as | ® Problems with the conceptual definition of the
long-term goals. variables of the model (Beliefs, attitudes,
values).
s Use different variable to construct questionnaire. | o Limi{atiqn in measuring each variable and
questioning each variable distinctly.
e Micro and macro training and lengthy | e This model is not used much as theoretical
application framework in research reviewed for this study

Greene & Simons-Morton (1990)

Figure 2.1 the Stimulus Organism Response Model as proposed
by Greene & Simons-Morton (1990, P 45)

S
\></

Change in health

Health Educator
beliefs and attitudes

Intervention

Stimulus Response

Organism

SOR Model. Emphasis is placed on the effects and interaction of things "inside the head" rather
than on external stimuli.
as proposed by Greene & Simons - Morton 1990.
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Chapter Three
Methodology

Introduction:

This chapter includes many sections. The first section is an overview of the various
research methods used in nursing research and the distinction between quantitative and
qualitative research for the purpose of identifying kinds of research. And second, a

presentation of the experimental research methods with emphasis on the Solomon-4

group design that was utilized in this study.

Thirdly background information is included about the setting of the study and sampling
plan for which the study is conducted. Fourthly gaining access to the study settings and
ethical consideration for conducting the study are also discussed. Fifthly instrument
construction is dealt with, and lastly, data collection and data analyses procedures with
reference to the validity and reliability of the measures are presented. The aim and

objectives are stated again, the plan and time scale are set, and the expected outcomes of

this study are identified.

3.1 Nursing research methods

Polit and Hungler (1995) described nursing research “as a systematic search for
knowledge about issues of importance to the nursing profession” (p.11). Nursing research
has experienced remarkable growth in the past three decades, providing nurses with an
increasingly sound base of knowledge from which to practice (Polit and Hungler, 1995).
Polit and Hungler (1995), added that the “ultimate goal of any profession is to improve

the practice of its members, so that the service provided to its clientele will be maximally

effective” (p.1).

The methods that the nurse researchers use to study the problems of interest in the

development of a scientific basis for nursing are diverse. This diversity in the scientific
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approach and attainment of knowledge, according to Polit and Hungler (1995), is critical
to the spirit of science and discovery of knowledge. The scientific approach means using
systematic, disciplined and controlled processes. Problems of interest to the nurse
researchers can be addressed using a wide range of asking questions, identifying sources
of information, gathering and analyzing that information (Polit and Hungler, 1995). A
distinction is often made between two broad approaches to gathering and analyzing

scientific information: qualitative and quantitative (Burns and Grove, 1993, Polit and

Hungler, 1995).

Quantitative research involves the systematic collection of numerical information, often
under conditions of considerable control, and the analysis of that information by using
statistical procedures. Quantitative research, sometimes referred to by some as hard
science, tends to emphasize deductive reasoning (developing specific prediction from

general principles), the rules of logic, and the measurable attributes of the human

experience (Burn and Grove 1993, Polit and Hungler 1995).

Qualitative research involves the systematic collection and the analysis of more
subjective narrative materials, using procedures in which there tends to be a minimum of
researcher-imposed control. Qualitative research, referred to as soft science, tends to
emphasize the dynamic, holistic, and individual aspects of the human experience (Burns

and Grove 1993, Polit and Hungler 1995).

The selection of an appropriate research method depends to some degree on the
researcher's personal taste and philosophy, but it also depends in large part on the nature
of the research question (Polit and Hungler 1995). The following table indicates the

differences between the quantitative and qualitative in relation to strength and

weaknesses of each approach
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Table 3:1 The strength and weaknesses of the quantitative

and qualitative research approaches

%+ Qualitative Research

~Quantitative Research - .~ .- . |

e Focuses on a relatively small number of | e Attempts to understand the entirety of some

specific concepts phenomenon rather than focus on specifics

e Begins with preconceived hunches or | ¢ Has few preconceived hunches or theoretical
theoretical propositions about how the propositions, stresses the importance of peoples
concepts are interrelated interpretation of events and circumstances, rather

than the researcher’s interpretation

e Uses structured procedures and formal | e Collects information without formal, structured

instruments to collect information instrument
o Emphasizes objectivity in the collection | ¢ Attempts to capitalize on the subject as a means
and analysis of data. for understanding and interpreting human
experience

e Analyzes numerical information through | e Analyzes narrative information in an organized,
statistical procedures but intuitive fashion

Polit and Hungler (1995, p15-16).

3.1.1 Types of Qualitative Research Method

Phenomenological research, as defined by Burns and Grove (1993), “is an
inductive descriptive approach developed from phenomenological philosophy. It
is an understanding of the response of the whole human being, not just parts, or
behaviours” (p.30). The aim of this type of research is to describe the experience
as it is lived by the person.

Grounded theory research as defined by Burns and Grove (1993) “as an inductive
research tool. It is useful in discovering what problems exist in a social scene and
the process persons use to handle them, and it emphasizes observation for the
development of practice-based intuitive relationship between variables” (p30).
The research process involves formulation, testing and redevelopment of
propositions until a theory evolves (Burns and Grove 1993).

Ethnographic research investigates cultures through an in-depth study of its
members. Ethnographic research requires a systemic collection, description and
analysis of data to develop a theory of culture behaviour (Burns and Grove, 1993,
p.31).

Historical research as indicated by Burns and Grove (1993) “is a narrative

description or analysis of events that occurred in a remote or recent past, it is
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obtained from records or verbal reports” (p.30). This type of research has the
potential to provide a foundation for and direct the future movements of the
profession.

* Philosophical research has three categories; foundational inquiry, philosophical
analysis, and ethical analysis. According to Burns & Grove (1993) philosophical
research involves "using intellectual analysis to clarify meanings, make values

manifest, identify ethics, and study the nature of knowledge" (p. 31).

3.1.2 Types of Quantitative Research

1. Descriptive research studies, as described by Burns and Grove (1993), are usually
conducted when little is known about a phenomenon. In descriptive research,
investigators often use interviews, unstructured observation, structured observation
(observation guided by a checklist), and questionnaires to describe the phenomenon
studied. Burns and Grove (1993) added that descriptive studies provide the

knowledge base and potential hypotheses to direct the conduct of correlational, quasi-

experimental and experimental studies.

2. Correlational research was defined by Burns and Grove (1993) as “the systematic
investigations of relationships between two or more variables, to allow the researcher
determine the type (positive or negative) and the degree or strength of the
relationships” (p.29). Correlational studies are the means for generating hypothesis to

guide quasi-experimental and experimental studies that focus on examining cause-

and-effect relationships.

3. Quasi-experimental research is similar to experimental research because there is
manipulation of one independent variable. It differs from the experimental research in

either there is no control group or there is no use of randomization to assign subjects

to groups (Talbot, 1995).

4. Experimental research design is the appropriate research strategy when the questions
to be answered require the testing of theory and causal relationships. It is defined by
Burns and Grove (1993), “is an objective, systematic, controlled investigation for the

purpose of predicting, controlling phenomena and examining its causality” (P.24).

62



Brink and Wood (1998) further defined experimental research as “tests that involves
at least one treatment (independent variable), units (e.g. subjects), to be analyzed by
assignments or non-assignment to a treatment, and a comparison for inferring effects
that may be attributed to the treatment” (P.21). Burns and Grove (1993), Talbot
(1995) and Brink & Wood (1998) added that experimental designs are powerful
methods for testing hypotheses of causal relationship between variables. The
emphasis of experimental research is based on main four criteria: (a) Establishing
causal relationship, (b) manipulating an independent variable, (c) measuring the
impact of independent variable on the dependant variable, and (d) minimizing or

accounting for the effects of factors other than the independent variable on the

dependant variable.

To test a relationship and most confidently to test the result, experimental designs must
be characterized by three essential elements: randomization, manipulation, and control

(Burns and Grove (1993), Talbot (1995) and Brink & Wood (1998)

e Randomization basically eliminates bias by spreading variability due to
extraneous variables equally across ‘the groups under study (Pedhazur &
Schmelkin, 1991). Random selection of subjects means that each individual has
an equal chance of being included in the study, and to equalize the test variables
for both groups prior to the start of the experiment.

¢ Manipulation is the process of maneuvering the independent variable so that its
effect on the dependant variable can be observed (measured). Manipulation
strength is an assessment of the “likelihood that the treatment could have its
intended outcome” (Brink & Wood, 1998, P. 28)

e Control involves elimination of threats to valid inference. Some of the subjects in
the study receive the treatment (experimental group) and some do not (control

group), while all other factors and conditions are the same for both groups.

Salkind (1997) stated that “a well-controlled study allows the researcher to more easily

determine the impact of the experimental intervention, and the results of such a study can

be generalized to a similar setting and population” (p. 238).
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Types of experimental designs

True experiments are of the following basic designs: Pre-test-post-test control group
design, the subjects are randomly assigned to either the control or the experimental group
(Burns and Grove 1993, Talbot, 1995). Each group is observed for the variable treatment
applied (the pre-test); one group receives a treatment, while the other does not. The
researcher then observes the dependant variable once more (the post-test) to determine
what effect, if any, the treatment had. In a well-designed experiment, the only difference
between the control and experimental groups should be the treatment. Whatever
extraneous events that happen between one observation and the next should happen to
both the control and treatment groups (Talbot, 1995, p. 219). However, the shortcoming
of this design is the test-treatment interaction which may be responsible for a significant

difference between the experimental and control groups post-tests.

The post-test-only group design is quite similar to pre-test-post-test group design;
however it is considered a weaker design because there is no pre-test. This design is
particularly useful in situation in which it is impossible to obtain a pre-test measure. The
advantage of this design is that with randomization it controls for threats to internal
validity, and eliminates effects of testing. The disadvantage of this design is the lack of

pre-test measures decreases ability to determine strength and direction of the responses

The Solomon four-group design is a rigorous design for controlling effects on the
dependent variable that may be due to factors other than the independent variable. It is
essentially a combination of the pre-test-post-test and post-test only designs described
above (Brink and Wood, 1998). Talbot,(1995), Brink and Wo0d,(1998), pointed to the
Solomon four-group design, is that the study participants are randomly assigned to one of
the four groups to promote statistical equivalence at the outset of the experiment (Please
refer to tables 3.2 and 3.3). Lines one and two; (pre-tested experimental and pre-tested
control groups) control for the effects of history and maturation. Line 3 (un-pre-tested
experimented group) controls for the effect of pre-testing. And the fourth line (un-pre-
tested control) controls for contemporaneous effects occurring between pre-and post
testing effects. Talbot (1995) also described this design that “it increases the internal

validity, controls for the effects of history, testing and maturation” (p.222), also it is a
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good design for large samples (Burns and Grove 1993, Talbot 1995, Salkind, 1997).
Having the post-test only experimental and control groups along with the pre and post-
test experimental and control groups will mostly take care of the test-treatment

interaction effect.

Strength and weaknesses of experimental research designs

A major strength of experimental designs is their ability to diminish bias, which refers to
misinterpretation of the effect of the independent variable on an outcome(s), because of
systemic differences in the treatment and control participants have been selected or
measured or because another variable confounds the estimate of the true relationship
between the independent variable and the outcome (s) of interest (Salkind, 1997, Brink

and Wood, 1998). They further added, experimental research designs are not perfect and

have their weaknesses.

Although it is a rigorous design, it has its weaknesses and seldom employed in nursing
because: First, the four groups require a large number of homogenous participants.
Second, conducting the four groups concurrently to avoid temporal extraneous variables
is demanding and usually requires multiple investigators and a great deal of coordination
of research activities. Third, the four groups do not produce complete sets of data, leading

to a more complex statistical analysis.

Yet, experimental design at community level and in schools in specific was found in
many health education/promotion studies that utilized evaluative methods. For example,
Kvalem et al (1996) in Norway developed a school-based sex education programme to
prevent sexually transmitted diseases and unwanted pregnancies have utilized the
Solomon four-group design. Hausman et al (1996) evaluated the impact of violence
prevention education on student’s behaviour in a school setting used a quasi-experimental
design. Those studies and other studies are well presented under the research design
section. Brink and Wood (1998) indicated that experimental research design is the
appropriate research strategy when the questions to be answered require the testing of
theory and causal relationship as the case of the proposed study. Therefore, the

investigator of this study have chosen experimental design to answer the research
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question, which is does the health education intervention actually have an effect on the

adolescent health beliefs and attitudes?

Table 3:2 types of experimental designs, their advantages & disadvantages.

Narme of Design

- ‘Advantages - ¢

-~ Disadvantages . -

Pre-test-post-test
control group

02

02

Decreases threat to internal
validity by controlling for history,
maturation, testing, selection, and
interactions with selection.

Differential influence of
mortality, limited
generlizability of the
results,

Post-test-only
control group

+ Notation
R 0Ol X
R 0Ol
R X
R

O

o)

Controls for threats to internal
validity, and eliminates effects of
testing

Lack of pre-test measures
decreases ability to
determine strength and
direction of responses.

Solomon four-

group design

Treatment group |
R Ol X
Control group 1

R Ol
Treatment group 2
R X

Control group 2
R

02
02
02

02

Strong design, increases internal
validity, controls for the effects of
history, testing, and maturation.

Require increased
resources and has the
potential for increased
observational bias

Talbot (1995, p. 218)

R Randomization: O, observation: X, treatment

Clin ical Trials

Clinical trials, or intervention studies, focus on clinical outcomes, and can be either

experimental or quasi-experimental based on the degree to which randomization is used

to select subjects (Burns & Grove, 1993, p30).

The two major types of clinical trials are preventive and therapeutic. Preventive trials are

designed to determine if a specific treatment reduces the risk associated with developing

a specific disease. In therapeutic trials, the aim is to determine how effective a treatment

is in reducing symptoms, preventing relapse or reducing risk of death associated with a

specific illness (Talbot, 1995).

Drug studies are one of the most common types of clinical trials and are designed to test
the efficacy of new types of medication (Talbot, 1995). For example, Nkrumah et al

(1998) in a randomized controlled trial compared AIK-C measles vaccine in infants at 6

months of age with Schwarz vaccine given at 9 months. Seroconversion rates at 3 and 6
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months after immunization in the two groups were comparable and similar. The
geometric mean titres achieved were, however, significantly higher in the Schwarz group
(p< 0.05). Based on the results the WHO recommended Schwarz vaccine administration
at 9 months of age especially in highly endemic countries, with high measles associated

morbidity and mortality.

3.1.3 Triangulation:

Triangulation was described by Burns and Grove (1993) as “is the use of multiple
methods in the study of the same phenomenon” (p31). The phenomenon investigated is
usually complex, like the human ability to cope with chronic illness which requires in-
depth study from a variety of perspectives to capture reality. This applies to the present
study where measuring health beliefs and attitudes of female adolescents required to
utilize the methodological type triangulation. There are five types of triangulation: (1)
investigator triangulation, (2) data source triangulation, (3) theoretical triangulation, (4)

analysis triangulation, and (5) methodological triangulation:

1. Investigator triangulation occurs when multiple observers, interviewers, coders and
analysts, each with expertise and with prominent roles in the study deal with the same
raw data (Talbot, 1995). Kimchi et. al. (1991) further stated that investigator
triangulation is achieved when each investigator has a major role in a research
project, and the investigators have different areas of expertise that are used to inform
the design and implementation of the project.

2. Data source triangulation, according to Denzin (1989), one can triangulate data
sources in terms of time, person, or space. This triangulation strategy directs one to
collect data over time from a variety of persons in a variety of contexts.

3. Theoretical triangulation refers to building multiple perspectives and hypotheses into
a single study. The hypotheses may be formulated at the onset of the study and
formally tested, or they may be working hypotheses that emerge during the course of
data collection and analysis and evaluated in terms of competing explanatory
frameworks (Talbot, 1995). In theoretical triangulation different ways can be

interpreted to illuminate, disclose, and capture the phenomena at hand (Denzin, 1989)
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4. Triangulation of the unit of analysis entails deliberately varying the analytic focus of
the investigation (Talbot, 1995). To use multiple units of analysis, separate analyses
must be performed for each analytic unit of interest (Talbot, 1995). If the measures
yield consistent results, the investigator is more confident in the validity and
confirmation of the findings (Talbot, 1995).

5. Methodological triangulation refers to the use of different data collection techniques in
the same study. The techniques are deliberately selected because their respective
strength and weaknesses ought to counterbalance one another. Methodological
triangulation often involves the use of relatively unstructured techniques such as
intensive interviewing and participant observation in combination with more
structured data collection techniques such as standardized questionnaire or
observational protocols (Talbot, 1995). Evaluation of education can use qualitative
methods and answer complementary questions, since quantitative approach can only
deal with some aspect of the issue under study. For this study the quantitative data
collection utilized structured questionnaire and the qualitative data utilized open

ended questions to ensure assessing range of relevant outcome measures about the

female adolescents’ health beliefs and attitudes.

When any one of the five types of triangulation is used in a single study, it is referred to
as simple triangulation, while when using two or more types of triangulation used in a
study, then it is referred to as multiple triangulations (Talbot, 1995). Burns and Grove
(1993), Polit and Hungler (1995), and Talbot (1995) view triangulation as a method for
linking qualitative and quantitative research, they further described triangulation as a
complex method requiring an expert research background. Yet Talbot (1995) elaborated

on triangulation, that there is disagreement in the research community regarding the merit
and the use of triangulated research approaches
3.2 The Study Research Design

The purpose of this study is concerned with assessing the health beliefs and attitudes of
Palestinian female adolescents aged 14-17 years, and evaluating the role of health

educator intervention in affecting change on those beliefs and attitudes. The study is
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structured as an experimental research method, the Solomon four-group design, to have
confidence in the outcome measures as an indicator that the use of health educator

intervention does or does not affect those health beliefs and attitudes.

The Solomon four-group experimental design is the most powerful design to achieve the
purpose of the study, because it has the greatest degree of internal validity, that is the
ability to conclude with greater confidence that the variations observed in the post-test

scores are due to the treatment. For example, Brink and Wood (1998) indicated

establishing cause and effect relationship.

This is because the Solomon experimental design has two experimental groups and two
control groups. The subjects are randomly assigned in each group which insures
equivalency of the groups before the treatment is applied to the experimental groups. The

treatment is applied concurrently to both experimental groups to reduce the effects of

history (Malotte and Morisky, 1994 & Talbot, 1995)

In this study, however, some changes were necessary to make due to the inability of the
investigator to take school girls out of their school environment and assign them
randomly to the different experimental and control groups. So instead, 4 schools were
randomly chosen in which randomly assigned as experimental and control groups,
however measuring for equality of the four groups at pre-test was necessary to make sure
that the groups possess similar characteristics for the variables tested. Kvalem, et. al.
(1996) suggested a prerequisite for studying the difference between intervention and

control groups at post-test, is that the groups possess the same characteristics at the time

of pre-test including the socio-demographic variables.

The second change from the classical Solomon experiment is the concurrent application
of the treatment to the two experimental groups. Here, since it was decided to have one
health educator (to control for style difference which can play a role in effecting change)
the application of the treatment is applied to the two groups, close to each other to allow

for consistency of the health education contents discussed in the assigned sessions given

to both intervention groups.
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To have an in depth understanding of the proposed research design, the following
experimental research studies has been reviewed for their relevance, and may provide
groundwork for the proposed study. As some of these studies have integrated health
education programmes related to adolescents’ health, others have focused on the role of
health educator intervention. To add more understanding of the design and how it is

measured for its effectiveness, an explanation of the statistical measures used in these

studies are presented too.

For example, Cilchrist and Schinke (1983) conducted a study about coping with
contraception for 34 students drawn from different classes and randomly assigned to one
condition in a Solomon four-group design. A 6 months follow-up showed more habitual
use of contraception and less reliance on inadequate birth control methods among the
trained students than in the control group. They found no effect of pre-test or of

interaction between pre-test and intervention.

Brent and Dioblida (1993) developed an experimental design to implement the direct
instruction model in one of the elementary schools in the city of Camden, New Jersey.
The standardized achievement test scores of Grade 2 pupils who experienced the direct-
instruction model were compared with the scores of pupils who experienced traditional
programmes. The traditional programmes were aligned with the standardized
Comprehensive Test of Basic Skills (CTBS) used by the district. An additional factor
included in the evaluation was the effect of student mobility on achievement. The
achievement of mobile students was compared with the achievement of stable students.
Finally, stable students were given an additional standardized test, the Metropolitan

Achievement test (MAT), to assess the effects of the programmes independent of the

aligned curriculum.

The results based on ANOVA analysis indicated that (a) the direct-instruction students
did as well as the aligned students on the CTBS, the F ® value was highest for
mathematics = 7.26**. (b) The achievement of stable students was generally higher than
that of mobile students on the CTBS reading subtest ranged from p<. 05- p<. 01 and (c)

the direct-instruction students were superior in mathematics on the MAT subtest.
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Explanation of the statistical measures for the studies presented is needed to explain what
actually they mean: Analysis of variance (ANOVA) is a significance test for comparing
the means of quantitative variables between two or more groups. It is an extension of the
independent samples t-test, used with just two groups. ANOVA weighs the total
variability found in an outcome variable of interest and divides it into a between-groups
component and a within-groups component (each of these further divided by the
appropriate number of degrees of freedom to produce a mean square). The significance
test for differences between groups is based on the comparison of these two components
of variability, under the assumption that no differences exist between groups (Null
hypothesis). If this hypothesis is true, there should be no difference between within and
between group's variability and their ratio is equal to 1. This is known as F-test or

variance ratio test (Pereira-Maxwell, 1998, P.3)

F-test or variance ratio test, a significance test used in analyses of variance as a method of
assessing whether the population means of several groups are similar or not, by
comparing the between-groups and within-groups variability. Under null hypothesis of no
difference among the populations being compared, these two quantities are the same and
their ratio (F- statistic) is equal to 1. The F- distribution (which is followed by the F-
statistics when the null hypothesis is true) has two sets of degrees of freedom: the number
of groups -1 (between groups), the total number of observations minus the number of
groups (within groups). When comparing two independent groups, the F-test yields the

same result as the unpaired t-test. (Pereira-Maxwell, 1998, P.25)

P-value in the context of significant tests, the P-value represents the probability that a
given difference is observed in a study sample (between means, proportions etc.), when
such a reality does not exist in the relevant population (all individuals similar to those in
the study sample). Small P-values indicate stronger evidence to reject the null hypothesis

of no difference (Pereira-Maxwell, 1998, P.53).
Ellickson and Bell (1990) conducted a multi-site longitudinal experimental educational

design to curb drug use in seventh-grade students in cohort of 30 junior high schools in

California and Oregon. An education intervention programme through the project
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ALERT curriculum was based on the social-influence model. The programme was
implemented between 1984 and 1986; the curriculum’s impact was assessed at 3-, 12-,

and 15- month follow-ups.

The programme, which had positive results for both low- and high-risk students, was
equally successful in schools with high and low minority enrolment, differences are
statistically significant with P<0.001, except for percentage of Hispanic (p < 0.01). These
results indicated that education programmes based on social-influence model can prevent

or reduce young adolescents’ use of cigarettes and marijuana.

The study by Malotte and Morisky (1994) was based on the Solomon four-group design,
and described how a non-contact comparison group, followed through medical records,
can be used in combination with a randomized experimental control design to assess pre-
test and monitoring effects. A total of 75 patients receiving chemo-prophylactic
tuberculosis therapy were randomly assigned to a special education intervention (SI)
group, or to a usual care (UC) and followed for 12 months. Eighty-five patients who

constituted a non-contact comparison (NCC) groups were also followed through medical

chart reviews for the same period.

Life table analyses of the proportion of subjects completing prescribed therapy showed
significant differences by group at 6 months of treatment, with 64% of SI subjects, 30%
of UC subjects and 21% of NCC subjects still in treatment (p < 0.01). Median time in
care was 52 (SI), 13 (UC) and 5 weeks (NCC). There was no difference between the UC

and NCC groups in percentages of subjects completing 1 year of therapy.

Kvalen, et. al in Norway (1996) developed a school-based sex education programme to
prevent sexually transmitted diseases and unwanted pregnancies. A Solomon four-group
design, with random assignment to different conditions, was used to evaluate an
intervention based on cognitive social learning theory and social influence theory. The
main goal of the intervention was to increase use of condoms. A stratified sample of 124
classes (2,411 students) was drawn at random from all the upper secondary schools (High

schools/colleges) in one county in Norway. The results indicate a consistent interaction
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between pre-test and intervention, which seems to have an effect on condom use while
Cilchrist and Schinke (1983) study contradict this as they found no effect of pre-test on
intervention. Pre-test or intervention alone did not contribute to this effect. The odds

Ratio is 0.78, p< 0.05. The interaction effect appeared among the students with few

sexual partners.

Morton, et. al (1996) used a pre and post intervention questionnaire to measure the levels
of HIV/AIDS knowledge and sexual practices of 2,169 high school students in the St.
Louis area in 1996. Data revealed that 56.4% of the respondents were sexually active,
with 70.4% having multiple partners and 61.0% admitting to unprotected sex. These
measures demonstrated a statistically significant gain (P. < 01) in their knowledge about

HIV infection after the educational programme.

The study also indicated that adolescents are sexually active and more importantly, they
are practicing behaviours that put them at risk for HIV/AIDS, a risk which they
recognize. Finally, the educational intervention did increase student’s knowledge of

HIV/AIDS as a first step, but is not translated as a change in behaviours (Kvalem, et.al.

1996).

Hausman et al (1996) has evaluated the impact of violence prevention education on
student’s behaviour in a school setting using a quasi-experimental design. School records
were obtained for three panels (1985, 1986, and 1987) of urban public high school
students (n = 1,523). The students were non-randomly assigned to three different
conditions of school-based violence prevention education programme as: (1) in class-

specific comprehensive educational intervention, (2) as part of a school-wide violence

prevention initiative and, (3) no exposure.

Changes in suspension status from sophomore to junior year were tracked within
exposure groups, controlling for age, gender, race, absenteeism, and previous year
suspension. The results indicated significant reduction (71%) in suspension rates (RR =
286, CI .12, .66) in class-specific exposed group compared to not exposed group from

the same school. The school-wide exposure shows reductions in and maintenance of very
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low rates of junior year suspension in each cohort year, although these are not always
statistically different from the not-exposed groups. The researchers concluded that
violence prevention education could reduce negative school behaviours, particularly

when other supportive curricula and activities are added (Hausman, et. al. 1996).

Shechtman (1997) developed an experimental intervention programme to enhance social
relationships and to adjust behaviours of schools children in the Israeli classrooms. A
teacher-led classroom intervention aimed at affecting social relationships in diverse

classrooms was studied at both elementary and secondary school levels. The study

employed a pre-post-test comparison design.

Effects were examined separately for regular and special needs students. Results of the
repeated measures analyses of variance (ANOVA) on the class-level analysis indicated
no significant differences for the elementary-level regular students but did indicate
significant gains in adjusting behaviour for elementary level special needs students. On
the other hand, results for the secondary level students indicated progress in social
expectancy for both regular and special needs students. With no significant differences
between the experimental and control group, F (1, 18) =4.08, P=.06, and F (1, 17) =.75,

P = NS (non significant) respectively.

No gains where observed in adjusting behaviour for special needs students. Results of the
ANOVA on the students level analysis indicated a significant difference between
experimental and control groups, on the classroom environment scale, F (1,407) = 8.97,
P< .01. The importance of this study is two fold: (A) it reflects some changes in social
relationship, especially in the social inclusion of special needs adolescents in regular

classrooms, and (B) it indicates change in the behaviour of special needs elementary level

students.

These results where obtained by trained teachers (as opposed to mental health
professionals) suggesting that teacher can make a difference in classroom relationships
and deal more effectively with growing diversity in the classroom. Multivariate analysis

of varlance (MANOVA) results indicated an overall significant treatment effect,

multivariate F (5,102) =4.12, P<.01.
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Kim (1998) developed a quasi-experimental, non-equivalent post-test-only design. The
study examined the differences between two groups’ scores of attitudes, norms and
intentions to breast-feeding and bottle-feeding. Students exposed to the campaign showed
positive attitudes and norms toward breast-feeding and indicated their intent to breastfeed
(P < 0.05). The control group who were not exposed to intervention (breast-feeding
campaign) showed more positive attitudes and norms toward bottle-feeding and indicated
their intent to bottle-feed rather than breast-feed (P< 0.05). Both groups differed

significantly between the two groups (p< 0.05).

The studies suggest that experimental research methods in which health beliefs, values,
attitudes and practices of children and adolescents were explored and aimed at evaluating
the effects of educational intervention in terms of change toward a healthy living. The
effects of intervention were measured statistically and comparison was made at the pre
and post intervention stages. Many of the results indicated a significant difference

between the pre and post-tests, on the other hand, some results indicated no statistical

difference between the pre and post-tests.

The purpose and objectives of this study was to evaluate the role of the health educator in
affecting change in the beliefs and attitudes toward healthy living among female

adolescent (students) aged 14-17 years in four governmental female schools in the West

Bank.

To achieve this purpose, the Solomon-4 group research design was suggested to gain a

greater understanding of the role of the health educator. The following three experimental

steps were employed to achieve this purpose as follows:

1. Pre-intervention assessment of female adolescents' health beliefs and attitudes toward

their health status and healthy living.

2. A health education intervention programme based on the pre-intervention assessment

was implemented to experimental groups through the use of the health educator

instruction as the intervention phase of the study
3. A post-intervention assessment of the adolescents’ health beliefs and attitudes to
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evaluate the effectiveness of the health educator intervention provided to adolescents

under study.

This design has allowed the investigator to imply multiple comparisons between the
experimental and control groups, and to interpret recorded data at the pre-intervention
data and the post-intervention data, to evaluate the role of the health educator intervention

for effectiveness and to indicate if there is a statistical difference between groups under

study.

Table 3.3 illustrates the Solomon-4 group design with the names of the four schools
participating in the study with the different conditions employed for each school (group).
For clarification, the groups are summarized and denoted as follows: (1) Betunia school
is the P+ I group, the first experimental group that received pre-test, intervention (health
educator intervention) and post-test, (2) Birziet school is the P group, the first control
group that received the pre-test and the post-test but not the intervention, (3) Al-Bireh
school is the I group, the second experimental group that received intervention (health
educator intervention) and post-test but did not receive the pre-test, and (4) Silwad school

is the C group, the second control group that received neither intervention nor pre-test,

but only the post-test.

Table 3:3 the Solomon four-group design with the names of the schools

| 2nd. Phase for one month |3rd. phase_ of study

Pretest|  Tatervention | Pestiet
Experimental groupl R (P+I group) 0Ol — X, Heélfh ;ducatg; ‘
(Betunia school) intervention
Control group 1 R (P group) 0Ol --- 02
(BirZeit school)
Experimental group 2| R (I group) R X, Health educator 02
(Al-Bireh school) intervention
Control-group 2 R (C group) - - 02
(Silwad school)

Talbot (1995) R: randomization, O: observation or data collection, X: treatment or health educator

intervention.
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Since the study was experimental method, the subjects (by school and not students) were
four randomized schools selected from the target population. The target population was
all female governmental high schools in Ramallah district in the West-Bank, from which
the researcher hopes to generalize the findings of the study. Talbot (1995) stated “an
effective way of doing this is to demonstrate statistically how the sample compares

favourably to known, critical parameters of the reference population” (p220).

The Solomon four-group design has been described by Burns and Grove (1993), Talbot
(1995), Polit and Hungler (1995), and Salkind (1997), as a very strong design which
greatly increases the level of internal validity that can be achieved. They added that the
effects of history and maturation are controlled for by the pre-tested group, the groups
without the pre-test control for the effect of testing. Moreover, the non-pre-tested control
group allows the researcher to assess the impact of maturation without treatment (Talbot,

1995), taking into consideration the normal development of the target population under

study.

In the Solomon four-group design, there are two experimental groups and two control
groups which required multiple comparisons between the four groups at pre-test and post-
test. The subjects were 10th graders in 4 female public schools randomly assigned to one
of the groups. For example; the first experimental group (Betunia School) with a pre-test
had the initial observation (pre-intervention data), have got the health educator

intervention, and then observed again (post intervention data) immediately after the

intervention.

The first control group (BirZeit School) with a pre-test had the initial observation
(baseline data), had no intervention by the health educator, and observed again. These
two groups were observed statistically at post test for the impact of the pre-test and
intervention effect for one group compared with the second group who received pre-test
only. Polit and Hungler (1995) indicated that “when data are collected both before and
after an intervention, the pre-test (initial) measures sometimes have the potential to

distort the results” (p.126). That is, the post-test measures may be affected not only by the

intervention but also by the exposure to the pre-test.
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The second experimental group (Al-Bireh School) did not get the pre-test, got the health
educator intervention only and was observed afterwards (post intervention data). The
second control group (Silwad School) which received neither pre-test nor health educator
intervention and observed to compare for the effectiveness of health educator
intervention since it was the only difference between these two groups. All the
comparisons between the different conditions in which the groups were assigned to are
presented in the results chapter. Salkind (1997) and Brink& Wood (1998) argues for this
design, that many types of comparisons can be made to determine what factors might be
responsible for certain types of outcomes. For the four groups, observation was done
immediately after the intervention in which Salkind (1997) indicated such measurement

"will allow the researcher to have a more consistent evaluation for the effectiveness of

the intervention” (p 342).

It is noteworthy that all groups have got same health education material related to the
topics covered by the health educator instruction given to experimental groups,
attempting to empower the students by increasing their health knowledge and promoting

their beliefs and attitudes toward a healthy living.

3.3 Setting and sampling plan

The girls spend a large part of their everyday life in school. Going to secondary school is
an important turning point, potentially stressful and decisive for their future as the
“Tawjihi” (General Secondary Certificate Examination, GSCE) is at the end as well, a
serious decision related to plans for future. In Palestine, admission to university is
conditioned by the Tawjihi grades. The school system requires the student to stay single

or engaged to be able to continue her education, otherwise there is no place for her.

There are three types of school in Palestine: Public or governmental (responsible for
educating the majority of school age children), private (mainly coming under religious
communities or belonging to individuals as investments), and schools managed by the
United Nations Relief and Work Agency for Palestinian Refugees (UNRWA). Education
is compulsory up to 14 years of age, provided free in UNRWA schools and on payment

of very minimal fees in government schools (Fasheh and Adwan, 1997).
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The UNESCO (1995) report that schooling frequently takes place in difficult conditions,
while in the West Bank Village schools are rather small, those in towns and camps may
cater for hundreds of pupils and function in shifts. As there are not enough classrooms,
the premises are used in the morning for half the pupils and in the afternoon for the other
half. In addition, the classrooms are very small (16-20m2) compared to the large number
of students occupying them makes it worse. There is often neither enough ventilation nor
lighting, and no specialized rooms such as laboratories and suitable playgrounds or sport

facilities are available (Fasheh and Adwan, 1997).

Despite the constant efforts that have been done to improve the situation since 1992, its
clear that the physical conditions the students have to struggle with, are still far from
constituting an environment conductive to the best possible development of their
capacities (Fasheh and Adwan, 1997). It is rather an environment that endangers
frustration and tension for both students and teachers. Indeed the quality of education has
been deteriorating regularly over recent years, whereas traditionally the Palestinian

People were regarded as the best educated in the Arab world (Fasheh and Adwan, 1997).

The study only looks at students in female government schools, and not female schools
compared with mixed schools or other high schools (private, charitable or mixed schools)
available in the West-Bank for several reasons: (1) the study design (Solomon 4-group)
requires considerable time, human and material resources. (2) The number of government
female schools in the West Bank is almost 120 schools compared to 34 mixed schools, -
mostly private schools (PCBS, 1997), and (3) Governmental (Public) schools are
underprivileged when compared to private schools (Fasheh and Adwan, 1997) where
health education is needed more. For example, Rutter (1981) reported that some English
public sector schools instead of being a place in which the students are structured, on the

contrary these schools contribute to accounting failure, ill-being and behavioural

problems.

Based on the given facts and for reasons of cost, feasibility and time constraints it is
impossible to draw the study sample from all female high schools in the West Bank. The

study sample was drawn from female government schools (public schools) in a smaller
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geographical area, which is Ramallah/Al-Bireh district. There are 17 government female
high schools in Ramallah District (PCBS, 1996) from which four schools were selected
randomly. In conclusion, female government schools are more representative of the
general Palestinian female adolescent population. (Please refer to Appendix F for the
names of high schools and the Map of all schools in Ramallah District). It is noteworthy

that the map presented was designed by the MOE officials upon the request of the

investigator.

Ramallah/Al-Bireh District is geographically located in the centre of Palestine, 16 Km.
north of Jerusalem. It is recognized by its strategic location and by the different services
it offers, such as schools: non-governmental and governmental, higher education
institution, and for the industry and trade which attracts many educated professionals
from all across the West Bank to live there (Younis & Al-Ansari, 1991). The total
population of Ramallah district is 7.3% of the total number of the Palestinian population
(PCBS, 1997). Ramallah is surrounded by 100 villages with easy access and is very
much intertwined with another city, Al-Bireh. A large number of village students (60%)
are enrolled in government schools and 12.5% are enrolled in non-governmental schools
in Ramallah/Al-Bireh (Younis & Al-Ansari, 1991). Thus the schools under study

constitute a large number of girls from villages as well as girls from the town and the

cities.

The sample design is cluster sampling, the variables taken into consideration were the
type of the school (female governmental), and the location of the school (City, town and
village), and the size of subjects within the school, which allows a probability sampling

for a population that is not easily listed in a sampling frame (Talbot, 1995).

Random assignment of students in schools themselves is not possible because of: (1) the
large number of students per class 30- 35 (PCBS, 1997), and (2) for the control of
research as to avoid contamination between the experimental and control groups that may

distort the results (Salkind, 1997). Therefore, the unit of sampling was the school.

Random assignment entails allocating sampling units (female schools) to treatment and

control conditions by any known random method (Talbot, 1995). The random sampling
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method used for this study is the “fish-bow]” method (Talbot, 1995). The names of the
seventeen schools were written on separate slips of paper; all of the slips of paper were
deposited in a bowel and stirred. The ﬁrst. four slips drawn by the investigator from the
bowel and the names on those slips designated the schools to be studied. Those schools

have almost an equal number of subjects that were assigned to experimental and control

conditions.

The Solomon four-group design requires a large number of subjects who are available at
the same time. Each randomized school in the study has on average the same number of
students at the three different educational levels: primary 1-6 grades, preparatory 6-10
grades and secondary 11-12 grades (PCBS, 1997). This report also indicates an average
number of students per class to range from 30-35 students for 9th -11th grades in female
government schools for the age group 14-17 years required for the study. This means

there is an average of 120 to 140 students (subjects) per school.

The researcher has limited the study sample to female public schools to be able to have
similar extraneous variables in order to minimize the external differences such as the
socioeconomic status, cultural background, family status and geographic location. The
researcher intends to increase the level of internal validity by having similar age groups,

same seX, similar socio-economic background, and similar educational setting.

The research design of the study required three stages: first stage; the data collected (the
pre-test or the baseline data) from 4 classes in two schools. The classes were 9, 10, and
11th.grades. The eleventh grade has two sections, each section is completely independent
of the other, and in other words it was another class. For the second stage; the
intervention stage was implemented in two schools and for the 10th graders only. It was
based on the results of the baseline data and according to the adolescents’ health needs
and concerns as an outcome of the first data analyses, a health education package was

developed by the investigator and the term intervention means the health education

activities carried by the health educator.
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The intervention was introduced by a nurse lecturer and researcher specialized in
reproductive health and gender issues at Al-Quds University, School of Public Health.
The intervention was done under the supervision of the researcher of the study to ensure
consistency and to check for quality of intervention and to control for any bias. The third
stage; the post intervention data collected from all 10th graders in the four schools under
study. A comparison of all groups under the different conditions, in which each group
was assigned for, at either experimental or control group for the pre-test or the

intervention and for those who got neither intervention nor pre-test.

3.4 Instrumentation and questionnaire development

Different measures are used in different studies for adolescents in order to measure their
health concerns, problems, needs and development. The following studies have been
reviewed for their relevance to assist the investigator in the development of the study
instrument and in measuring the concepts under study. For example, Walker et al (1987)
described the development and initial psychometric evaluation of an instrument to
measure Health-Promoting-Lifestyle is based on responses from 952 adults in Mid-
Western Communities. The Health-Promoting-Life Style Profile was evaluated using
item analysis, factor analysis, and reliability measures. Factor analysis isolated six
dimensions: self-actualization, health responsibility, exercise, nutrition, inter-personal
support, and stress management. These six factors counted for 47.1% of the variance in
the 48-item measure. Second order factor analysis yielded a single factor, interpreted as
Health-Promoting-Lifestyle. The alpha reliability coefficient for the total scale is .922;
alpha coefficients for the subscales range from .702 to .905. Further evaluation of the
measure with different populations appears warranted. Walker et. al. (1987) added, “this
instrument will enable researchers to investigate patterns and determinants of health-

promoting life-style, as well as the effects of interventions to alter life-style

Davis and Ware (1981) developed the General Health Rating Scale Index (GHRI) to
create a reliable and valid measure of perception of general health. Factor analysis was
used to determine the multidimensionality of GHRI. Accordingly, concurrent validity

was obtained by appreciable correlation found between the GHRI and various measures
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of physical and mental health. A coefficient alpha reliability of .89 was obtained for
GHRI in a sample of 4717 respondents aged 14 to 67 (Davis and Ware 1981). In
Yarcheski and Mahon (1992), the coefficient alphas were .89 for the local sample, and
.88, .90, .88 for early, middle and late adolescents respectively. This measurement tool

was considered for many studies because of its reliability.

Hester (1984) used the Child Health Self-Concept Scale (CHSCS) for school aged
children, 6-13 years old, to measure the collection of perceptions a child has concerning
health and health related behaviours. Four beliefs were central to CHSCS: The first
belief was that individuals develop health self-concepts during childhood. The second
belief was that an individual’s health self-concept unconsciously influences an
individuals use or lack of use of positive health behaviours. The third belief was that
knowledge of an individual’s self-concept is of value to health professionals in the
planning and evaluation of interventions that are directed toward altering or sustaining an
individual's health behaviours and perceptions, for example, psychosocial counselling
and health education. Finally, the healthy self-concept was believed to be measurable.
The estimation of reliability and validity was accomplished through a sample of 940
children. Critical analysis of findings led to the conclusion that the CHSCS had moderate
stability and high internal consistency, reliability, evidence of content validity, but no
evidence of construct validity. Hester (1984) recommended additional research is needed

to evaluate its potential usefulness for nursing research and practice.

Mahon and Yarcheski (1992) examined loneliness in adolescents aged 12-14 years. They
used the situational and characterlogical theories, while measuring loneliness with the
revised UCLA loneliness scale. This scale is 20 item Likert scale that measures the
subjective experience of loneliness. Extensive data on concurrent and discriminative
validity of the instrument has been reported. The study clearly points out the need for
continuing replication. In 1992 the same researchers revised the UCLA loneliness scale,

participants completed instruments linked to either the situational or characterological

explanation of loneliness.
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The 25-item Likert Persoﬁal Resource Questionnaire scale was used to assess the relation
of perceived social support and the perceived health status. Acceptable alpha reliability
coefficients have been reported. The coefficient alphas for early, middle, and late
adolescents were .89, .91, and .89 respectively. Then found that higher scores of

perceived health status indicate higher levels of perceived social support.

The findings from Yarcheski & Mahon, (1992) studies have suggested that early
adolescence may be the peak life period for experiencing change. Kelder et. al. (1995)
indicated that girls report a higher frequency and intensity of physiological problems than
boys. Muscari (1997) added that middle adolescence is a crucial period for the shaping of

health practices, which begins with identification of health belief, attitudes and practices.

The fact that there is scarce data about Palestinian adolescents—except for data related to
the impact of political violence (Mansour & Awartani, 1999), and for the Palestinian
studies given in this study which was knowledge, attitude and practices surveys. It could
be a privilege for the investigator to design an in depth questionnaire about the beliefs
and attitudes of female Palestinian adolescents to be culturally appropriate and to get as
much information as possible about them. To use a questionnaire in order to get to know
the adolescents, to administer it in schools, and to focus on adolescents females is a

deliberate choice for the easiness of administering and evaluating the data given

(Mansour & Awartani,,1999).

3.4.1 The Instrument Construction

The instrument designed for the study was self-administered questionnaire introduced to
female adolescents aged 14-17 years in 4 schools. Although the questionnaire may seem
simple to use and analyze, their design is by no means simple (Yarcheski & Mahon,
1992), particularly when the issues under investigation are culturally sensitive (Razmus
& Edgill, 1993). The adolescents' self-administered questionnaire was used to help them

to respond to sensitive questions and to allow confidentiality.

The instrument developed contained socio-demographic variables, beliefs and attitudes

toward the adolescents’ physical and psychosocial development, reflected in rating scales
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and some narrative questions. The physical, psychological and social developmental
approaches and the concepts of S-O-R Model, the theoretical frameworks of the study
were the reference terms used in the questionnaire. The questionnaire developed in a way
that Palestinian adolescents provide their realistic insights, with emphasis on their
perspective of health concerns, needs, beliefs and attitudes considering the cultural

demands in designing the items.

The Palestinian culture as part of the Arab culture, view women as minors and vulnerable
to do wrong actions (Mansour & Awartani, 1999) thus, exposing the girls to questions
related to sexual and reproductive health issues for example, may jeopardize their purity
and decency. For example, the Director of General Education at the MOH emphasized
that questions about sex, alcohol, drugs and AIDS issues were troublesome items because
it was felt that it might increase the students’ awareness and interest in such issues that

are believed not to be a problem in the Palestinian school system (personal

communication, 1999).

Prior to the development of the instrument, the investigator has revised international

lifestyle assessment and wellness inventories and the available local Palestinian tools

used for measuring the health perception of children and adolescents.

Some of the international lifestyle assessment and wellness inventories were used as a
reference guide for the development of this study instrument, while others gave insight to
the broader aspect of adolescents’ health beliefs, attitudes, and behaviours. Health experts
describe lifestyle as one of the most important factors affecting health. According to
Walker et al (1987), the lifestyle assessment and wellness tools tend to be focused more
on health promotion than are health risk appraisals, which deal primarily with health-

protecting behaviours, it also assist clients to identify ways to promote health and

personal well-being.

One of these international tools revised was the WHO questionnaire (Health Behaviours
of School Children, HBSC) for Palestine. This tool was rejected by the MOE officials as

the Director of General Education, believed that many items are adopted from cultures
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that are not appropriate to the Palestinian culture and that, it does not meet the needs of

the Palestinian school children and their culture (personal communication, 1999).

Another two international tools were used to assess school children in England. First, the
Health Survey for England: on behalf of the Department of Health; Social and
Community Planning Research (SCPR, 1995). This survey has used a “Booklet for 13-15
Years Old”. This booklet contained different categories and different rating scales to
identify adolescents’ health needs. Under the general health rating scale of this survey,
the items were arranged in a Likert scale of 4-point response format, this format was
organized as; “more so than usual, same as usual, less than usual, much less than usual’.
This English tool was the reference guide for the investigator of this study to adopt this
rating system for the questionnaire developed. Also it was helpful to adopt many items

that reflected the adolescents’ psychological and social health needs and concerns.

The second one was the West Midland Young Peoples’ Lifestyle Survey that aimed at
assessing young people views on health and lifestyle on more than 30.000 young people
in the West Midlands in England in order to plan better health services for them. This
survey was also another resource for the investigator to adopt and modify some of its

items for the development of this study instrument.

The last international tool utilized as a resource for the investigator to develop the study
questionnaire was the Health Promotion Lifestyle Profile: Development and
Psychometric Characteristics developed by Walker, et al (1987). This tool was also a
reference in adopting and modifying some of its items to be included in this study
instrument since the concepts of these items were related to the study concepts.

Altogether these tools have helped the investigator to develop the questionnaire required

to answer the study purpose, objectives and research questions

For some of the Palestinian surveys and studies that assessed the adolescents’ health
needs and concerns presented earlier in the study: The questionnaire that was developed
by Alami (1994), in a Comparative Study for male/female adolescents problems in East-

Jerusalem and the tool developed by the Centre for Development in Primary Health Care
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(1999), for their youth study has been revised. As both tools contained many items that
were culturally appropriate and meet the aims and objectives of this study. The last one
was the Kan’an & Halabi (1995) interview questionnaires for health assessment of young
women added a clearer idea and identified some related issues that helped in the

formulation of this study questionnaire.

Prior to describing of how the validity of the instrument obtained, we need to define
validity. Validity is defined by (Talbot, 1995,) "as the truthfulness of the measure in
assessing the phenomena of interest in a given sample or population" (p 280), or in other
terms, validity refers to the extent to which a score measures what is intended to measure.
The methods chosen to assess validity should be based on the researcher's knowledge of
the variable of interest and related design issues. According to Talbot (1995) the steps
that are important in the instrument design are also essential to achieve content validity; a
correctly designed instrument is one that considers the total domain of interest. The first
step is to list the objectives that guided the instrument development, the definitions of
concepts of the study and, the list of items developed, this package of information is then
given to a panel of experts. The experts are chosen based on their practical or academic

knowledge, or both, of the domain of interest (Talbot, 1995).

The questionnaire developed by the investigator was guided by the study purpose,
objectives, and research questions, and based on the concepts of the theoretical
frameworks. Content validity was established by giving the questionnaire to two local
experts; one in research, and the other in mental health who have examined the
instrument, and according to their comments, the investigator of the study made the
changes required where rewording, adding or deleting some items was needed. The tool
was developed in Arabic language first, the items adopted or modified from the
international tools were written in English, and these items were translated into Arabic
language to complete the questionnaire. Then when the questionnaire was completed in
Arabic, translation into English language was made for the items that needed translation.

The English version was revised and modified by the advisor and then corrected

according to his comments received.
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Then the Arabic version was corrected according to the English version again, and was
revised by an Arabic language professor at Al-Quds University for its language, and
style, which helped in making it clearer, and more easily read by the subjects under study.
(Please refer to Appendix B for the English version and Appendix K for the Arabic

version of the questionnaire)

The self-administered questionnaire “The Beliefs and Attitudes of Female Palestinian
Adolescents toward their Physical and Psychosocial Health Needs and Concerns”
contained quantitative data in a 92 item checklist, and qualitative data type consisted of
two open ended questions. The approach of using multiple methods or triangulation
described by Brink and Wood (1998), is that “it helps to counteract systemic biases that
may be present in some measures, in which these biases can lead to false conclusions of
effectiveness on the part of the researcher” (p 47). The questionnaire items were arranged

under the following 5 categories:

I. Demographic data.
II. Items reflected the female adolescents’ beliefs and attitudes toward their physical

growth and physical health.
III. Items reflected the female adolescents’ health beliefs and attitudes toward their

psychological and emotional development.

IV. a- Items reflected the female adolescents’ health beliefs and attitudes toward their

social development.

b- Items reflected the female adolescents’ perception of the Palestinian societal norms

and attitudes toward young girls
V. Two open ended questions (qualitative data type) allowed the subjects to write their

perception about being adolescent, and to write about the problems they encounter’

within their family, school, and society systems.

Category 1, the demographic data included age, class, social status (single/engaged),

place of residence, family status, fathers’ and mothers’ jobs, and family size.

Category 11, Beliefs and attitudes toward physical growth, the items are arranged in a 3-

point response format to obtain a frequency measure on yes, no, need more information,
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with a subclass for some items. For example, the items related to physical health and

physical changes, are arranged as agree, disagree and not sure.

For categories 111 and 1VA, the beliefs and attitudes questions concerning psychological
and social development, the items were arr;mged in a 4-point response format to obtain
an ordinal measure of frequency (more so than usual, same as usual, less so than usual,
much less than usual) of reported beliefs and attitudes. The term “Same as usual” was
chosen to represent the most frequent response category because it suggests a regular
pattern of beliefs and attitudes characteristic of their lifestyle (Walker, et al 1987). The
items under category 1VB, the female adolescents’ perception of the societal norms and

attitudes toward young girls were arranged on 3-point response format on agree, disagree,

and not sure.

Category V questionnaire is a qualitative type data which consisted of two subjective
questions and allowed the girls to express their concerns and needs in an open and free

choice, the two questions were as follows:

e V.A. “Being a Palestinian female adolescent, would you like to write about
your feeling and perception toward this stage™?

e V.B. The question contains three sub titles "Would you write about the
problems and concerns that you encounter when you deal with: Family,

School, and Society”?

3.5 Gaining Access and Ethical Consideration

In order to gain access to the 4 governmental female schools, the General Director of
Education at the Ministry of Education (MOE) was formally approached. A formal letter
was written by the investigator and approved by the Dean of the Faculty of Health
Professions, describing the purpose of the study and asking for permission to conduct the
study at the schools. The MOE official agreed to meet with the investigator for further
explanation, but prior to that a copy from the questionnaire was sent for revision as part
of the MOE policy. The MOE official gave the preliminary approval after revision and

modification of few words in some items in the Arabic version of the questionnaire. It
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was also decided that the study could be carried out from the age of 12 years and above

because it was believed that under this age, the female students are too young to be

questioned.

In January 1999, another interview was conducted between the investigator and the MOE
officials for gaining access into the schools for pilot testing as a first step of gathering
data. The names of the four schools that were randomly selected for the study, and two
types of consent forms were submitted. One of the consent forms was for the student
participants aged 16 years and above, the other form was for parents of the younger
students, 16 years and less (Please refer to appendix C for the consent forms). For the
younger group the MOE official has agreed to consent as a guardian, for two purposes as
he described; first it is the Ministry responsibility to take care of the students and to be
fully aware for any event or extraordinary activities that rises in the school including data
collection procedures, and for the purpose of easing the process of the data collection
phases. Paxman and Zakerman (1987) described the legalities of consent as “For the age
of fourteen, as a minor the consent of parent or guardian is required and for the ages of 14
and 16 either the participant, the parent or guardian may consent” (p11). For the present
study the school officials have consented for the data collection through their letter of
agreement, although the consent form was attached to each questionnaire given to each

student. In April/May for the year 1999 the initial data collection was obtained

For the purpose of maintaining ethical and legal standards, the investigator was

concerned with:

1. The right of participants to give informed consents to participate in the study, the
cover letter includes information about the nature of the study, why it is to be
conducted and a statement assuring voluntary participation for the 2 types of
informed consents.

2. The right of participants for anonymity, confidentiality, and to be treated with respect
and dignity (Talbot, 1995). Students (participants) and MOE officials were assured

that anonymity and confidentiality will be maintained at all stages of data collection.
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3. The students are basically protected when the MOE officials grant permission.

(Please refer to Appendix E for the letters of agreement).

The Research Committee at Al-Quds University, which has responsibility for giving
ethical approval for research, was approached through drafts of the proposal and the
questionnaire with the two consent forms. The committee gave the approval officially

(Please refer to appendix D for the Ethical Approval from Al-Quds University).

In January 2000, for implementation of the proposed educational programme sessions and
for gathering the second data collection (post-test), another lengthy process of writing
letters explaining the next steps of the study to MOE officials. A letter included the ﬁame
and qualification of the health educator who will be conducting the sessions and included
a brief outline of the educational sessions to be conducted. Another leﬁer included the
names of the four randomized schools under study. After that, another interview was
made between the study investigator and the MOE official that granted the permission to
implement the health education programme in the two experimental schools, and to

conduct the post-test in the four randomized schools under study.

The access to the classes for intervention was not an easy task; first the MOE officials
sent letters to the directors of the schools informing them about the study and the
investigator. The second step was the arrangement made between the investigator and the
directors to allocate the proper time for conducting the educational sessions. The third
step was to inform the teachers as well as the students about the data collection before the
actual day of collection. This process needed more than two months to get it done.

(Please refer to appendix E for the investigator letters and MOE letters of agreement).

Please note the details for gathering the data from students in classes at the two phases of
the data collection taking into consideration the ethical principles in conducting this study

and the girls’ responses toward their participation in the next two sections (under the data

collection procedures).
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3.6 Data collection procedures

Prior to the collection of the data, a pilot testing was conducted on 46 female students
aged 14-17 years in which it allowed the researcher to evaluate item clarity and response
variance and to estimate the questionnaire reliability. Students’ comments revealed a lack
of clarity in wording of few items which were modified accordingly. Pilot testing helps
predict the expected findings of the study and provides data to indicate that the proposed
study will produce the expected results (Talbot, 1995). The study design and study
objectives required two data collection and two data analysis: the pre-intervention data
and the post-intervention data. It is worth mentioning that the field study was conducted

prior to the eruption of the current Intifada initiated September 2000.

3.6.1 The pre-intervention data collection

The first data (pre-intervention test) was conducted in May 1999, it was collected from
260 students aged 14-17 years in their 9-11 grades (before the school closure for the
summer holiday) in two randomized governmental schools (Betunia and BirZeit). The
first pre-tested school was in Betunia. Betunia is a small town located 4 miles away west
of Ramallah, it is very close to Ramallah and its residents consider themselves living in a
city rather a small town. The second pre-tested school in BirZeit; also a small town
located 7 miles away north of Ramallah city. The two towns are considered a central area

for many villages surrounding them, and thus the two schools have a large number of

students coming from these villages.

When the directors of the two schools were approached by the investigator on the day of
the data collection which already they knew about, they were very helpful and called for
the teachers of the four classes who were available at that hour. The investigator first
justified her permission by the MOE letter of agreement, and then explained to them the

aim and importance of the study, the process of the data collection and the further follow

up needed for the study.

In the classes, the questionnaires were distributed to the students by each teacher
available in her class with the presence of the investigator. For each school there were 30-

35 students in each class, for the four classes. The four classes were: 9th, 10th, and the
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11th grade sections A & B. The twelfth grade (the graduating class) was excluded

because they will not be available for the following phases of the study, so the chance of

losing subjects is minimized.

In each class, the investigator described the purpose of the study and the importance of
the students’ input in filling out the questionnaire, also it was pointed to all students to
have a free choice if they are willing to participate or not in the study. For the 9th and
10th graders, it was described to them that the MOE officials have agreed to the study to
be conducted and to be responsible for any misinterpretation by them or by their families.
For the 11th grades, also it was pointed to them about the MOE agreement and to the
consent form attached at the front page of the questionnaire, they were asked to read it
and to sign it if they are willing to participate. All the students in all classes have agreed
to participate and signed the consent form. The questionnaire was anonymous, it was
labelled with numbers and each student was informed about her number so they can use it
at the post-test. The students were also promised for anonymity and confidentiality. The

questionnaire was administered collectively in each class and the time used for filling the

questionnaire was 20-30 minutes.

The students were responsive, cooperative and happy, as some of them found it an
opportunity to express very personal feelings and report difficulties in their environment.
(For example, one girl wrote in the subjective part of the questionnaire that her father
once almost killed her although she had done nothing wrong; another one stated that she
would like to get married soon to get rid of her family). Since the questionnaires were

anonymous there was no possibility of follow up for such particular concerns.

The girls systematically expressed their interest in the questionnaire and their emotional
quest was obvious to the investigator as they used it as a base for discussion, and as stated
in the purpose and objectives of the study, with the hope that it could lead to develop

appropriate health education programmes answering the adolescents’ health needs and

concerms.
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The first set of data analysis was done in June/July of the year 1999, then interpretations
and reporting of the results needed 3-4 months. Based on those results, a health education
package was developed and needed two months to be done. The health education
intervention programme was introduced mid February through mid March 2000. A week
later, and at the beginning of April 2000 the second data collection (post-test) was

obtained

3.6.2 The post-intervention data collection

The post-intervention data (post-test) was conducted in April 2000. The same process and
protocol was followed with the MOH to allow permission for collecting the data, the case

for the first data collected and as described earlier.

The questionnaire was collected from 132 students in the 4 randomized schools under
study. The instrument contained items on socio-demographic variables and 46 items
reflected the female adolescents’ psychological and social health beliefs and attitudes, or
the dependent variables. The physical items that were introduced at pre-test were deleted
at post test because the analysis of the pre-intervention data (pre-test) indicated that
Palestinian girls concerns and needs were related to psychosocial issues and not physical

ones. Also the health education intervention programme implemented was related to

empower them from psychological and social perspectives.

With the agreement of the supervisor, and for the purpose of convenience in terms of
time, cost and effectiveness for the health education intervention programme, the
educational sessions were employed to 10th graders only and not the four grades in the
two experimental schools Betunia and Al-Bireh. The other 10th graders in the other two
schools BirZeit and Silwad were the control schools for the intervention. Thus, the post-
intervention data (post-test) were obtained from 10th graders of the four schools which

were assigned to different conditions required by the Solomon-four group design adopted

for this study.
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3.7 Data analysis procedures
Two data analysis were required too; for the first data (the pre-intervention data)
interpretation and discussion of the results are presented in the next chapter. The analysis

have utilized the SPSS computer analysis for the two sets of the data

3.7.1 The pre-intervention (pre-test) data analysis
The pre-intervention data analysis were conducted on 246 questionnaire, 16 of them were

discarded because they were not completed by the respondents. The data was of two

types quantitative and qualitative:

The quantitative data analysis

The quantitative data included 92 items organized under three categories (physical,
psychological and social health beliefs and attitudes). The items were ranked in a Likert
scale under either three or four measures. Ranking of items is a way of analyzing an issue
in order to distinguish the relative importance of different aspects of the issue
investigated (Brink and Wood, 1998). Analysis of the items to measure adolescents’

health beliefs and attitudes was based on the following scale:

1. For items with high frequencies

2. For items with low frequencies

3. Foritems in category 11, "beliefs and attitudes toward Physical health” as some items
were arranged in a 3-point response format to obtain a frequency measure on: yes, no,

need more information, other items were arranged under agree, disagree and not sure
responses for the same purpose.

4. Categories 111 and 1V.A "beliefs and attitudes questions concerning the adolescents’
psychosocial health needs and concerns”, the items were ranked in a 4-point response
format to obtain an ordinal measure of frequency (more so than usual, same as usual,
less than usual, much less than usual) of reported beliefs and attitudes. The responses
of "less than usual" and "much less than usual” items, were combined together as both
items indicate same beliefs and attitude. Category 1V.B, the female adolescent
perception of the societal norms and attitudes toward young adolescents, items were

arranged in a 3-point response format to obtain a frequency measure under agree,

disagree, and not sure responses.
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The quantitative data were computer analyzed by the SPSS system. For categories
111 and 1V.A, which entails 38 items, the items were arranged in a Likert scale at 4
response format, and their value label were coded as follows: 4 for more than usual, 3
for same as usual, 2 for less than usual, and 1 for much less than usual, and 9 for
missing response. The value label given was a minimum of 1 and maximum of 4 for
all items. It is noteworthy that there were a few negatively stated items in which the
values given were reversed and coded as: 1 for more than usual, 2 for same as usual,
3 for less than usual, and 4 for much less than usual. A descriptive analysis was

obtained on each item; for frequency, valid percent, mean, and standard deviation.

For category 1V.B which entails 8 items, the items were arranged in a 3-point
response format, the value label given were coded as: 2 for agree, 3 for disagree and 1
for not sure. According to Talbot (1995) when observations consist of numbers that

indicate differences in an amount or count, the data are quantitative data.

Reliability was obtained on 135 questionnaires. The reliability coefficient alpha was
stronger in the items related to the beliefs and attitudes about psychological/emotional
and social development concerns and needs. The reliability coefficient alpha was = .7180
for the items under category III (Beliefs and attitudes related to psychological/emotional
development) and .6354 for items under category IV.A (Beliefs and attitudes related to
social development) and .6802 for 1V.B (statements about the societal norms and

attitudes toward young Palestinian adolescents).

Reliability pertains to the consistency of the score or the extent to which scores are free
of random error (Pereira-Maxwell, 1998, P.84), in other words, reliability is the
proportion of true variance to total variance in an instrument. According to Talbot (1995),
when considering how to assess reliability., three attributes are important: stability,
equivalence, and consistency. Each attribute is an important aspect of reliability, but not
every attribute is relevant to all types of measures (Talbot, 1995). The consistency

attribute was relevant for measuring the reliability of the present study instrument.
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Consistency indicates that the instrument is consistent within itself; that is, most of the
items show a consistency of scoring. The most common assessment method for
homogeneity is Cronbach's coefficient alpha, which is referred to as alpha (Talbot, 1995).
Alpha assesses the internal consistency of the instrument by correlating each item with all
other possible combinations of other items (Nunnally, 1987). Talbot (1995) added that
alpha provides a good indication of internal consistency as long as the items on the scale

are all related to one concept.

By the virtue of the categories designed for the study instrument, the items were arranged
as subscales under each category and the alphas for subscales were determined. In
general, the more items included in a scale, the higher the alpha is (Talbot, 1995).
Because the alpha compares all possible combinations of items, only one administration
of one instrument to one sample is required (Nunnally, 1987). Once the scores are
obtained, the alpha was quickly performed by using the SPSS. Reliability for each item
scale was tested using the scale mean, the scale variance, and the corrected item-total
correlation. The alpha for each item and then for all subscales were obtained. The

computer printout provided the investigator with substantial information including the

alpha for the total instrument.

Table 3.4 is one example of a computer printout reliability analysis using Cronbach's
coefficient alpha for a subscale (the cognitive dimension) of the psychological health

beliefs and attitudes data.

Reliability coefficients are estimates of the proportions of the total variance that it is true
score variance as opposed to error variance. Although some researchers have suggested

that reliabilities above .50 are acceptable for group comparisons (Pereira-Maxwell, 1998,

P.84).

The goal for the study instrument was to achieve reliability coefficients alpha around .70.
This alpha represent a respectable alpha for a newly developed scale, but would be

problematic if the scale was well established (Talbot, 1995).
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Table 3.4 Item-total statistics of the cognitive items sub dimension

| Scale mean if | ~Scale variance . Corrected item - |+ Alpha if item

{ " itemdeleted | ifitem deleted total correlation’ | " deleted . *
I8 22.9699 28.6051 3572 .6964
1908 22.9549 26.6343 5186 6722
I 10 23.0902 27.5221 .4982 6775
I 11 23.2857 26.1905 5761 6627
I 12 23.4211 26.9729 5396 .6705
HI13 23.1805 26.9520 5093 .6744
I11 14 23.0301 29.3476 3159 7052
I 15 23.7218 31.3387 1536 7271
IT 16 24.2256 31.7063 1690 7221
I 17 23.7970 29.4206 2693 7136
11 18 24.0677 33.4878 -.0040 7384

Number of cases =133

Reliability coefficient = .7180

The qualitative data analysis

Qualitative analysis was utilized to collect and analyze non-numerical data as presented
by the open-ended questions that have allowed the respondents to report their perceptions

and feelings, toward themselves, their families, school and society.

Category V of the questionnaire is a qualitative data type which consisted of two
subjective questions and allowed the girls to express their concerns and needs in an open

and free choice, the two questions were as follows:

Number of items = 11

e V.A.“Being a Palestinian female adolescent, would you like to write about your

feeling and perception at this stage”?

e V.B. The question contains three sub titles "Would you like to write about the

problems and concerns that you encounter when you deal with: Family, School, and

Society

According to Talbot (1995), qualitative data analysis generates themes and recurring

commonalties and/or patterns, and validation of these themes by sharing the quantitative
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data utilized for the same purpose. For content validity of the present analysis, the
investigator has established a thorough review of literature related to qualitative analysis,

and consulted a researcher and professor in public health prior to the process of the

analysis.

To develop the themes of the qualitative data, the investigator began the analysis by
reading the entire description written by the respondents, the data collected were
assembled and carefully read through and thoroughly, until the investigator became
intimately familiar with the statements written. The investigator focus was on noting

regularities in the data or the themes identified reflecting each participant's view and

perspectives as been written.

According to Talbot (1995) inductive analysis requires breaking the data into smaller
pieces or parts to generate schemes or concepts developed directly from the data. The
open-ended questions for the present study were already designed into categories; this
has facilitated formation of the themes by clustering and coding the statements written
by the respondents under each category. Then these themes were sorted out in a list

form for their frequencies, as the list was arranged from the more frequent to the less

frequent statements.

To ensure reliability of the data obtained and the themes developed by the investigator,
these data were given to the same health professional and to a researcher and women's
health specialist for content analysis synthesized, in which they provided their input prior

to its final frame.

The various themes were integrated and connected together in order to provide an overall
structure to the entire body of the qualitative data under this category. Talbot, (1995)
elaborated, when observations consist of words or labels or numerical codes indicate

differences in kind, then the data are qualitative (Talbot, 1995).

The results obtained from the four classes in the two pre-tested schools (pre-intervention

data) have identified the Palestinian female adolescents’ health beliefs and attitudes
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toward their physical, psychological and social needs and concerns. Also it allowed the
health educator to develop a health education intervention programme based on those

needs to assist them in developing a healthy lifestyle.

3.7.2 The post intervention (post test) data analysis

The only practical way to sample subjects when the intervention is designed for classes
and meant to be implemented in the classroom is to use classes as sampling units (Talbot,
1995). To account for a possible violation of the assumption of independence in the
statistical analyses, the formally correct way to analyze such data is to use classes as the
units of analysis (Talbot, 1995 and Kvalem, et al. 1996). The study sample of 10th graders
in the 4 schools was classified into groups and each group was assigned to different
condition. The study has utilized the individual data as the unit of analysis, which then

was obtained at group level to compare the score means for differences between the pre-

test and post-test data on the same items.

Descriptive statistics were utilized to analyze the socio-demographic variables at pre-test
and post test in frequencies and percentages. A comparison between the two pre-tested
groups was made first to compare for similarity or difference prior to introduction of the
intervention. Also a comparison between the other two un-pre-tested groups at post-test is
presented too. In general the findings indicated that the four groups possess similar socio-

demographic characteristics and thus, met the criteria for their equality.

The adolescents’ psychosocial beliefs and attitudes or the dependent variables entailed 46
items; 38 of them were arranged in a Likert scale at 4 response format, and the value label
given were coded from 4 to 1. For example, a value of 4 for more than usual, 3 for same as
usual, 2 for less than usual, and 1 for much less than usual. The other 8 items related to the
participants’ stance on the Palestinian societal norms and values toward young girls, in
other words, their perception of the society toward young girls. These items were

arranged in a 3-point response format, the value label given were coded as: 3 for disagree,

2 for not sure and 1 for agree.
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The T test for independent groups is a statistical technique used to assess the difference
between the means of two groups. The T-test for independent groups was utilized to
compare differences between two group means, at pre-test to assess for equality of the
groups at the onset of the experiment. Also to compare for differences between each two
groups on the post test for effects of pre-test, the health educator intervention, and for the

pre-test intervention-interaction for all assigned groups.

The study research design (the Solomn-4 group design) has employed different conditions
for the groups participating in the study. These groups were denoted as follows: (1) P+ I
group is the experimental group that received pre-test, intervention (health educator
instruction) and post-test, (2) I group is the experimental group that received intervention
and post-test but did not receive the pre-test questionnaire, (3) P group is the control group
that received the pre-test and the post-test but not the intervention, and (4) C group is the

control group that received neither intervention nor pre-test, but only the post-test.

To evaluate for effectiveness of the intervention and to answer the research question in an
experimental research design, three distinct assumptions were concluded from Brink and
Wood (1998) to measure the effectiveness of the programme implemented; (1) the use of
methods and tools of research that can be applied in an action setting “action research”, (2)
when the research question ask about effectiveness as the case of this study, and (3) when
the research study incorporate some of the control techniques of an experimental design
while using both quantitative and qualitative data methods. This study have met this
criteria and thus allowed to explain the analysis of the data as a result of the research
design, also the developmental approaches in the study of adolescence with the concepts
of the SOR model have allowed to rank those concepts and to assign them into 8
psychosocial dimensions. These dimension included beliefs and attitudes that reflected the
participants’ health and well-being components. Comparison of these dimensions at the
pre-intervention for equality and at post intervention for effects of pre-test, health

education programme implemented, and for interaction of both pre-test and intervention

gave a clear distinction to the effects of each.
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3.7.3. Sample and Response at post test
A total of 132 students (10th graders) of four schools received the questionnaire and thus

participated in the study. The response rate was controlled by having the students fill the
questionnaire in their classes, questionnaires that were not completely filled were omitted

from the analysis and thus the response rate was 96.2%.

Figure 3.1 reveals the number and response rate for each group under the different
assigned conditions. To ensure that differences in the outcome measures between the
different conditions at the post-test were not attributed to different samples, the students
who did not participate in the pre-test were excluded from participation in the post-test .
Although the questionnaire was anonymous, yet it was labelled with numbers and each
participant in the pre-test group was aware of her number. This has facilitated analysis of

outcome measures for significance of score means at the student level first, then at group

level for the pre and post-test groups.

Figure 3.1: The number of participants
and response rate of four groups:

Sample N=132
Participants
N=127 (96.2)
P / \ a
Pretest No pretest
Participants Participants
N=65 N=71
—_— —
Pretest + Pretest (P) Intervention Control (c)
Intervention Participants Participants Participants
(P+I) N=33 N=32 (I) N=43 N=28
Posttest Posttest Posttest Posttest
Response Response Participants Response
N=31(93.9%) N=30 (93.7%) N=42 (96.7%) N=27 (96.4%)

The participant's psycho-social health beliefs and attitudes were measured by a 46 items

instrument that reflected three broad dimensions that were subdivided into: 18 items
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reflect the adolescents’ psychological health beliefs and attitudes as one dimension with
two subdivisions; 11 items for cognitive sub dimension and 7 items for
emotional/affective sub dimension. 20 items reflect the adolescents’ health beliefs and
attitudes toward their social health as one dimension with three subdivisions; 8§ items
related to family, 7 items related to school, and 5 items to society; the last dimension

includes 8 items that reflects the adolescents’ stance on the Palestinian societal norms and

values toward young girls.

3.8 Expected outcomes

This research project have assessed and identified the Palestinian female adolescents’
health concerns and needs based on their perception toward a healthy living through a
self-administered questionnaire. The theoretical frameworks of the study which included
the adolescents’ developmental approaches and the S-O-R Model were the basis for the
development of the questionnaire, and the basis for the intervention strategies, including
the health education programme development. Health education intervention programme
included the direct health instruction to experimental groups, supporting this instruction
with a health education material related were distributed to all girls under study with the
hope of empowering them and helping them to a better healthy life style. The study will
evaluate the effectiveness of the health educator as a change agent toward building a
positive healthy life style in female adolescents and thus, is expected to propose helpful
recommendations for educative strategies, to be followed at schools in order to achieve an
understanding of health in young Palestinians females. . It is also expected to highlight the

role of the nurse as a change agent in the community, as a health educator, beside her

other functions.
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The study time frame

Phase one( 1998):

This study will be conducted as it shown in the chart:

“Proposal writing |

| Literature Review:

| Tool Construction

]

| Piloting . R
May June July Aug. Sept. Oct. Nov. Dec. 1998
Phase two (1999):-
On going literature search
Pilot
Analysis
Defense
First  data
collection
First Data
el Interpretation  and  reporting
results
Jan Feb. March  April  May  Jun. July Aug.  Sept.  Oct Nov Dec...
Phase three (2000-2003)
Ongoing literature search
Meeting the
‘advisor
Intervention
phase 2000
2" * Data
Collection
Computer
analysis
20001/02 data
| Interpretation |
| writing the results
| Final Report
Jan. Feb. March April May June  July2000  Jan- Feb 2003
-Dec/02
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Chapter Four
Pre-intervention data analysis and findings

Introduction

This chapter presents the analysis, interpretation and discussion of the results of the pre-
intervention data. The pre-intervention data were obtained from 4 classes in each school
from the two randomized schools (Betunia & BirZeit). The analysis has focused on
category 111 and 1V of the questionnaire, the psychosocial health needs and concerns as
indicated by the female Palestinian adolescents themselves. The questionnaire items are
ranked in ordinal measure of frequency and presented in tables for the number and
percentages. Some of the items are presented in figures too (please refer to Appendix I
for the analysis of these items). For category V, the open-ended questionnaire, where
written responses by the participants are clustered in themes and presented in the form of

tables from the more frequent to the less frequent themes. Then a conclusion of the pre-

intervention results was highlighted.

4.1 The pre-intervention data analysis

The methodology for this study required two data collections and two data analyses to
meet the purpose and objectives of the study, and to answer the research questions of the
study. For the first data analysis, two hundred and sixty questionnaires were given to
students aged 14-17 years available in 4 classes in two randomized schools (Betunia &

BirZeit), 14 questionnaires were deleted because they were not completed, and therefore

246 questionnaires were analyzed.

The findings of the pre-intervention data have met the first experimental step for the
purpose of the study (to identify health-related concerns of female adolescents aged 14-
17 years towards their health status and healthy life style through the assessment of their
health beliefs and attitudes). The analysis provided an opportunity to look at how young

female adolescents perceive their own health needs and concerns within their socio-

105



cultural context. The adolescents’ health beliefs and attitudes toward physical health
needs and concerns (Category 11) were evaluated by items related to knowledge, beliefs
and attitudes toward physical growth and general health concerns and were rated by a

scale of “agree, disagree, or not sure”.

The statistical analysis of the items was presented by the distribution of responses in
frequencies and percentages which indicated that female adolescents are well aware of
physical changes and have quite reasonable knowledge related to general health. For
example, around 72% know about the danger of smoking, 93% agree that exercising is
good for health. Thus, the physical health data were not considered for the health

education programme intended to be employed to the adolescents in the study.

The few items that needed attention under the physical category were the ones related to
diet, reproductive health, and sex education. For example, the questions related to diet
“what | eat makes a difference to my health” in which 29% agreed with this statement,

33% disagreed and 37% were not sure. Such distribution of responses on a vital issue,

diet, warrants attention.

For the questions about reproductive health issues and sexual development, almost two
thirds of the respondents did not know and were not sure of their knowledge, or of their
feeling about such issue. For the same issue and under the psychosocial items related in
categories 111 and 1V, the participants expressed a lot of concerns and needs. Thus the
need for getting health information and education about such matters was evident more
than anything else related to physical health needs and concemns. This need was also

emphasized by the girls under their subjective responses in the qualitative data too.

Analysis and interpretations of adolescents’ beliefs and attitudes toward psychological
and social health needs and concerns indicated that the girls expressed a lot of concerns
that needed attention and education to affect their beliefs and attitudes and thus to
promote their development. Darden (1973) emphasized when health education targets

individuals, the affective domain (attitudes, values, and feelings) are the major focus of

health education programmes.
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With the agreement of the supervisor, the investigator has limited the health education
intervention programme to be implemented to one class of each experimental school
instead of the 4 classes for the following reasons; @ 8 classes in the two experimental
schools require an enormous time and financial resources to be conducted. @ The health
educational sessions given to the experimental classes were conducted instead of the
school regular classes, in which it needed a lot of arrangements with the directors and
teachers in the two schools. ® The health education programme aimed at empowering
the participants in the experimental groups toward healthy living, and promoting their
healthy life-style, therefore, to have an effective intervention a longer time is required to
conduct the educational sessions. The intention by the investigator was to have a longer

and effective health education programme implemented to the two groups, instead of

short sessions to 8 groups.

4.2 Analysis of category III (female adolescents’ health beliefs and
attitudes toward psychological/emotional development)

This category included 18 items. The 18 items were clustered under two subcategories or
dimensions as they reflect the cognitive and emotional health status of the respondents.
Darden (1973) discussed that internal psychology of an individual focuses primarily on

cognitive and affective disposition (beliefs, attitude, cognition and values)

Table 4.2.1 presents the analysis of the first subcategory or dimension which
encompasses the respondent's cognition by their answers to awareness and capability
statements which were used as indicators of the psychological status of respondents.
These statements held the numbers; 3, 4, 5, 6, 7, 13, 14, 15, 16, 17 and 18 of the

questionnaire as indicated by number and percent in the following table.

In fact, these statements reflect the view of respondents’ self image and confidence level
in terms of their ability to understand self and accept behaviours as evident in their
responses to statement No.5 in which 37.5% of respondents know more than usual of
what they are doing and accepting their behaviour. This hints at their sense of worth quite
reasonably being accepting criticisms and advice as emphasized by their responses in
statement 6 in which 41% gave more than usual. Yet, they are not aware of their stress as

statement No. 7 which indicated 35% for less and much less than usual as clarified in
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graphs 4.2.1 & 4.2.2. This could be related to the impact of society demands on females

as traditionally taken from families and to avoid confrontation with.

Table 4.2.1: Adolescents’ responses to statements reflective of their cognitive
status toward psychological development

Items More so Same as Less than | Much Less
than usual usual Usual than Usual
No. % No. % | No. % | No. %
3. Been able to face up to your 58 | 238 | 114 | 469 | 41 |[168 | 30 | 123
difficulties 7
4. Been capable of making  decisions 60 [244 | 113 | 476 | 42 17 26 11
about things
5. Been understanding yourself and 92 | 376 | 108 | 457 | 28 [ 11.7 | 12 49
accepting your behaviours
6. Been accepting criticism and advice 99 41 9 1395 32 [13.1] 15 | 6.3
7. Been aware of your stress 43 | 175 | 115 | 474 | 58 [ 242 | 26 | 108

13. Been concerned with other’s thinking of | 47 | 194 | 69 | 292 | 54 | 228 | 67 | 285
you more than what you think of yourself
14. Been depending on others to solve your | 33 | 13.7 | 71 [292 | 60 |248 | 77 | 32.1
problem
15.Been aware of your strength and | 83 35 92 (385 34 | 148 | 28 | 11.7
weaknesses
16. Been liking achievements 148 | 61.2 | 63 | 26.7 | 12 49 12 7.2

17. Been liking to be a member in youth | 112 | 459 | 57 | 234 | 32 13 42 | 176
clubs and communities

18. Been capable of doing useful things 111:] 45 171007 | 41.7°] 17 | 7.1 18 | 6.1
Figure 4.2.1 Figure 4.2.2
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This was proved in their scattered responses to statement No. 3 and No. 4 that reflect their
abilities to face up difficulties and their capability of making decisions. One has to think
in terms of gender issues that family protection and the social impact on girls that does

not allow them to make decisions themselves. There is a need to understand further how
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they cope with this in reality and how can they be empowered. A pooling of responses
under the “same as usual” option and some responses under the “more so than usual” one

implies that the mental status of the respondents is quite positive.

With the exclusion of statements number 13 and 14, which are the only two negatively
stated ones, the responses were positive in terms of their self-concern and their ability to
solve their problems. This suggests that adolescents are in need of great assistance in
areas of concern of both statements dealing with the image and dependency concerns. But
then given responses are in total congruence with the Palestinian social value system
where there is a tendency for granting much worth to the view people hold of each other
regardless of its rightfulness. The response manner as shown in the table presents a slight
shift in this area among the new generations. In other words, the adolescents are starting

to question this social value as reflected in their response to statement number 13.

The same matter applies to statement number 14. Being dependent on others is an
upbringing issue that is well rooted in the sociopolitical heritage of Palestinians. The
scattered responses manner clearly presents that dependency level is becoming less for
this generation which describes that each individual Palestinian has to challenge for his
life as clarified in figure 4.2.3. This challenge has been emphasized by adolescents who
gave a great value to “Achievements” with most positive responses given to statements
16 as clarified in figure 4.2.4, and statement 18 as both are achievements-related
statements and girls see themselves as achievers. This calls for adults to promote and give

space for adolescents to meet this need.

Figure 4.2.3 Figure 4.2.4
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Adolescents are aware of, and are eager to be members at youth clubs and communities,
as expressed in statement 17 in which 46% of respondents indicate the highest agreement
to that statement. This seems to confirm the fact that parents put limitation to social
contacts out side the family environment. In spite of that, the high level of awareness of
strengths and weakness, as demonstrated in statement No. 15, is indicative of the

comparative maturity respondents enjoy with reference to their age group and life stage

Table 4.2.2 presents the analysis of the second subcategory which encompasses the
respondent's emotional/affective status by their answers to their feeling, attitudes and
values statements which were used as indicators of the psychological status of
respondents. These statements held the numbers; 1, 2, 8, 9, 10, 11, and 12 of the

questionnaire as indicated by number and percent in the following table.

Table 4.2.2: Adolescents’ responses to statements reflective of their emotional
status toward psychological development

| 'More than | Same :
<1 usual -2 | usual
s e U NeT T Y
1. Been able to enjoy normal day-to-day 32 13
activities
2. Been feeling reasonably happy, all things 51 20 112 | 46.4| 53 21.51 26 | 12.1
around you considered
8. Been loosing confidence in yourself 25 10.5] 74 29.9| 58 2321 89 |363
9. Been thinking of yourself as a worthless | 34 13.6] 54 22 59 243 97 | 40
person
10. Felt you could not overcome your 41 16.2] 76 313 73 30.1{ 55 |223
difficulties
11. Been feeling unhappy and depressed. 56 2221 79 32.8( 49 19.8] 61 | 25.1
12. Been feeling embarrassed for any reason 61 27.5( 86 35.8| 48 19.6 47 | 19.5

Adolescents seem quite ambivalent about their state of happiness. Responding to
statement number one they appear quite happy, yet moving to responses to statement
number 11 with 45% of feeling unhappy and depressed reflects the view of adolescence
at this unstable life stage, the responses of these two statement are clarified in figures
42.5 & 4.2.6. But it could have been also affected by the statement 2 which assess the
respondents’ reasonable happiness and shows scattered responses especially for the more
and less than usual items. However, statement 2 which is in itself stated followed three

other negatively stated ones, about which respondents were moderately in agreement.
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Yet, the scattered responses related to losing confidence in self in item 8, and the
scattered responses to the feeling as worthless persons in item 9 complemented with the
feeling of being embarrassed for any reason as been indicated by 27.5% for more than
usual response in item 12 confirms the unstable psychological/emotional wellbeing,
regularly associated to adolescence in the international literature. Having the scattered
responses in their feeling to overcome their difficulties in item 10, could be associated
with the level of relationship and support they get from their family and society, bearing

in mind the social pressure and gender inequalities that is dominant in the Palestinian

society.

Adolescence may be anxiety provoking, in addition to the limitations imposed on girls by
family. As it seems many of them have internalized a negative image of themselves that
justifies the constraints imposed upon them by the society too. For that, logically
speaking these areas need to be looked at, and an effort toward helping in building their
self-confidence and self-image for a better future health and lifestyle is required by health
professionals not only as preventive health, but also as constructive health effort.

4.3 Analysis of Category IVA and 1VB (beliefs and attitudes of female
adolescents toward social development)

This category included two parts: IV.A consisting of 20 items which were clustered in
three subcategories or dimensions as reflected in the statement relevance to family,
school, and societal levels of social development. IV.B consisted of 8 statements
measuring the girls’ perceptions of the societal norms and values toward the young

female Palestinian.
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IV.A: Table 4.3.1 encompasses respondents’ answers to social development at the family

level, they hold the numbers: 5, 7, 8,9, 10, 11, 12, and 13.

The overall responses reflected the Palestinian social system within the family context. At
the time when most respondents expressed understanding and respect by their families, as
manifested in item 7, figure 4.3.2. Yet 70% do not feel that their families support them or
are concerned about their feelings and needs, as clarified in figure 4.3.1. Al-Saadawi
(1990) described women as being less valued in relation to Arab family hierarchy
regardless of age, educational status or socio-economic conditions. Minors are considered

property of their fathers and decisions about basic issues in life are of the family concerns

not the girl herself.

Table 4.3.1: Adolescents’ responses by their social

development at the family level

~Moreso - | Sameas -
‘than usual *|- . usual
CNoot % 1 No. %
29 12.1 44 17

5. Felt that your family supports you
and is concemed with your needs
and feelings _

7. Felt that your parents understand you | 101 | 41.6 82 33.8 29 11.9 32 12.6
and respect you

8. Been opposed and criticized by your | 51 | 20.5 77 313 50 20.7 67 274
family

9. Felt embarrassed to talk with your | 79 | 32.7 93 37.9 40 16.3 32 12.5
parents about personal matters ‘

10. Felt that your opinions and ideas are | 58 | 23.9 123 } 51.5 39 16 21 8.5
accepted by your family

11. Felt that you like to deal with your | 81 344 80 34.6 32 13.6 41 17.5
older sister more than mother

12. Been feeling embarrassed to talk | 97 | 399 58 24 45 18.8 41 17.2
about sex with any family members

13. Preferred your friends more than | 76 | 31 81 37.2 32 13.4 51 214
family
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Figure 4.3.1 Figure 4.3.2
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A substantial number of the adolescents, 24% did not think that their opinions and ideas
are accepted within the family. Another 24% think the opposite as indicated in item 10.
Such distribution could be related to the educational and cultural background of the
parents. Furthermore, item No. 9 indicates that 33% of respondents agreed to "more than
usual response” to feeling embarrassed to talk with parents about personal matter, and a
larger number 40% do not dare to talk about sex issues as manifested in item 12 and
clarified in figure 4.3.3. What is interesting though is that only 20.5% of them seem to be
faced with opposition and criticism inside the family as indicated in item 8 and 31%
preferred friends more than family as indicated in item 13. This is, indeed, atypical of the
Palestinian families; a shift appears to have occurred with regard to concept of
“authority” as perceived and practiced within the Palestinian family. Nonetheless,
communication patterns seem to still be defective as responses to most statements

indicated.

Figure 4.3.3 Figure 4.3.4
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The most critical gap remains the one related to the mother-adolescent relationship. More
than 34% of the respondents preferred to deal with older sister as indicated in figure
4.3.4; this is viewed as critical and calls for a need for raising awareness of mothers as
well as daughters. Parenting variables have been regularly referred.to in the literature, as
playing a pivotal role in the youth psychological functioning and health status in general
(Shucksmith, 1997). Among those variables the level of support, of control and of
conflict are more specifically pinpointed. However, we need to bear in mind the strategic
goal of this study focus, is placed on daughters' where they are near future mothers and

many are current caretakers of siblings.

The following analysis in table 4.3.2 encompasses respondent’s answers to school system

as indicated in item numbers 2, 3, 4, 6, 19, and 20.

Table 4.3.2: Adolescents’ responses by their social development at the school level

- Sameas . | o

. usual

S Ne. " No. %

2. Felt that school subjects answers | 38 15.5 67 27.8

your question about life matters

3.Been liking the school environment | 103 42.4 88 36.5 23 9.8 27 113

and felt its’ encouraging to build
friendship with others

4. Preferred teachers from the other | 49 20.0 65 26.5 48 19.3 31 33.7

sex

6. Preferred to deal with your teacher { 89 | 37.05 | 93 385 23 9.1 38 153

for personal matters

18. Preferred marriage to school 33 13.85 ] 25 10.6 34 14.5 144 | 61.05

19. Felt a need to have sex education 113 47.1 65 27.3 ¢ 31 12.8 31 12.8

20. Preferred to be in a mixed school 64 26.20 51 22.7 46 19.6 76 31.5

57% of respondents did not think that school subjects answer their questions about life
matters. This questions the adequacy of the educational material, and programmes. Or

perhaps, the teaching abilities to convert the educational materials to students are not

satisfactory.

42% of respondents like the school environment "more than usual" and appreciate it.
This could reflect the respondents’ perspectives from two points; first as a good place for

building friendships and second it is a place where they are permitted to go to without
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family permission. Whatever the reason is, this implies that students have a positive
attitude toward school, which should be capitalized on and invested in for the purpose of
building friendship, and for the educational process to include health education. Sex
education was pinpointed in which 47% of respondents felt a need for sex education

"more than usual”" and demanded information as manifested in item 19.

This issue of liking school was supported by responses to statement 18 where around
75% of respondents preferred schools to marriage, given the fact that about 3% of

females leave school to marry in the 10th and 11th grade (PCBS, 1999).

37% of respondents prefer to deal with their teachers for their personal matters "more
than usual” opposed to 24% who do not as indicated in item 6. For those who prefer to
deal with their teacher, they may do not have an open relationships with their family
members or with any of the adults within the extended family members, so teachers
become the primary persons in discussing matters regarding their concerns and needs. On
the other hand, for those who do not go to their teachers, they are either satisfied within

their family context or they do not evoke their private concerns, as traditionally family

problems have to remain in the family.

When the girls were asked about their preferences to have a male teacher, or to be in a
mixed school as presented in items 4 and 20 in which 53% and 51% consecutively ranked
such issue "under less and much less than usual”. This issue of mixing with the other sex
is very strongly affected by the religious and social environment of Palestinians where
women especially the adolescent girls are socialized to avoid mixing with the other sex
even as teachers or students. This kind of upbringing especially for those who are coming
from the villages where conservative culture prevails has allowed the girls to view

mixing with the other sex is of no importance and not usual.

The following analysis in table 4.3.3 encompasses respondents’ answers toward their

society as indicated in items 1, 14, 15, 16, and 17.
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Table 4.3.3: Adolescents’ responses by their social
development at the societal level

‘More so than | . Sa

,‘ %1 LI % ;

1. Been reading books and other | 49 | 199 [ "116 | 46.6 | 54 | 2251 27 | 11
sources about health issues

14. Been liking to have a friend from | 46 1885 | 74 | 30.75 31 13.3 88 37.1
the opposite sex :

15. Been feeling embarrassed to talk | 54 225 87 36.9 36 15.3 50 253
or meet with the friends of the :

other sex
16. Accepting the societal norms and | 44 18.05( 79 | 32.75 52 21.6 66 27.6

values in relation to your
relationship with men

17.Believed in the emotional 59 245 | 71 30.05 | 40 16.7 68 28.7
relationship between the man
and woman

For item one, there are scattered responses in relaﬁon to reading books about health. 50%
of the respondents do not like to have a friend from the opposite sex as manifested in
item 14. This is supported by responses in item 17, in which 47% do not believe in the
emotional relationship between man and women. This could reflect the religious and
cultural attitude the adolescents acquire within their upbringing. The nature of Arab-
Muslim societies facilitates control and abuse of women through issues of honour, shame,

sexuality and the potential influence of seducing men (Al-Saadawi, 1990),.

Although 40% do not feel embarrassed to talk or meet friends from the other sex as
manifested in item 15, this contradicts their responses to item 16, in which almost 49%
do not accept the societal norms and values in relation to male/female relationship. It
could be interpreted because of the transition that Palestinians are going through is
affecting the beliefs and attitudes of the adolescents as many of them rebel against the

social pressure and constraints put on females especially when they are at this age.

Category IV.B the female adolescents’ perception of the societal-norms and values
toward young females as perceived by the respondents. This category consisted of 8

items of three response format on agree, disagree and not sure presented in the following

table.
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Table 4.3.4: The adolescents’ perception of the societal norms
and values toward young girls

. Most young girls are not allowed . ) T 9?9

to go out alone.

2. Most young girls have to get 33 13.3 173 70.9 39 15.80
married as early as possible

3. Females are only for marriage 22 9 199 82.1 21 8.9

4. Females are not allowed to have an 65 | 27.20 127 513 52 | 215
emotional relationship with boys

5. Females are not allowed to talk 60 2545 130 5295 | 52 21.6
about sexual matters

6. Females should not be independent 60 | 2335 139 57.3 46 | 19.35

7. Young Females are not allowed to 45 18.55 165 67.7 33 | 13.75
participate in youth clubs

8. Young girls are not allowed to 37 15.15 178 73.25 | 28 11.6
participate in social activities

Given the Palestinian socio-cultural norms and attitudes toward young females, overall
responses to this theme gained a high level of disagreement. Kim (1998) described norms
as standards of action by which individuals live their own social lives. The norm restricts
the individual’s behaviour and suggests some criteria to individual behaviour. In this
study, norms mean the social pressure that women perceive subjectively when thinking
about their way of living and socialization, this perception was emphasized by
disagreement of respondents at a rate of 67.7% and 73% respectively to the statements 7
and 8 "not allowed to participate in youth clubs and social activities". The adolescents’
perception toward independence, free movement and socialization issues was very much

different from what is believed to be a societal norm.

The social pressure is presumed from the adolescents’ females significant others such as
family, school, friends and local community (Kim, 1998). The respondent's refusal to the
societal perception toward young females about the marriage issue in statements 2 and 3
with a response of 71% and 82% respectively disagreed about it. This could be

interpreted that the marriage issue is not a priority on the adolescent’s agenda.

For item one, 50% of responses toward not allowing the girls to go out alone agreed to

that, but it was surprising when statement 6 calls for female independency 57% they have
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disagreed too. Respondents either, adhere to those norms based on their faith in

traditional values and religion, or they feel supported by their families, so why is the

society?

Items 4 and 5 that indicate females are not allowed to have emotional relationship and not
allowed to talk about sex matters. Almost 50% of respondents disagree with that. It is
either it reflects the gap between this generation and that of their parents, or the social
norms that suppress the girls. A great deal of responses depends on the atmosphere the

girls’ lives in, the atmosphere of their families and that of their society.

4.4 Analysis of subjective questions in category V of the questionnaire

For the purpose of comprehensive assessment of the adolescents’ perception of their own
selves, their health needs, and concerns within their families, school, and society, the
following questions were asked to allow the girls to write their responses and express

their feelings in a subjective way (the questions were categorized as: V.A and V.B).

The qualitative data have been utilized as a reasonable information-gathering tool
(Talbot, 1995) of adolescents’ health needs, problems and expectations as perceived by

the respondents themselves in which 27.6% of participants have responded to this

question.

It is noteworthy for those who responded, many of them were very grateful and could
write things that are believed to be very confidential, as some have expressed their

problems and needs in depth and found it a way to ventilate through.

V. A: Being a Palestinian female adolescent would you like to write you perception

about it?

65 participants have responded to this question with 13 themes ranking from the most

frequent to the least frequent statements as indicated in the following table.
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Table 4.4.1: Themes related to adolescents’ feeling
and perception of adolescence.

o o Seements T ERRITT

k ‘Adolesc'énts\ néed to ﬁave "devbeklopm.ﬁ;ntal aWareness
2 I hate to be a girl 18
3 Feel embarrassed for any reason 15
4 Feel good, becoming recognized by others 19
5 Like to know about sex matters, and physical changes 18
6 Sensitive period, need guidance 16
7 Prefer loneliness and sometimes feel depressed 14
8 Cannot find who understand me 12
9 Feel emotional and feel love 10
10 A phase for marriage 5
11 [ don’t like this phase, fear to talk about it 8
12 Not allowed to express my feelings 8
13 Need to be careful in my behaviours 6

The responses in table 4.4.1 were clustered according to their frequencies and analyzed

for the themes that ranged from 26-10 responses first, then for the rest of the statements.

The perceived felt need for knowledge and awareness regarding development as written
by the respondents “adolescents need to have developmental awareness”, this statement
indicates a positive attitude of respondents and indicates the importance of the issue in

strengthening their potential to deal better with their own physical and psychosocial well-

being.

This demand for knowledge and awareness was emphasized by the respondents as
indicated in theme no. 5 and theme no. 6 respectively, “like to know about sex matters
and physical changes”, “sensitive period, need guidance”. Such statements emphasize the

adolescents’ need for education and raising their awareness about physical changes

especially when it comes to reproductive health issues and the associated psychological /

emotional development.
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Not surprisingly, the analysis revealed that the respondents were critical of themselves, a
relatively large number of them reported "I hate to be a girl”, it is during childhood,
where children are exposed to many factors which influence their attitudes and
behaviours regarding their gender role. Other participants wrote “prefer loneliness, and
sometimes feel.depressed”, the issue of low self-esteem is quite significant by these
responses, Borg (1996) indicated that people with low self-esteem will draw socially.
This notion was emphasized when they wrote “feel embarrassed for any reason™, finding
difficulty in getting on with others as stated that “no one understands me". This self
imposed segregation could be related to stressful life events these girls are experiencing,
and to the cultural roles that they should be adopting. These roles are likely to provoke

an insight conflict which is usually associated with stress and low self esteem (Borg

2002)

During this stage the values, beliefs and attitudes with which a girl grows up are
confirmed and define the limits of her role as a woman. Without understanding and
guidance from those around her, there is every likelihood that the negative effects of
such social pressure will lead to frustration, lack of confidence and security as indicated
by their response “I don’t like this phase, fear to talk about it”. In most cases, social
restriction becomes intensified for the adolescent girl; she becomes afraid for her safety
and afraid of “people’s talk” or gossip. The family begins to watch her closely, and

question any movement they see as out of the ordinary when some of them stated "can't

find anyone who understands me".

The issue of self-control either at the level of expression of feelings or behaviours was
present too when some of them wrote “need to be careful in my behaviours” or “not
allowed to express my feeling”. Such statements often lead the girls to be withdrawn,
feels lonely and dependent on others or unable to make own decisions. This could be
manifested by the theme expressed by some of them “adolescence is a phase for
marriage” this theme reflects the social attitudes toward the girls’ restriction of freedom
in mobility, as well as in expression of their beliefs. This psychosocial restriction very
often leads them to think of marriage as a way of granting independence, worth and

respect. On the other hand, many of the respondents expressed a positive attitude toward
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this phase as “feel good, becoming recognized by others”. This feeling could be reflected
as a result of the support and guidance they receive from their families and others around
them. But relatively these respondents are few in number compared to the other themes

reported in this analysis.

Category V: Would you like to write about the problems and concerns that you face

when you deal with: (1) family, (2) school, and (3) society?

(1) Family: For the family issue themes, 68 responses were given by the respondents in
terms of problems and concemns, ranked from the more frequent to the less frequent

statements as perceived by the participants and indicated in the following table.

Table 4.4.2: Themes related to family problems and concerns as perceived
by the adolescents:

Priority | 7. .° - Statements . |No.of Respondents
1 My family prefers boys over girls 30
2 Our families need guidance when dealing with their adolescents 22
3 No problems; feel well, supported and listened to 18
4 My family does not allow me to go anywhere except school 18
(freedom restriction)
I have problems with mother 16
My brother is in charge of me 10
My family is over protective 10

Not allowed expressing my feeling and problems

NO 1® [ [y [

Poor communication within family members

10 Financial problems

11 [ take care of my younger brothers and sisters

12 Agree to family rules and follow my Islamic faith

NI Joo |[WO |oo |oo

13 Father hits and curses me

In many Arab societies including Palestine, the male is the leader and the highest
authority in the household and women are classified in less valued position in the family
hierarchy, and considered a property of the man as a father, brother, husband or son
(Giacaman, 2002 and Kemwi, 2001). The most indicative statements to gender
inequalities are expressed by 30 respondents when they wrote “my family prefers boys to

girls” and ten respondents wrote “my brother is in charge of me”. The men in the family,
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especially the father and older brother sometimes increase their efforts to make their
daughters submissive as reported by two of them “my father hits and curses me”. It’s
during adolescence where seems to be a significant pressure for the girls to adopt
traditional roles (Borg, 1996), these roles are more likely to provoke conflict with
parents; the girls are considered sexually mature and need to abide by the societal norms
which purely works against the adolescents’ need for freedom in expression as well as in
motion. The family and the society begin to watch the growing girls very closely, and to
question any movement they see as out of the ordinary when the participants wrote “my
family is over protective” coupled with “my family does not allow me to go anywhere

except school, freedom restriction”.

This sense of control by.the adolescents’ can cause frustration and lack of confidence;
being constantly watched and prohibited by the family members and the society. To
confine to family rules, with no opportunity to widen their relationships with others, all

may put the adolescents’ mental and emotional health at stake?

Regretfully, the mothers’ role is often a negative one as many of the respondents
reported “I have problems with mother”. The mother may causes fear of the girl of her
father as some mothers believe that the men are more knowledgeable in matters
concerning the family members especially the girls (Mansour, 1999). This reaction
towards family members was highly expressed in the statement “our families need

guidance when dealing with their adolescents”.

Other mothers have a higher level of awareness, either because they are educated or
because they were encouraged when they were young to think for themselves. These
mothers encourage their daughters to develop their abilities and personalities as many of
the respondents reported “No problems, feel supported and listened to”. Few respondents

agree to family rules and follow the Islamic faith, and the belief they acquire from their

family and community.

Many have reported the communication pattern within the family members and the

financial status of their families are the source of their problems and not being a girl is
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the problem that faces them. Surprisingly, few reported that they take care of their
younger sibling, it could be either considered as a normal pattern of living for many girls
or the young girls are not taking a responsibility of their siblings as indicated in the

theme related.

For the school issue themes, 46 responses were given in terms of problems and concerns,
ranked from the more frequent to the less frequent statements as perceived by the

participants as indicated in the following table:

Table 4.4.3: Themes related to school problems and concerns as
perceived by the adolescents

< Priority S - Statements . oo [ " No.of
| Teachers discrirﬁihate betWeén students — . 18
2 There is no trusting relationship between students and teachers 18
3 Teachers need to be educated how to deal with students 17
4 Some teachers do not listen and do not feel with students 16
5 School restrictions for students to move around 10
6 No friends and feel lonely at school 8
7 No problems 9
3 School problems with peer 7
9 4

Study pressures

Like most adolescents in other societies, the Palestinian girls included in this sample
spend a large part of their time in school, have worries concerning their grades, and have

positive and negative relationships with teachers and other students.

From the responses obtained under this theme, it is obvious that schoolteachers do not
act as a model for students. It seems that the mistrust and the feeling of favouritism of
teachers of one student over the other, increases the girls’ worries and affects their
psychosocial health. In other countries, the school system may have doctors, social
workers, counsellors or psychologist. In Palestine, these professional categories are

either unavailable at all, or under-represented to satisfy needs, or not trained to answer

the specific needs of adolescents (Mansour, 1999).
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Within this situation coupled with responses “téachers need to be educated on how to
deal with students” allows the girls to either solve their problems by themselves and
without guidance, or may leave them with the féeling of “no friends and feel lonely at
school” or with facing problem with peers as indicated in the theme “scho.ol problems

with peers”.

This issue is of importance that needs to be highlighted in the recommendation for better
future teaching abilities. Few of them did not have any problems, this could be related to
either they were good achievers or have their family support.

Table 4.4.4 Themes related to problems and concerns at societal level
as perceived by the adolescents

Prlonty e . Statements NO of o
SR ST : R : - Respondents
1 Society discriminates between girls and boys : 22

2 No value for the girls ' 16

3 Girls are not allowed to move within their community 16

4 Society suppresses the girls and no respect for their feeling 15

5 People interference with girls’ life 8

6 Society does not appreciate the female role 13

7 People around us want girls to behave as adults to be ready for 9

marriage
8 I like my society 6

For the society issue themes, 39 responses were given in terms of problems and concerns,
ranked from the more frequent to the less frequent statements as perceived by the

participants are indicated in the above table:

Respondents under this theme rebel the societal discrimination toward girls and the

responses under this theme speaks for itself.
The girls’ feeling of discrimination, not valued, suppressed and is not respected within

their society as indicated by 22 and 15 respondents respectively when they wrote “society

discriminates between girls and boys”, “society suppresses the girls and no respect for
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their feeling”. The impact of “freedom restriction and being not appreciated for their roles

within their society” all together influences their psychosocial well being.

They feel that they are victims of an unfair system, and feel isolated in their distress.
Females, especially in their teens, are perceived as having some kind of defective internal
control (Mansour, 1999), of course the girls’ self-image is quite negative especially if the

level of parental support is low.

Therefore, it is very important to pave the way toward the elimination of social attitudes

and practices, which prohibits the girls from developing healthy through education,

awareness and empowerment.

4.5 Conclusion of the pre-intervention results

Given the analysis of the quantitative and qualitative data; one can summarize that the
majority of the participants have concerns and needs toward their biological and
reproductive system changes and the associated psychological and social development.
The need to have information regarding their sexual and reproductive system was evident
when the majority stated “Adolescents need to have developmental awareness”, “Like to
know about sexual matters and physical changes”. The participants’ sense of
responsibility toward their sexuality was present when around 50% ranked the item “need
to have sexual education” on more than usual measure in the quantitative items. Such
responses were remarkable indicators for the investigator objectives, to increase
knowledge and raise awareness regarding their biological and reproductive system
changes that occur at adolescence in the first session of the educational programme, to

enable the participants to understand the associated psychological and sociological

developmental concerns and needs.

The need to promote their health and social status was highly significant when 61%
indicated “liking school and liking achievements” and “preferring school to marriage”.
Their feelings of being unhappy and feeling of embarrassment for any reason were also

evident in their responses under the psychological and social quantitative data. Those
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responses allowed the investigator to take these concerns into consideration to develop a

health education programme that answers and meets their needs accordingly.

The majority reported that they encounter problems with their families and society,
reflected by their feeling of discrimination, gender inequalities and social injustice as
indicated by their statements "my family prefers boys over girls”, "my brother, is in
charge of me". This could have contributed to their psychological and social well-being
by the feeling of frustration, anger and not being recognized within their environment.
For example, many of them wrote "society suppresses the girls and no respect for their

feeling" or "society discriminates between girls and boys".

It seems there is a gap between the parents and their daughters in understanding each
other; 42% responded positively to item “felt that your parents understand you and
respect you”, on the contrary around 70% responded negatively to item “felt that your
family supports you and is concerned with your needs and feelings”. Also there is a gap
in communication between the parents and their daughters, around one third of the
respondents felt embarrassed to talk with their parents about personal matters and

preferred to discuss it with friends and others rather than their families, or with their older

sisters rather their mothers

The school system which is expected to give more space for the girls’ freedom in
expression and mobility was on the contrary not supportive. The support they need is to
be listened to their concerns and feelings from their teachers, this was not the case for
study participants when 18 responses wrote “Some teachers do not listen and do not feel
with students”. The school system does not allow the girls to move around except in the
school playground when they are out of the class; also they have to be constantly watched
for any extraordinary activities, this was manifested by their responses “School
restrictions for studénts to move around”. The respondents seldom mentioned that their
teachers could be of help as indicated by 17 respondents “There is no trusting relationship
between students and teachers”, “Teachers need to be educated how to deal with

students”. Yet 42% indicated that they like school environment and felt it was
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encouraging to build friehdships, but they felt that school subjects does not answer their

concerns about life matters

The respondent’s attitude toward the school complemented their attitudes toward their
families and society. Thus to promote a better mental and social health for the students in
schools, it is required to promote the school teachers attitudes toward dealing with these
students beside having a school counsellors and/or school nurses that can help them to

have a better development and better living. However, but this can be considered in the

recommendation section of the study.

The double standards of communication and dealing with young females in the study
sample reflect the Palestinian society traditional culture and values toward female
adolescents; it was obvious from two aspects, at one hand they were treated as adults
when they stated “people around us want girls to behave as an adult to be ready for
marriage" and “I take care of my younger brothers and sisters”. At the other hand, they
need to be protected, watched constantly, denied free mobility and treated as minors
when they stated “my family is overprotective”, and by their society system when quite a
large number wrote, “society discriminates between girls and boys”, and when their

responses indicated that 50% do not accept the societal norms and values toward female

adolescents.

This contradictory way in dealing with the Palestinian female adolescent at all levels
mentioned may have affected their psychological and social well-being and contributed
to their feeling of low self-worth, low self esteem as reflected to a large extent by their
statements "feel embarrassed for any reason" and "no value for girls". This feeling of
inferiority and discrimination was surmounted when some of them wrote “my family

prefers boys over girls" and “I hate to be a girl".

Values and attitudes that perpetuate gender inequalities are instilled in childhood.
Adolescence may be one of the last opportunities to offer alternatives (Hall, 2002)..
Moreover, the investigator assumes that health education programme for the adolescents

under study including the biological and reproductive system changes and sexual matters,
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the associated psychosocial development with emphasis on gender awareness, and
discussion on their social roles, communication and relationships may contribute to
improve their understanding of themselves and of others which may allow them to foster
a positive attitudes toward themselves, their families and their communities for a better

healthy living.

(Please refer to the tables of analysis for category 111 and 1V in Appendix G and in

figures in Appendix I).

Summary

This chapter presented analysis and interpretation of the results obtained at the pre-
intervention data. The pre-intervention data were obtained from 4 classes in each school
of the two randomized schools (Betunia & BirZeit). The analyéis has focused on category
111 and 1V of the questionnaire, the psychosocial health needs and concerns as indicated
by the female Palestinian adolescents themselves and the items of the questionnaire are
presented in tables for their frequencies and percentages with some items are presented in
figures too. The qualitative questions under V, the written responses by the participants
were clustered in themes and presented in the form of tables from the more frequent to
the less frequent themes. Then a conclusion of the pre-intervention results has
emphasized the needs and concerns of adolescents and summarized them to be a guide

for the development of the health education intervention intended to be delivered for the

experimental group under study
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Chapter Five

The Health Education Intervention Programme
Introduction

The purpose of the study was to evaluate the role of the health educator in affecting
change in the beliefs and attitudes toward healthy living among female adolescent aged

14-17 years in four governmental female schools in the West Bank.

In order to meet this purpose and objectives of the study and to answer the research
question, the first experimental step was the assessment of the health beliefs and attitudes
of female adolescents aged 14 -17 years toward their health status and healthy life style
(the pre-intervention data or pre-test) as presented in the previous chapter. This
assessment helped the investigator and the health educator to design an educational

programme based on the identified health needs and concerns.

The second experimental step was the health education programme implemented by the
health educator instruction and to use the time for instruction efficiently by reinforcing
correct beliefs and attitude, and by using appropriate teaching strategies to emphasize

self-responsibility toward their personal and future lifestyle.

Therefore, this chapter presents the health education intervention program which
included the rationale for intervention, the educational process, the implementation

tactics, the educational sessions and evaluation of intervention.

5.1 Rational for intervention

The intervention strategy was based on the results obtained from the pre-intervention data
as has been indicated under the analysis chapter, and as summarized in the conclusion

section. The analysis provided an opportunity to look at how young female adolescents
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perceive their own health needs and concerns within their socio-cultural context.

Therefore, the rationale of the study was to develop a health education package congruent

with needs of the girls and based on the results obtained from the data for the following

reasons:

1.

Adolescence is recognized as a period of transition when the child not only changes
physically, but also develops attitudes and values that eventually make an adult. It is
more specifically recognized as a critical time in women's physical and mental
development where they need support and education (Gregg 1998). It is an
appropriate time to assist adolescents in adjusting to this change by giving them more
information about biological and psychological/emotional and social development.
The biological aspect of reproductive health development as well as the need to
promote responsibility toward sexuality wa.s acknowledged by the adolescents.
Sexual and marriage issues were of concern to adolescents as well as to their families
and communities as has been indicated in their responses. Therefore, it is expected
that giving information to raise adolescents’ health awareness about such issues will
have an impact on the adolescents’ physical and psychosocial development

The adolescents’ psychological/emotional well-being results indicate the adolescents’
ambivalence about their self—concept and self confidence and the needs for self-
actualization and self-worth. Discussion on relationships, commitment, emotions and
love is expected to enhance understanding and respect between both sexes, between
adolescents, their families and their communities. Such discussion may allay their
fears and concerns and increase their health awareness

The majority of the girls reported that they encounter problems with their families,
school, and society which were reflected in their feeling of discrimination, and gender
inequalities. This could have contributed to their feeling of frustration, anger and
being less valued within their environment. Thus, helping them to value themselves
and others may facilitate a better relationship and promote their communication skills
to develop social health and to be partners in sharing responsibility regarding their

future plans and decisions related toward their psychosocial development.

130



5. Evaluation of the effectiveness of the health educator intervention on the health
beliefs and attitudes of female adolescents toward healthy living may lead to an
adoption of such programmes, and an increase in implementation in the use of health
educators in the school system and other primary health care settings. It may add
more comprehensive health care services to adolescents and the population at large,
noting that effective health education requires the support of the many individuals

and institutions that have contact with the adolescents.

5.2 The Process of Health Education

For the application of the Stimulus-Organism-Response Model, the theoretical
framework of the study, the health educator intervention was the stimulus concept of the
model to affect the adolescents’ health beliefs and attitudes (organism). The response
indicated the effects of health education on the adolescents’ health beliefs and attitudes as
a result of the health educator intervention in the experimental groups, which was
evaluated at the post-intervention data. Comparison between experimental and control

groups was employed and will be presented in the next chapter.

Based on the experimental research method, the Solomon-four group design was
implemented on female students in 10th grade in 4 out of 17 female public schools from
Ramallah District. The study design required three stages: the pre-intervention data
collection stage, the health educator intervention stage, and the post-intervention data
collection stage. The study research design, the Solomn-4 group design has employed
different conditions for the groups participated in the study, in which 10th graders in two
schools were the experimental group and received the health educator intervention, and
one of them received the pre-test. The other 10th graders in the other two schools were
the control group in which one of them also received a pre-test. Thus each group or 10th
graders in the four schools was exposed to different condition in which it allowed for a

multiple comparison between all groups for the effects of the pre-test and the health

educator intervention.
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Prior to the health educator intervention, a health education material was given to all
students under study for additional health information to raise awareness and enforce
their knowledge about physical and psychosocial development. The four groups have got

the same health education material and same instruction about its use and its importance.

The health education material and the Teaching Gﬁide for Adolescents’ Health developed
by the Women’s Centre for Legal Aid and Counseling/Health Section (WCLAC) in 1999
was the reference guide for the educators’ instructional process. The health education
material and teaching guide were developed by local experts in health, social sciences,
education and nursing, that was based on the health assessment of Palestinian female
adolescence in Kan’an and Halabi (1997) study. The health education material and
teaching guide was pilot tested in the 1999 academic year in twelve schools in the West
Bank. The same group of experts have modified the required changes, and made sure that

it was clear, well understood and attracts the youth to read it, and the educator to use

efficiently and clearly (Abu - Dayya, 2000).

The health education material provided a package of information that started with simple
basic information about physiological changes that occur at adolescence, information
about menstrual cycle, the early marriage issue and its negative consequences on the
physical as well as. psychological health, and adolescents’ communications and social
relationships. The health education material was congruent with the adolescents’ health
needs and concerns as been indicated by the results of the pre-intervention data. It was

also related to the issues discussed in the planned class sessions by the health educator for

the experimental groups

To evaluate the effectiveness of the role of the health educator in affecting changes in the
health beliefs and attitudes of Palestinian female adolescents, a direct instruction and
health teaching was provided for the experimental students by a health educator and
trainer in women’s health and gender issues with the presence of the investigator of the
study. The health educator was informed about the study design, objectives and the
results of the pre-intervention analyses, in which the educational package was based and

developed accordingly. Thomson (1998) indicated that “the methods and materials used
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must be appropriate to achieving the selected aim and objectives for intervention” (p

407).

To guarantee similarity in the programme implementation in the two experimental
schools, the health education intervention programme was prepared with a written
description of its activities in terms of its goals, content and plan of implementation by
the investigator and the health educator. Beside the use of the WCLAC teaching guide,
the "Youth to Youth Teaching Guide for Social Skills and Family Education” (1995) of
the United Nation Population Fund (UNFPA) was another resource for the contents
described in the class sessions for the experimental groups. (Youth to Youth: Teaching

Guide for Social Skills and Family Education, 1995)

(Please refer to appendix L for the health education material in Arabic language provided

for instruction by the educator in the class sessions).

The educational and the enabling (community development) model from Kiger (1995)
were the terms of reference for the application of the health education intervention
programme. The educational approach emphasizes that health education is concerned
with affective (emotional) as well as cognitive (intellectual) aspects of learning, and the
community development model emphasizes that people have strength and abilities which

they will be willing to contribute on their terms to the process of learning about achieving

health (Kiger, 1995).

The strategy for the health education model was based on health values, beliefs and
attitudes directed at building up the individuals’ potentials and capacities in decision-
making to have a healthy living. While the community development model strategy
offers a "lets’ get together and talk about this" approach. Kiger (1995) claims that this
approach "offers the opportunity to improve human relationships, develop problem-
solving skills and increase self-esteem in a way that will make health education relevant
to deprived groups in the society" (P41). Therefore, the health education intervention was
applied with experimental students as a group, in which it allowed for organization of

discussion and facilitated communication among this wide range of students on the given
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health issues, allowing them to arrive at chsensus to develop healthy beliefs and

attitudes toward a better healthy lifestyle.

The educational tactics or methods used for the health education activities were based on
the respondents’ needs and concerns and the objectives set for the planned sessions.
Thus, the health educators approaches as enablers and teachers, lead individuals to learn,
discover, and set up opportunities to discuss fte.:eleings and challenges ‘facts’, and serve as
change agents who function in institutional or (:iommunity setting; they also seek to alter
the social environment as it affects peoples’ heaith (Kiger, 1995). Thus, providing quality
and effective education, including health educators’ instructions and dissemination of
health messages and awareness on priorit;/ isSues are considered to be key factors in

promoting the well being of female adolescents.

5.3. The Implementation tactics

The health educator has delivered the health .education programme in 4 sessions, 90
minutes each, weekly over four weeks for the 10th graders in each experimental school.
These sessions were arranged between the schbol directors, the classroom teachers and
the investigator; the sessions replaced the last two classes in each day assigned in the two
schools. For Betunia, the sessions were held each Monday from 11.30am-1 pm, and for
Al-Bireh school, the sessions were held each Thursday from 11.30am — 1 pm for four
weeks. Accordingly the health educator ‘was informed. The outline for educational
sessions conducted in the two experimental schools contained the objectives, content of
the material to be administered, and the teaching learning methodologies. The health
education activities were designed to fit within the structure of the school programme and
according to the time allowed from the MOE which may have posed some limitation on

the quantity and, thus quality of information needed. (Please refer to Appendix H for the

educational sessions outline).

Spence and Robinson (1995) emphasized that teaching methods affect a change in the
beliefs and attitude and ultimately to behaviour change. Thus, the use of innovative
teaching methods, strategies, techniques and suitable teaching aids was necessary for

facilitation of the educational programme prepared to promote commitment towards a
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healthy living among female adolescents under study. The WCLAC Teaching Guide for

Adolescents’ Health was the term of reference for instruction, and training exercises were

utilized in the educational classes.

Therefore, the health educator has considered the following steps for implementation of

the programme, and for the teaching/learning approaches utilized during the educational

sessions to give the best chance for learning, and to ensure an appropriate setting for

discussion and students’ participation:

1.

The intervention was delivered by the health educator with the presence of the
investigator to ensure consistency of the educational message needed, and that the
information given was culturally appropriate and designed to be understood by the
participants.

Different teaching aids and methods were used including audiovisual aids, as
transparencies, posters and leaflets to facilitate learning and to clarify information
given. For example, the intervention group students have seen the overhead projector
for the first time in which it attracted their attention to the discussion.

The information discussed was given as printed handouts supported with the related
health education materials for each session.

Empathy, respect and understanding to the adolescents’ needs, allowed for exploring

their feeling, needs and concerns openly and clearly. Few students have asked for
individual consultation on some issues that they believed to be private and
confidential and would not like to explore in front of others.

Seating students in a circle meant to promote a partnership spirit between students
and the educator, thus allowing them to question and discuss topics presented at each
session.

Brainstorming through question and answers and having students in groups exercising
their knowledge and encouraging their participation has been utilized at each session

to adjust some of the programme content to the students who may have different

levels of information.
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The health education intervention programme aimed at strengthening the female
adolescents’ health beliefs and attitudes, thus empowering them to promote their lifestyle,
by assisting and helping them in building up their potential, capacities and development

of positive attitude toward a future healthy lifestyle.

5.4 The educational sessions

Four content areas were noted and illustrate the breadth of matter required to provide a
balanced health education as indicated by the results of the pre-intervention data analysis
and according to the time allowed for conducting the educational programme. The health
educator has planned the topics to be covered in four sessions, and at each educational
session, an educational objective was set to meet a discussion of one content area, in
which a systematic approach was utilized to deliver the health educational matters
needed. At the first session the health educator ¢larified the purpose for meeting with the

students, the time needed, the objectives of the educational programme, and provided an

outline of the session topics prepared to be conducted.

First session
1. To raise adolescents’ health knowledge through information and education about

adolescence, the normal biological growth with emphasis on the reproductive system

changes, and the associated psychological and social development.

To meet this objective, by the end of the session the students will be able:

e To define the concept of adolescence
o To understand the physiological differences between both genders
e To recognize the associated physical, psychological and social changes

e To understand the process of the menstrual cycle and the importance of hygiene

and care at the menstrual period

+ The educational methods or techniques used for the discussion of the session were as

follows:
e Upon commencement of the first session, and as brainstorming technique, the first

10 minutes of the meeting, the students were allowed to define adolescence and to
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differentiate between the different terms used in Arabic language since there are
many synonyms for the term adolescence.

* Another technique used for active participation was a form of group exercise for
20 minutes where the students were subdivided into three groups. Each group
was given a large sheet of paper and was asked to write their perception of

adolescence from all aspects:

- The first group was asked to write about physical growth and physical
changes, the second group to write about the psychological aspect of their
development, and the third group to write about the social aspect of their
development.

- Then one student of each group presented the issues discussed to all students.
This participatory approach has allowed the students to self expression and to
open discussion with their mates and the educator.

- Then another 20 minutes, was a brief discussion of the difference between the
male and female physiological changes with the use of the anatomical charts

for clarification of the discussion, a lot of questions and concerns were raised

and discussed.

The second part of the session was a detailed discussion of the female sexual
development including reproductive system; the anatomy and structure of the
external and internal organs were also clarified using the overhead
transparencies. The physiology of the menstrual cycle and the menstrual period
and the associated physical and psychological changes that happen were
presented in a way that allowed the girls to raise many questions regarding
matters of concern. Issues of hygiene and care were presented to improve the

adolescents’ knowledge and skills of caring during adolescence and during the

menstrual period.

At the end of the session, the health educator asked the students for a briefing
of what has been discussed and asked them to read the leaflets “What

adolescence means” “The menstrual cycle” and “How can I keep myself
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clean?” to emphasize their understanding of what has been discussed during the

session.

Second session

2. To promote the adolescents’ psychological/emotional well-being through information
about the self-concept and the factors affecting the self-image, and confidence level

when dealing with their internal and external environment.

Upon the commencement of the second session, at first 40 minutes, a definition of

psychological/emotional development with emphasis on the following three areas was

made;:

A. Parameters for psychological well-being including: the ability of the individual to
function and interact positively with people around, the ability to encounter stress
and tension in a positive way and how can he/she resolve problems without being
hesitant or feeling helpless, and the ability to understand others and respond to
their reactions and needs.

B. Definition of self-concept, or the perception of self, and its relationships to body
image, to others, and to society and its influence on the developmental process.

C. Issues of stress, and kinds of stressors that the Palestinian girls encounter within

their internal and external environment were highlighted.

+ Techniques for active participation were used in the form of individual and group

exercise including:

1. The individual exercise covered the ranking of likes and dislikes of body changes
on a piece of paper. This meant to indicate their perception of body image.

2. The group exercise included the students ranking their responses individually
under either one of the two sentences written on the board “things that I like in my

self strongly” and “things that I like in myself to less extent”.

This kind of participation meant to discuss their perception and concerns which

allowed the educator to emphasize the importance of psychological functioning and
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its influence on the individuals’ physical health, and the individuals’ interaction with

others, taking into consideration the socio-cultural value system and expectations.

The second part of the session was employed in 45 minutes, in which issues of self
confidence, achievements and the feeling of self-worth were guided by questioning

the students and thus allowing them:

e To understand the importance of self-confidence when dealing with the
changing environment around them
e To define the concept of achievements and self-worth

e To appreciate own selves and accept others beliefs, values and criticisms

Beside the issues of self confidence and self worth, issues of independence in making
decisions and assuming roles by thinking and planning toward future achievements
was emphasized. During discussion, the students showed interest and raised a lot of
questions regarding their beliefs in self and their relationships with other. This

required further discussion and clarification under the social development at the next

session.

Third session
3. To promote the female adolescents’ social relationships by providing information

about effective communications within their environment at family, school and

society levels.

To guide the discussion and to meet the educational objective, the educator started the
session with 5 minutes revision and discussion of the psycho-social development

which was highlighted in the previous sessions, and then the two following areas

were emphasized in 25 minutes each:

a. A definition of human relationships and kinds of each individual relationship
within internal and external environment. For example; peer, family, friendship
and emotional relationship, what it means and how it affects the individual.

b. The attributes of a successful relationships such as respect, empathy, caring and

being responsible toward self and others.
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The techniques utilized for this session, was the discussion of the student’s subjective
responses which were obtained at the pre-intervention (the problems and concerns
that you encounter when you deal with family, school, and society) that was clarified

by the overhead projector. For reasons of time constraints:

1. The students were asked to be divided into three groups to discuss the positive
and negative responses shown; one group to discuss family concerns, the second
group to discuss the schools concerns, and the third group to discuss the society
concerns.

2. Then the girls were set in a circle form and a representative of each group
highlighted the main concerns, all students were involved in the discussion and

found it a very fertile area to discuss their relationships within their environment.

This kind of participation has allowed the students to discuss and explore beliefs and
attitudes openly and clearly toward their relationships at family, school and society
level. This allowed the health educator to discuss the importance of communication
skills in terms of its meaning, its elements and how it can help them for better social

skills. Then the two following areas were presented in 40 minutes:

A. For the family issue, the discussion has allowed the students to explore their
relationships toward their families and for the educator to facilitate their
understanding of the family in terms its: characteristics, function and roles of its
members, family dysfunction and its reflection on its members. The students were
guided on negotiating rules and roles with their families while expressing feelings
of affection and closeness to one another, and to promote satisfaction with the
family system. The discussion has emphasized the importance of exploration and
understanding of the feelings, values of self and of others to facilitate a better

relationship and promote their communication skills within school and society

system

B. For school and society issues, the discussion has allowed the students to explore
their relationships toward peers, friends, teachers and school system and for the

educator to facilitate their understanding of relationships and communication
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patterns. For example, the students were guided about the importance of being
respectful, honest, and having good manners when choosing a friend or dealing
with a peer. The issue of being partners in sharing responsibility regarding future
plans and decisions related toward psychosocial development was highly

interesting which required a further discussion for the next session.

Fourth Session
4. To raise adolescents’ awareness about the concept of marriage and the factors

affecting it and to distinguish between the biological and social roles of the man and

women (gender sensitization).

To meet the educational objective of this session, two major components were

considered given 30 minutes for each, the issue of marriage and the issue of gender

differences as follows:

A. The session started by exploring the definition of the marriage concept utilizing

the following techniques for students’ participation in dividing the class in two

groups:

1. One group was asked to write perceptions about the indicators of a successful
marriage and the other group to write their perception about the indicators of a
failed marriage on a large piece of paper. Then the two papers were put on the
wall to be seen and discussed by all.

2. One student representing each group has read the points raised and then

discussed by all

The indicators for a successful marriage were emphasized considering the
educational and social competencies, the appropriate age for both men and
women, and the importance of knowing each other before marriage was stressed.
Much of the discussion has raised the issue of early marriage in which the health

educator has emphasized its risk consequences on the physical and social well-

being of the young girls.
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B. Prior to describing the gender issue the educator has asked the students to
participate by having them in two groups to write their responses to the following

questions in 10 minutes:

1. One group was asked to discuss the importance of a “boy” to his family and
why he is preferred? The other group was asked to discuss the importance of a
“girl” to her family and why she is preferred? The points raised by all groups
were written on a large sheet of paper and set on the wall facing them all.

2. One student representing each group has presented the findings to allow the

group for participation in all points raised.

The responses for the two groups were similar in terms of the biological differences, then
the educator have marked all points that were different for each group especially those
points that the students were doubtful about whether related to the male or female role.

For example, the students believed that the girls are more supportive to their families than

boys.

Then the information given for differences by the two groups were discussed and
clarified, the gender issues and what it means in terms of the biological (sexual) and
social roles of the man and women within the Arab/Palestinian context. An overhead
projector was used to clarify the concepts discussed and to allow for participation. The
discussion has emphasized the social roles in terms of reproductive, productive,
community managing, and constituency roles, such issues needed more time for
discussion, therefore the students were given a handout to read at home, and help them
bave more information and to clarify their concerns about this issue. To promote the
information discussed, the students were given a leaflet about “the effects of early

marriage” to be read at home and were encouraged to let their families read it too.

The investigator of the study assumes that a brief revision of the previous session at the
beginning of each new session, and one week time between each session was sufficient
enough to allow students to read the health education materials given to them. Beside the
in class discussion, emphasis was placed on the fact that self-responsibility empowers

students to make their informed choices toward their psychosocial development
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5.5 Evaluation for iritervention

One of the main objectives of the health education programme and health educator
intervention was to provide the students with health information for their identified health
beliefs and attitudes as indicated at the pre-intervention data (pre-test). To assess the
health educator effectiveness on both the students’ knowledge level and attitudinal
change, an anonymous questionnaire was given to each student at the 9™ grade in two
public schools (pre-test) 8 months prior to the health teaching sessions, and the same

questionnaire was given immediately after the teaching session (post-test) for the same

students when they became a 10™ graders.

The questionnaire at the pre-test contained five sections: first section requested socio-
demographic information from each student, including age, single or engaged, residential
area, work and education of father, work and education of mother, family type and size.
The second section of the questionnaire asked the students to rate their responses on a
Likert scale items about their physical health beliefs and attitudes. The third section of
the questionnaire asked the students to rate their responses on a Likert scale items about
their health beliefs and attitudes toward their psychological development. The fourth
section of the questionnaire asked the students to rate their responses on a Likert scale
items about their health beliefs and attitudes toward their social development. The last
section was a qualitative type data in which it required the students to write their
subjective responses for being female Palestinian adolescents and for the problems they

encounter at family, school and society levels.

The educational programme implemented was based on the study participants’ beliefs
and attitudes toward their psycho-social development as been identified at the pre-
intervention data (pre-test). Therefore, on the post-test, the second and third categories of
the questionnaire (the psychosocial items), targeted the adolescents’ reaction to the health
education programme implemented, for effectiveness of the health educator intervention,
and for the effects of pre-test on the post-test data. The next chapter is a discussion of the
statistical analysis and study results utilized for comparison between the groups assigned

under the different conditions according to the Solomon-4 group research design.
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Summary

This chapter highlighted the rationale for intervention; the intervention process which
was based on the pre-test findings. The educational sessions were given in a sequential
manner that aimed at giving the students information regarding their biological changes
and specifically the reproductive system changes and the associated psychological and
social developmental changes. Awareness regarding their psychological and social health
was emphasized in the second and third sessions. And developmental awareness
regarding their communication skills and gender equality was explained in the fourth

session. The participants were very interactive, and participated through different

approaches utilized in the educational process.
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Chapter Six
Post-intervention Data Analysis

Introduction

In this chapter, a summary of the statistical analysis and methodological procedures is
presented first, and then a thorough analysis of the participants’ socio-demographic
variables at pre-test and post-test is presented and shown in tables and graphs. Analysis
of the dependant variables, the psychological and social health beliefs and attitudes of
the female adolescents at pre-test are discussed and presented in tables to compare for
equality and resemblance prior to any manipulation of the subjects. Finally, analysis of
the dependent variables at post-test is presented, and a comparison between each two

groups to identify for the differences obtained as a result of pre-test, health educator

intervention and pre-test intervention-interaction.

6.1 Statistical analysis and results

The profile of the participants’ socio-demographic variables for pre-test and post-test are
presented and compared for resemblance and equality in terms of: age, social status
whether single or engaged, family type, residential area, work and education of father,
work and education of mother, and number of family members. It is worth mentioning
that the socio-demographic variables were not manipulated or correlated with the

dependent variables. They were presented to give an idea about the participants’ socio-

demographic characteristics.

The psychological and social health beliefs and attitudes of the female adolescents or the
dependant variables were measured by 46 items instrument that reflected three broad
categories subdivided into 8 dimensions: 18 items reflect the adolescents’ health beliefs
and attitudes toward their psychological health as one dimension, which includes two sub

dimensions; 11 items reflect the cognitive dimension, while 7 items reflect the emotional
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dimension. 20 items reflect the adolescents’ health beliefs and attitudes toward their
social health as one dimension, which includes three sub dimensions; 8 items related to
family, 7 items related to school, and 5 items related to society; the last dimension is
related to participants’ stance on the Palestinian societal norms and values toward young

girls.

The Solomn-4 group design employed in this study assigns different conditions for the
groups participating in the study. These groups were denoted as follows: (1) P+ I group is
the experimental group that received pre-test, intervention (health educator sessions) and
post-test, (2) I group is the experimental group that received intervention and post-test but
did not receive the pre-test, (3) P group is the control group that received the pre-test and
the post-test but of course not the intervention, and (4) C group is the control group that

received neither intervention nor pre-test, but only the post-test.

The t test was utilized to compare differences between two group means at pre-test to
assess for equality of the groups at the onset of the experiment. Also to compare for
differences between each two groups on the post-test for effects of pre-test, the health
educator intervention, and for the pre-test intervention-interaction for all assigned groups,
and to compare the pre-test with the post-test for the same groups to test for intervention

effects. The t test of significance of means is a statistical technique used to assess the

difference between the means of two groups.

The scoring was obtained for each item on the individual level, which then was obtained
at the group level. Kvalem, et. al. (1996) suggested a prerequisite for studying the
difference between intervention and control groups at post-test, in that the groups possess
the same characteristics at the time of pre-test including the socio-demographic variables.
To make sure that the groups were homogenous and possessed the same characteristics

comparisons of the socio-demographic variables will be presented first.

6.2 A comparison of the participants’ socio-demographic
Variables at pre-test and post-test

The information about the socio-demographic variables for pre-test (pre-intervention

data) was collected from 65 ninth grade participants aged 14-17 years from two schools;
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Betunia the first experimental school (P+]), and BirZeit the first control school with pre-
test (P). The same information about the socio-demographic variables for post-test was
collected from 132 tenth grade participants; 61 participants from the same two pre-tested
schools, and 61 from Al-Bireh the second experimental school (I) and Silwad the second
control school at post-test. The dropout rate at post-test for the two pre-tested schools was
6.2%. It is worth mentioning that the field study was conducted in April 1999 and April

2000 before September 2000, the initiation of the current Intifada.

The mean age for the two groups at pre-test was 14.8 years while at post-test was 15.6
years for the four groups under study. The female adolescents under study falls under the
mid adolescent stage (14-16 years), this stage is characterized by a need to establish
sexual identity in a comfortable manner that is consistent with internalized values and
high level of self-consciousness (Whaley and Wong, 1999). At this critical stage of life,
young women and adolescents face vital decisions regarding education, work, and
marriage and having children. Their decisions are tempered by their social and economic

circumstances and influenced by family members as well as their society.

6.6% of participants were engaged and 93.4% were single at pre-test compared to 6.3%
and 93.7% at post-test. The school system in Palestine requires the students to stay single

or engaged in order to continue her education otherwise there will be no place for her.

There are two points worth mentioning concerning the two pre-tested schools; firstly that
the two pre-tested schools were not significantly different, thus any socio-demographic
differences in the two schools did not seem to lead to different scores, and secondly that
the numbers involved in these two schools would be insufficient to undertake further

splitting of groups. Therefore, the data presented for the socio-demographic variables

were for the two schools together.

Place of residence
Table 6.2.1 indicates the distribution of the students by their residential area where 46%

of participants live in cities at pre-test compared to 58% at post-test, 54% live in villages

at pre-test compared to 40% at post-test, and only 3.2% lives in camps. It is noteworthy
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that the two pre-tested schools were located in BirZeit and Betunia, small towns that
recruits a large number of the surrounding villages. At post-test beside the two pre-tested
schools, there are two other schools, one in Al-Bireh city that recruits the largest number
of students in the study sample, and the other one is Silwad which is considered a small
town too and recruit students from surrounding villages. These details were explained in

the methodology chapter.

Table 6.2.1 the participants’ residential areas in

frequencies and percentages at pre-test and post-test

Pre-test "N % | Post test ‘N %
City 28 46% City 73 58%

Village 33 | 54% | Village | 49 | 40%
Camp - - Camp 4 3.2%

Family type
Table 6.2.2 indicates the participants’ family type, where 91.8% of participants at pre-test

and 90.5% at post-test live within a nuclear family, 6.6% and 6.3% live within extended
family form. These figures support Abu Dayya (2000) who highlighted the gradual
change of the Palestinian families from the extended family form to a nuclear family
form. The Palestinian Central Bureau of Statistics (1999) indicates that 7.7% of
households are headed by a female; this sample represents 1.6% and 3.1% of participants

who live within female-headed family.

Table 6.2.2 the participants’ family type in frequencies

and percentages at pre-test and post-test

Vo Pretest [TNT % “Posttest TN %
Nuclear 56 91.8% Nuclear 114 90.5%
Extended 6 6.6% Extended 8 6.3%
Single 1 1.6% Single 4 3.1%

The participants’ fathers’ jobs
Table 6.2.3 indicates occupation of the participants’ fathers. The distribution of jobs for

being businessmen and employees has ranged similarly for both groups at pre-test and

post test. 3.3% of the fathers were professionals at pre-test compared with 17.3% at post-
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test, 37.7% worked as labourers at pre-test compared to 22% at post-test. 9.8% at pre-test
and 16.5% at post-test indicated others category such as drivers, work in agriculture or
factories or have small shops. The differences in job distribution may reflect the
residential areas where the range of participants who lived in villages at pre-test was

more than those who lived in urban areas as indicated earlier in table 6.2.1.

Table 6.2.3 the participant fathers’ jobs in frequencies

and percentages at pre-test and post-test

o S Pre-test (61 | . Post-test (116
- Job . |% - participants) = " participants)

_ . ‘ No - % 4 No | " %
Professional 2 33 22 17.3
Businessman 17 279 26 20.5
Office/employee 13 213 30 23.6
Laborer 23 37.7 28 22
others 6 9.8 10 16.5

The participants’ mothers’ jobs
Table 6.2.4 indicates occupation of the participants’ mothers’ jobs. 80.8% of mothers at

pre-test and 80.2% at post-test were housewives. Around 20% in both samples has
worked outside their homes, of these 3.3% and 8.7% were office workers (secretaries),
1.6% at pre-test and 3.2% at post-test were professionals such as school teachers, nurses
or work with women groups committees. 14.8% indicated others at pre-test compared

with 7.9% at post-test. Those mothers worked in child care facilities, house keepers or

domestic service, and in small factories.

Table 6.2.4 the participant mothers’ jobs in frequencies

and percentages at pre-test and post-test

Office/employee 2 33 11 8.7
Housewife 49 80.8 101 80.2
Others 9 14.8 10 7.9
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The educational level of the participants’ parents

Table 6.2.5 indicates the educational level of the participants’ parents’ at pre-test
compared with post-test. For fathers; 29.5% had finished 12 years of schooling (Tawjihi)
at pre-test compared to 25.8% at post-test. 21.6% completed 7-9 years compared to
17.8% at pot-test. 23% hold a diploma or bachelor degree compared to 19.4 % at post-
test, and 3.2% compared to 4% holds a master degree. 17.9% compared to 20.1% spent
less than 6 years at elementary school. Thus, the figures obtained for the education of the

participants’ fathers at pre-test and post-test were almost similar.

Table 6.2.5 Comparison between the educational levels

of the participants’ parents at pre-test and post-test

Number of | Participants’ | Participants’ | Participants’ | Participants’.
.. yearsin ' |' fathersat | fathersat | -mothersat [ mothersat
" “school © | - Pre-test . | Post-test .|  pretest . [.. Post-test .

0-4 13 4 19.8 10.4

5-6 4.9 16.1 11.5 14.4

7-9 21.6 17.8 213 20.6

10-11 4.8 13.9 3.2 20

12 29.5 25.8 36 25.6

14-16 23 19.4 8.2 S

18 32 4 -- 4

The same table indicates the differences in the educational level at pre-test compared
with post-test for the participants’ mothers. 36% of the mothers had finished 12 years of
schooling (Tawjihi) at pre-test compared to 25.6% at post-test. 21.3% completed 7-9
years compared to 20.6% at post-test. 8.2% at pre-test compared to 5 % at post-test hold a
diploma or bachelor degree, and 4% hold a master degree at post-test only. 11.5%
compared to 14.4% who spent less than 5- 6 years at elementary school. 19.8% at pre-test
compared to 10.4% were illiterate, in the sense that they spent 4 years and less at
elementary school. The large figures given for those who finished less than 11 years of
schooling is higher than the PCBS (1997) and MOH/Annual Report (2000) figures, who
indicated that the girls school dropout was 8.5% for the year of schooling. This also
supports the phenomenon of early marriage that occurs at an age of less than 18 years in
the Palestinian society (UNRWA 1993, Sansour 1995, & NSHP 2000). The given figures

indicate that education of the participants’ mothers’ at pre-test and post-test were similar.
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A comparison between the participants’ parents’ education at higher educational level
indicates a large difference. 26.2% of fathers vs. 8.2% of the mothers at pre-test, and
23.4% of the fathers vs. 9% of the mothers at post-test held diplomas, bachelor or masters
degrees. Similarly, comparison at lower educational level indicates a large difference in
favor of the fathers too, where 13% of fathers versus 19.8% of mothers at pre-test, and
4% of fathers versus 10.4% of mothers at pos-test were illiterate. This supports the PCBS

(1997) and MOH Report (2000) that the educational achievement for Palestinian females

is lower than for males.

The family size of the participants at pre-test
Figure 6.1 presents the family size of Betunia and BirZeit participants; the family

members ranged from 2-14 members. These families are divided as: 21.3% are composed
of 7 members, 19.7% are composed of 8 members, 16.4% are composed of 10 members
and 13.1% are composed of 9 members. The findings obtained indicated that 70% of the

Participants’ families of the two pre-tested schools are composed of 7 members and more

and 30% are composed of less than 7 members.

Figure 6.1: The family size of participants at pre-test

30
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how many are your family members

Figure 6.2 presents the family size of all participants at post-test; the family members
ranged from 3-16 members. 26% of the participants’ families are composed of 7
members, 18.1% are composed of 9 members, 15.7% are composed of 8§ members and

12.6% are composed of 10 members. The findings obtained indicated that 72% of the
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Participants’ families of the four groups at post-test are composed of 7 members and

more and 28% are composed of less than 7 members.

Figure 6.2: The family size of participants at post-test
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It is very clear that the majority of the Palestinian families are large; 70% at pre-test and
72% at post-test are composed of more than 7 members. Children in the Palestinian
society are considered the grace of life, and to wish someone happiness is to wish them
children, especially sons. In a society like Palestine where struggle for survival, and
where an insecure future prevails, children are considered so important and essential for
the survival of their land and identity, and most importantly they are the source of

security for the future of their parents.

Summary of the socio-demographic findings

To summarize the findings of the participants’ socio-demographic variables, the
following general characteristics of the study sample were recognized and compared to

Palestinian statistics and studies from different reports.

» Over 90% of the participants were single when they were at age of 15.6 years; it is a
sign for having the girls to get married later. The report of ICPD (Jan, 2004) indicated

that early marriage still a phenomenon in the Palestinian society despite the increased

median age at first marriage.
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» The majority of the households were made up of more than 7 members as indicated

earlier; it was around 70% for all groups. 90% of these families were made up of nuclear
families, and 3.5% of the participants lived within female headed families. This number
of female headed families has reached 12.3% in the Palestinian households as been
indicated by the PCBS (2002). This rise of the single female families appears as a result
of widowhood or migration-immigration of the husbands, as well as husband’s
imprisonment, martyrdom, or deportation for primarily political reasons as reported by

the ICPD (2004).

» The participants’ families were distributed almost equally in the villages and cities in
Ramallah district. Two third of Betunia and Al-Bireh participants lived in the cities vs.
two third of BirZeit and Silwad participants lived in villages. The mothers’ participation
in the labour force was 18% as an average for the four groups vs. 82% of being
housewives. The level of women participation in the labour force is higher than that of
the ICPD report which indicated that only 10.4% of Palestinian women are working. This

is also an indicator for the drop in the unemployment rate for both males and females

since the beginning of current Intifada in Sept. 2000.

» As noted from the data given, the highest range of parents ended 12 years of education
or the General Secondary Certificate Examination (GSCE or "Tawjihi"), this explains the
meaning to have a "Tawjihi" in Palestine. Tawjihi is considered a turning point in the
individuals’ life and a serious decision related to their future plans. In Palestine,
admission to university is conditioned by the Tawjihi grades. For families with financial
problems, the priority for university education is for boys. For many Palestinian families

it is an appropriate time for their girls to get married (Mansour, 1999).

The educational level of the parents of four groups indicated a major gap between the
fathers and mothers attainment of higher studies; it was average of 20% for fathers vs.
5.5% for mothers. The other gap was evident for parents who studied 6 years and less; it
was an average of 16% of the mothers compared to 9.2% of the fathers. These figures
support Gaicaman and Johnson (2002) survey which indicated that men have lower level

of illiteracy and higher level of post secondary education than women.
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Thus the findings of the Socio-demographic data presented shows that the four groups

were similar and homogenous in their characteristics, and thus meet the requirement for

equality.

6.3 Analysis of the psychological and social variables

The comparisons of the psychological and social health beliefs and attitudes of the
assigned groups before and after intervention and between post-tests of experimental and
control groups were obtained by the use of the t test of significance. The independent
samples t-test was used to compare the means of two groups for the same variables either
at pre-test or at post-test, and the paired sample t-test analysis was used to compare the
means of the same group for the same variables at pre and post-test. The t-test for equality
of means has identified the t. value, the degree of freedom (DF), the 2 tailed significant-

tests (P value), the mean difference, standard error difference and the 95% confidence

interval of the difference.

The results are presented for all comparisons of assigned conditions in two parts: @ at
pre-test to assess for the groups equality prior to health educator intervention effect, and
@ at post-test to assess for the effect of the health educator intervention, and for the effect
of pre-test, and for the effect of pre-test-intervention interaction. The results are presented
in tables to clarify the number of students in each group, means, the t test and P value of

significance, and mean difference for each dimension analyzed. (See Appendix J for all

details of the tables of t test).

6.4 Comparisons of the psychological and social health
Beliefs and attitudes at pre-test

Since the individual students were not randomly assigned to different conditions, but the
groups as a whole were randomly assigned to different conditions, comparisons of pre-
tested groups was made to make sure that at least the two groups under study are equal in
their psychological and social beliefs and attitudes. Another comparison was made
between the two pre-tested schools and the post-test of Silwad, (the control group which
received only post-test) to make sure that the three schools were not significantly

different and thus meet the criteria for equality prior to any manipulation required by the
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research design. Therefore comparisons were made: @ between the two pre-tested groups
in Betunia, the first experimental group (P+I) and BirZeit the first control group (P) as
indicated in table 6.4.1, @ comparison between Betunia group (P+I) and Silwad (C), and

® comparison between BirZeit (P) group and Silwad (C) group for the same purpose.

1. Comparison of subject responses in Betunia School (P+I group) and BirZeit (P
group) the at pre-test
Table 6.4.1 presents a comparison of the results obtained at pre-test between subjects
in Betunia group (P+I) and subjects in BirZeit group (P) for the 8 dimensions of their
psychological and social health beliefs and attitudes. The results of the two groups did
not show any significant difference for any of the dimension of the variables, which
means that the student's in both schools were similar in their responses on the items
that measure the psychological and social beliefs and attitudes before they were

introduced to the intervention of the health educator.

Table 6.4.1: A comparison of subjects’ responses in Betunia School (P+I Group)
With subjects in BirZeit School (P Group) at pre-test

Dimensions Schools No. | Mean | t. Value | Sig.(2-tailed)

Psychological items- pre test | Betunia 31 45.10 1.129 263
BirZeit 29 43.21

Cognitive items-pre test Betunia 31 32.13 1.003 320
BirZeit 30 30.97

Emotional items-pre test Betunia 31 18.94 1.250 216
BirZeit 30 17.40

Social items- pre test Betunia 29 48.72 | 358 722
BirZeit 29 48.10

Family items-pre test Betunia 31 19.90 | -.805 424
BirZeit 28 20.61

School items-pre test Betunia 31 16.94 1.049 .298
BirZeit 30 16.10 ’

Society items- pre test Betunia 31 12.06 | 1.130 263
BirZeit 30 11.20

Perception items-pre test Betunia 31 19.42 | -.181 857
BirZeit 30 19.50

2. Comparison of subjects’ responses in Betunia School (P+I group) and Silwad (C

group) the at post-test
Comparison was made between Betunia group (P+I) and Silwad (C) group at post-

test, the group that received neither pre-test nor intervention, to identify for any
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differences between variables prior to intervention. The mean score of each variable
obtained for Silwad lies within the range mean +/- two standard errors of the mean of
each corresponding variable for Betunia, showing evidence that they are not

meaningfully different. (Please refer to Appendix J for t test analysis, table 6.4.2).

Comparison of subjects’ responses in BirZeit School (P group) and Silwad (C
group) the at post-test

Comparison was made between BirZeit group (P) and Silwad (C) group at post-test,
the group that received neither pre-test nor intervention, to identify for any differences
between variables for both schools which did not receive any intervention. The mean
score of each variable obtained for Silwad lies within the range mean +/- two standard
errors of the mean of each corresponding variable for BirZeit, showing evidence that
they are not meaningfully different. (Please refer to Appendix J for t test analysis,
table 6.4.3). It was not possible to assess Al-Bireh (I) the second experimental group

which did not receive the pre-test. However, the assumption made is that this group is

similar to the other three groups.

These statistical measures allowed for comparisons between the three groups which
indicated similarity and resemblance in their psychological and social health beliefs
and attitudes. This similarity have allowed for interpretation of the results obtained at
post-test between the different groups for the health educator intervention effect, the

pre-test effect or the pre-test-intervention interaction effect.

6.5 Comparisons of the psychological and social health beliefs
and attitudes at post-test

Comparisons between the groups at post-test were made to assess the results for the

effectiveness of the health educator intervention, for the effects of the pre-test, and for the

effects of the pre-test intervention-interaction on the psychological and social health

beliefs and attitudes at post-test. Two statistical measures were made for the same

variables in the same group at pre and post-test for the two pre tested schools; to compare

for the effects of intervention and pre-test on subjects in Betunia school, the first
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experimental group (P + I) and to compare for the effects of pre-test on the subjects in

BirZeit School, the first control group (P).

Also other 6 statistical comparisons were made at post-test between each two groups
assigned under the different conditions mentioned earlier and lastly, comparison for the
mean differences for the four groups is presented. The post-test measures for the
adolescents’ psychological and social health beliefs and attitudes at post-test were

obtained by repeating the same questionnaire given at the pre-test.

1. Comparison between the scores at pre-test and the scores at post-test for subjects in
Betunia School the first experimental group (P+I)
Table 6.5.1 indicates a comparison between the scores obtained for subjects in
Betunia School (P+I Group) at pre test and at post-test, in which these subjects have
received the pre-test and health educator intervention. The analysis show a significant
difference for all psychological items together at t test = -8.6 and P value <0.001, and
for both the emotional and cognitive dimensions at T = -3.7, P= .001, T=-2.4, P= .02
respectively. This indicates that the subjects were either responsive to the health
educator intervention, or the pre-test, or both, the pre-test and intervention both
interacting together which may have an effect on their cognitive and emotional beliefs
and attitudes. Also there was a significant difference between pre-test and post-test for
the subjects' perception of their society as the results indicate a t test = -3.5 and P
value = .002. Yet there was no significant difference between the pre-test and post-
test for all social items including the family, school, and society dimensions. To
modify or change a social beliefs and attitudes is not an easy task because of their
relatedness and more likely their connectedness with other's beliefs and attitudes
(Lehman, 1991). Since these students do not live in a vacuum, the influence of health

education in school can be quite significant, if its effects ultimately spread to family

and to society in general.
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Table 6.5.1: A comparison of the subjects’ responses in Betunia
School (P+I Group) at pre test and at post-test

Psychological items: pre-test-post-test
57.06

Cognitive items: pre-test-post-test 31 3213 | -3.664 | .001
35.81

Emotional items: pre-test-post-test 31 18.94 -2.428 | .021
21.26

Social items: pre test-post-test 29 48.72 1.553 132
50.62

Family items: pre test-post-test 31 1990 | -1.460 | .155
21.00

School items: pre test-post-test 31 16.94 | .516 610
17.32

Society items: pre test-post-test 31 12.06 | -.306 762
12.23

Perception items: pre test-post-test 31 19.42 | -3.479 | .002
21.35

2. Comparison between the scores at pre-test and the scores at post-test for subjects in
BirZeit School, the first control group (P)
Table 6.5.2 indicates a comparison between BirZeit School subjects (P Group) at pre-
test and at post-test, in which these subjects received pre-test only. The analysis
shows a significant difference between the pre and post-tests for the psychological
items all together at t-test of -7.137 and P value <0.001, as well as for both the
cognitive and emotional dimensions at t test =-2, P= .05, T= -3 & P= .006
respectively. This means that the pre-test may have an effect on their cognition and
emotional beliefs and attitudes. Also, there was a significant difference between the
pre and post-tests for the subjects’ perception of their society as the results indicated a
t-test -3.124 and P value= .004. Yet there was no significant difference between the

pre-test and post-test for all social items including the family, school, and society

dimensions.

The results for this control group are similar to the results of the experimental group
P+], suggesting that the change in the post-test may be resulting from the pre-test and

not the intervention or the interaction between pre-test and intervention.
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Table 6.5.2: A comparison of the subjects’ responses in BirZeit
School (P Group) At pre test and at post-test

Psychological ems: pre-test-post-test

Cognitive items: pre-test-post-test -2.030 | .052
Emotional items: pre-test-post-test -2.977 | .006
Social items: pre test-post-test 1.088 286
Family items: pre test-post-test -1.175 | .250
School items: pre test-post-test 524 .604
Society items: pre test-post-test -424 675
Perception items: pre test-post-test -3.124 | .004

In order to figure out what is making the change in both of these group’s post-tests, a

further comparison for the mean differences has to be made

3. Comparison between the post-test scores for subjects in Betunia School, the first
experimental group (P+I), and the post-test scores for subjects in BirZeit School,
the first control group (P).

Comparisons of the subjects’ responses of Betunia (P+I), the first experimental group,
with the subjects’ responses of BirZeit (P) the first control group, in which the health
educator intervention was the only difference between the two groups at post-test
would point to the intervention effect and/or to pre-test intervention interaction effect.
The interaction relate to the subjects in Betunia group only, because it received pre-
test and intervention and both could have lead the participants to be affected more
than other groups as the results indicate. The results indicated a significant difference
for the psychological items at T-test =2.8 and P. value =.006, and for the cognitive
dimension only at T-test =3.08 and P. value = .003. No significant difference was
found for the emotional dimension, or any of the social and perception dimensions as

indicated in table 5.5.3. The difference for the intervention group could be related to
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the health educator's approach as enablers and teacher. The direct instruction and
participation of the students in the content discussed during the educational sessions
may have allowed the students to learn, discover, and set up opportunities to discuss
feelings and challenges, and thus, have an effect on their cognition. Also, the
possibility of the effect of the pre-test-intervention interaction for the experimental
group has added more information and made this difference on the subject's

psychological and cognitive dimensions.

However, in order to distinguish between these two effects, further comparisons

between the two experimental groups would be performed.

Table 6.5.3: A comparison of subjects in Betunia School (P+1 Group)
With subjects in BirZeit School (P Group) at post-test

TN : ~ | Sig.(2- | -Mean -
LR _Dnm.envs,l/o_ns o Schools | No. | Mean | t. Value tagile ) '| . Difference -
Psychological items-post-test | Betunia 31 57.06 |2.824 .006 3.63
BirZeit 30 53.43

Cognitive items--post-test Betunia | 31 35.81 | 3.08!1 .003 261
BirZeit 30 33.20

Emotional items--post-test Betunia 31 21.26 1.295 .200 1.02
BirZeit 30 20.23

Social items- -post-test Betunia | 31 50.47 | 1.233 222 1.24
BirZeit 30 49.50

Family items--post-test Betunia 31 21.00 |-.629 532 -42
BirZeit 30 21.43

School items--post-test Betunia 31 17.52 | 1.503 .138 .95
BirZeit 30 16.57

Society items--post-test Betunia | 31 12.23 1.528 132 73
BirZeit 30 11.50

Perception items--post-test Betunia 31 21.35 | .19%4 .847 .12
BirZeit 30 21.23

Comparison between the post-test scores for subjects in Betunia School, the first
experimental group (P+I), and the post-test scores for subjects in Al-Bireh School,
the second experimental group (I).

Table 6.5.4 indicates a comparison between subjects in Betunia (P+I), the first
experimental group with subjects in AL-Bireh (I), the second experimental group
which did not receive a pre-test, but both groups have received the health educator

intervention. The analysis shows no significant difference between the two groups
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except for a little bit of difference in psychological items all together, but not each
dimension alone although they are close to significance, which points to the added
effect of the interaction over and above that of the intervention. It also indicates

methodological consistency in terms of the health educator intervention.

Table 6.5.4: A comparison of subjects in Betunia School (P+I Group)
With subjects in Al-Bireh School (I Group) at post-test

.. Dimensions | Schools | No. |-Mean | t Value [ Sig.(2- | Mean
Rl e e e e tailed) | Difference
Psychological items- post-test | Betunia | 31 57.06 2.406 .019 2.83
Al-Bireh | 39 54.23

Cognitive items- post-test Betunia | 31 35.81 1.861 .067 1.21
Al-Bireh | 40 34.60

Emotional items- post-test Betunia | 31 21.26 1.870 .066 1.65
Al-Bireh | 41 19.61

Social items- post-test Betunia | 31 50.74 | -422 675 -45
Al-Bireh | 37 51.19

Family items- post-test Betunia | 31 21.00 | 1.917 .059 1.31
Al-Bireh | 39 19.69

School items- post-test Betunia | 31 17.32 ] -.649 518 -42
Al-Bireh | 42 17.74

Society items- post-test Betunia | 31 1223 [ -1.922 .059 -90
Al-Bireh | 40 13.13

Perception items- post-test Betunia | 31 21.35 | .603 .549 38
Al-Bireh | 42 20.98

Comparison between the post-test scores for subjects in Betunia School, the first
experimental group (P+I), and the post-test scores for subjects in Silwad School,
the second control group (C).

Table 6.5.5 indicates a comparison between subjects in Betunia School (P+I group)
with subjects in Silwad School (C group), the subjects that did not receive the pre-test
or the intervention. It is important to remember the pre-test of Betunia was not
significantly different than the post-test of Silwad, thus any difference between the
post-tests of these two groups would indicate the presence of the three effects; pre-
test, intervention and pre-test-intervention-interaction. The analysis shows a
significant difference for the psychological items all together at t test= 9.5 and P
value <0.001, for the emotional dimension at t test= 5.2, P <0.001, and for cognitive
dimensions at t test= 7.8, and P <0.001. Also there was a significant difference for the

subjects' responses on the social items all together at T-test =2.8 and P value=.007
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including the family and society dimensions at t test= 2.2, P= 027, and t test= 2.2, P=
.031 respectively, but there was no difference for the school items. Also a significant
difference for the subject's perception of their society at a T-test 3.4 and P value=
.001. The analysis shows a significant difference between the two groups on seven
dimensions of their psychological and social beliefs and attitudes, which means that
the effects of pre-test, intervention-interaction, was strong for Betunia group when
compared with Silwad the second control group. Note the effect of pre-test,
intervention and interaction is about 9.73 points for the mean difference which is

greater than any other two group’s comparison.

Table 6.5.5: A comparison of subjects in Betunia School (P+I group)
With subjects in Silwad School (C group) at post-test

.. Dimensions " | Schools | No. | Mean"| t. Value | Sig.(2- | .- Mean
R S R : bbb L tailed) | Difference
Psychological items- post-test | Betunia | 31 57.06 ] 9.512 <0.001 |9.73
Silwad 27 47.33
Cognitive items- post-test Betunia | 31 3581 | 7.886 <0.001 | 5.70
Silwad 27 30.11
Emotional items- post-test Betunia | 31 21.26 | 5.255 <0.001 | 4.04
Silwad 27 17.22

Social items- post-test Betunia | 31 50.74 | 2.803 .007 322
Silwad 27 47.52

Family items- post-test Betunia | 31 21.00 | 2.267 .027 1.56
Silwad 27 19.44

School items- post-test Betunia | 31 17.32 | .589 558 43
Silwad 27 16.89

Society items- post-test Betunia | 31 12.23 2.208 .031 1.04
Silwad 27 11.19

Perception items- post-test Betunia | 31 2135 | 3.398 001 2.43

Silwad 27 18.93

6. Comparison between the post-test scores for subjects in Al-Bireh School, the
second experimental group (I), and the post-test scores for subjects in BirZeit
School, the first control group (P).

Table 6.5.6 indicates a comparison between of subjects in Al-Bireh School (I group),
the group that received the health educator intervention only, with subjects in BirZeit
School (P group), and the group that received the pre-test only. The analysis shows a
significant difference for the family dimension at t test= -.47 and P value=.016 in

favour of the group in BirZeit school. A significant difference was found for the
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school dimension at t test= 2.05 and P value= .044, and for society dimensions at t
test= 3.12 and P value= .003 for the intervention group in Al-Bireh in favour of the
experimental group. The analysis also shows no significant difference between the
two groups on all items related to their psychological beliefs and attitudes, also there
was any difference for the perception items too. The scores obtained at post-test for
the psychological items for subjects in BirZeit the pre-tested group (P), are similar for
the scores obtained for the intervention in Al-Bireh, assuming that Al- Bireh subjects
are similar to the other three group's subjects. Note that the intervention effect for the

psychological items score is about .80 points, and for cognitive items = 1.40 points.

Table 6.5.6: A comparison of subjects in Al-Bireh School (I group)
With subjects in BirZeit School (P Group) at post-test

- Dimensions -~ | Schools | No. | Mean | t. Value | Sig.(2- .| .Mean

) GO AL I : 1 o tailed) ' | Difference

Psychological items- post-test | Al-Bireh 39 54.23 602 .549 .80
BirZeit 30 53.43

Cognitive items- post-test Al-Bireh 40 3460 | 1.766 .082 1.40
BirZeit 30 33.20

Emotional items- post-test Al-Birch 41 19.61 | -.702 485 -.62
BirZeit 30 20.23

Social items- post-test Al-Bireh 37 51.19 | 1.591 116 1.69
BirZeit 30 49.50

Family items- post-test Al-Bireh 39 19.69 | -2.476 016 -1.74
BirZeit 30 21.43

School items- post-test Al-Bireh 42 17.74 | 2.049 .044 1.27
BirZeit 30 16.47

Society items- post-test Al-Bireh 40 13.13 | 3.122 .003 1.63
BirZeit 30 11.50

Perception items- post-test Al-Bireh 42 2098 | -405 .687 -.26
BirZeit 30 21.23

Comparison between the post-test scores for subjects in Al-Bireh School, the
second experimental group (I), and the post-test scores for subjects in Silwad
School, the second control group (C).

Table 6.5.7 indicates a comparison between of subjects in Al-Bireh School (I group),
the group that received the health educator intervention only, with subjects in Silwad
School (C group), and the group that did not receive pre-test or intervention. The
analysis shows a significant difference between the two groups for all items related to

their psychological beliefs and attitudes at t test =6 and P value <0.001, for cognitive
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dimension at t test= 6.4 and P <0.001, for the emotional dimension at t test= 2.7 and
P=.009. For the perception items at t test= 2.9 and P value=.005, and at the social
items at t test=3 and P= .003 including the societal dimension at t test=3.6 and P
<0.001 and no difference in school and family dimensions. But all in all the results
shows a significant difference between Al-Bireh, the first experimental group, and
Silwad, the second control group. The difference in the scores obtained at post-test
could be related to the health educator intervention in Al-Bireh, the second
experimental group when compared with the second control group, and that the
intervention really made a difference on the subject's psychosocial beliefs and
attitudes. Note that this intervention effect for the psychological scores is about 6.90

points for all psychological items and 4.49 points for the cognitive items.

Table 6.5.7: A comparison among Al-Bireh School (I Group) at post-test
With Silwad School (C Group) at post-test

- Dimensions - -~ | 'Schools :| No. | Mean | t. Value | Sig.(2- [* ' Mean = -
L ‘ ~ | tailed) | Difference
Psychological items- post-test | Al-Bireh 39 54.23 5.997 <0.001 6.90
Silwad 27 47.33
Cognitive items- post-test Al-Bireh | 40 3460 | 6.432 <0.001 | 4.49
Silwad 27 30.11
Emotional items- post-test Al-Bireh | 41 19.61 |{2.674 .009 2.39
Silwad 27 17.22
Social items- post-test Al-Bireh | 37 51.19 | 3.087 .003 3.67
Silwad 27 47.52
Family items- post-test Al-Bireh | 39 19.69 | .349 728 .25
Silwad 27 19.44
School items- post-test Al-Bireh | 42 17.74 | 1.205 232 .85
Silwad 27 16.89
Society items- post-test Al-Bireh | 40 13.13 | 3.672 <0.001 1.94
Silwad 27 11.19
Perception items- post-test Al-Bireh | 42 20.98 |2.888 005 2.05
Silwad 27 18.93

Comparison between the post-test scores for subjects in BirZeit School, the first
control group (P) and the post-test scores for subjects in Silwad School, the second
control group (C).

Table 6.5.8 indicates a comparison between of subjects in BirZeit (P group), the
group that received the pre-test only, with subjects in Silwad School (C group), the

group that did not receive pre-test or intervention. The analysis shows a significant
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difference between the two groups for all items related to their psychological beliefs
and attitudes including both the cognitive and emotional dimensions at t test =4.904
and P value <0.001, and for the perception items at t test= 3.197 and P value=.002,
but no significant difference for the social items including the societal and school
dimension except for a little bit of difference in the family dimension. But all in all
the results shows a significant difference between BirZeit, the first control group, and
Silwad, the second control group. This difference in the scores obtained at post-test
could be related to the pre-test since it was the only difference between the two
control groups, and that the pre-test really made a difference on the subject's
psychosocial beliefs and attitudes. Note that the pre-test effect is about 6.10 points for

all psychological items and 3.09 for the cognitive items.

Table 6.5.8: A comparison among BirZeit School (P Group) at post-test
With Silwad School (C Group) at post-test

imensions -~ |- Schools.| No. | Mean | t Value | Sig.2- [ Mean
- o e bt o tailed) | Difference
Psychological items- post-test | BirZeit | 30 53.43 | 4.904 <0.001 6.10
Silwad | 27 47.33
Cognitive items- post-test BirZeit | 30 33.20 | 3394 .001 3.09
Silwad | 27 30.11
Emotional items- post-test BirZeit | 30 20.23 | 3.925 <0.001 | 3.01
Silwad | 27 17.22
Social items- post-test BirZeit | 30 49.50 | 1.726 .090 1.98
Silwad | 27 47.52 .
Family items- post-test BirZeit | 30 2143 | 2.794 .007 1.99
Silwad | 27 19.44
School items- post-test BirZeit | 30 16.47 | -.598 .553 -.42
Silwad | 27 16.89
Society items- post-test BirZeit | 30 11.50 | .578 .565 31
Silwad | 27 11.19
Perception items- post-test BirZeit | 30 21.23 1 3.197 .002 231
Silwad | 27 18.93

9. Comparison of the mean differences for all subjects under the different assigned |

conditions
Table 6.5.9 presents four comparisons between the mean differences for all subjects

under the different assigned conditions; it also allows the reader to observe the

differences in the scores obtained for all groups at post-test at one time:
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1. Comparison between subjects in Al-Bireh School (I group), the group that received
the health educator intervention only, with subjects in BirZeit School (P group), the
group that received the pre-test only. The mean difference obtained between the two
groups for the intervention effect = .80 points on the psychological dimension, and
1.40 points for cognitive dimension. This means that the intervention was more
effective than the pre-test by .80 points and 1.40 points respectively, on the

adolescents’ health beliefs and attitudes toward their psychological development.

Comparison of the subjects in the pre-test, the intervention, and the pre-test-
intervention groups with the subjects in Silwad School (C group), the group that did
not receive pre-test or intervention, indicates and signifies the amount of differences
that each of the other three groups has made on their health beliefs and attitudes.
Therefore, the coming three comparisons are the best indicators for the size of the

difference obtained by each condition, assuming that the four groups were similar

prior to any manipulation.

2. Comparison between subjects in BirZeit (P group), the group that received the pre-
test only, with subjects in Silwad School (C group). The mean difference obtained
between the two groups for the pre-test effect is 6.10 points for the psychological
dimension, and 3.09 for the cognitive dimension. This indicates that the pre-test made
a difference on the psychological and cognitive dimensions of the subjects in P group

when compared with subjects in the C group who received nothing.

3. Comparison between subjects in Al-Bireh School (I group), the group that received
the health educator intervention only, with subjects in Silwad School (C group). The
mean difference obtained between these two groups for the intervention effect is 6.90
points for the psychological dimension, and 4.49 points for the cognitive dimension.
This indicates that the intervention made a difference on the psychological and
cognitive dimensions of the subjects in I group when compared with subjects the C
group. The intervention in difference for psychological dimensions also was greater
than the pre-test difference on the same dimension by .80 points. Note 6.90 points for

the intervention group effect, Al-Bireh - Silwad when compared to 6.10 points for the
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pre-test group effect BirZeit - Silwad. The same applies to the cognitive dimensions
difference by 1.40 points; note 4.49 points for intervention effect compared with 3.09
points for the pre-test effect. This consistent difference in the scores obtained

indicates that the subjects are influenced by intervention more than by the pre-test.

The pre-test influence is valued because it allowed the subjects to gain more
information through the testing measurement, and thus it affected their psychological

health beliefs and attitudes more positively.

4. Comparison between subjects in Betunia School (P + I group), the group that
received pre-test and intervention with subjects in Silwad School (C group). The
mean difference obtained between these two groups was greater than any previous
comparison, for the psychological items 9.73 points, for the cognitive and emotional
dimensions 5.70, and 4.04 points respectively, and for their perception of their society
dimension = 2.43 points. These greater scores could be related to the presence of the
three effects; pre-test, intervention and pre-test-intervention-interaction. This
indicates the importance of exposing the girls to pre-test, and to health educator

intervention, in which both interacting together presents a stronger influence on their

health beliefs and attitudes.

Table 6.5.9: A comparison between the mean differences for the three groups with
Silwad (C Group), and for Al-Bireh/BirZeit at post-test

Psychological items

Cognitive items 1.40 3.09 4.49 5.70
Emotional items -.62 ‘ 3.01 2.39 4.04
Social items 1.69 1.98 3.67 3.22
Family items -1.74 1.92 25 1.56
School items 1.27 -42 85 A3
Society items 1.63 31 1.85 1.04
Perception items -.26 231 2.05 2.43
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Summary
This chapter presented analysis of the participants’ socio-demographic variables at pre-

test and at post test. The general characteristics of the study sample were recognized to be
similar and homogenous in their characteristics, and thus meet the requirement for
equality prior to intervention. Then comparison of the 8 dimensions of the adolescents’
psychological and social health beliefs and attitudes was made for the two pre-tested
schools Betunia (P+I) and BirZeit (P), for Betunia (P+I) at pre-test and Silwad (C) at
post-test, and BirZeit (P) at pre-test and Silwad (C) at post-test prior to intervention. It
was found that the three groups were similar and meet the criteria for equality. Equality
of the groups was important to control for the assessment of the effectiveness of the

health educator intervention or the pre-test or the pre-test-intervention interaction.

Analysis of the post intervention data was made by comparison of the 8 dimensions of
the adolescents’ psychological and social health beliefs and attitudes of the assigned
groups at pre and post intervention, and between post-tests of experimental and control
groups was obtained by the use of the t test of significance. The analysis was obtained for
each variable at group level and for each dimension which included items on

reproductive and sexual health, gender issues, psychological and social concerns.

The findings on the adolescents’ psychological items at post-test indicated a significant
difference or change in their health beliefs and attitudes. This difference was consistent
and varied according to the condition where the subjects assigned to; the pre-test, the

intervention and/or both pre-test and intervention.

The findings were also consistent in indicating no change or difference for the
adolescents’ social heath beliefs and attitudes items including the family, school, and
society dimensions, under what ever the condition they were assigned to. The social
health beliefs and attitudes do not develop in a vacuum, however the immediate
environment whether at family, school or society level exert a profound determining
influence on the adolescents’ social development. Moreover, to have influence or change
with adolescents, a comprehensive approach of health education intervention programme

including the adolescents’ societal environment is needed.
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Chapter Seven
Discussion

Introduction

This chapter includes interpretation and discussion of the study findings and their relation
with other studies. First, the chapter includes a revision of the purpose and objectives of
the study, methodology and the statistical analysis utilized, the instrument employed for
the data, data collection and analysis procedures, and limitation incorporated in the study.
Second, analysis of the socio-demographic variables is presented to give an overview of
social living of the participants and their influence on the adolescents’ psychological and
social health beliefs and attitudes are discussed. The last part includes a through
discussion of the findings and the health educator role in effecting change on the

adolescents’ health beliefs and attitudes.

7.1 Revisiting the purpose and objectives of the study

The purpose of the study was to evaluate the effectiveness of the health educator
intervention on the Palestinian female adolescents’ health beliefs and attitudes toward
healthy living in 4 public schools. In order to achieve this purpose, three objectives were
set, and three experimental steps were followed: first, pre-intervention assessment or the
pre-test; second, the health education intervention provided by the health educator; and
third, the post intervention assessment or the post-test. Thus, an experimental research
design was the choice for this study. Burn and Grove (1993) stated "experimental
research is an objective, systematic, controlled investigation, for the purpose of
predicting, controlling phenomena and examining its causality" (p.218). The t test of

significance of means is the statistical technique utilized to compare for difference

between the means of two groups.
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7.2 Methodological consideration

A quantitative experimental research methodology; the Solomon-Four group design was
chosen for this study, because it has the potential to provide the most evidence for the
strength of the association between variables, and characterized by manipulation, control
and randomization (Talbot 1995, and Salkind, 1997). The Solomon-four group design has
two experimental groups and two control groups, and the subjects are randomly assigned
to one of these groups. With randomization of the subjects, the groups can be considered
equivalent, and the impact of the experimental intervention can be easily determined
(Talbot, 1995). For this study, the effects of history and maturation were controlled for by
comparison of the dependant variables of the subjects in three groups under study at pre-
test, and prior to intervention, in which similarity and equivalency of their psychosocial
health beliefs and attitudes was indicated. Also the groups without the pre-test controlled
for the effect of testing. Analysis of the post-test scores indicated the level of influence
the health educator intervention has made on the dependant variables, the health beliefs

and attitudes of the experimental groups under study.

The results of such study can only be generalized to similar settings and populations and
this limits the external validity of the findings (Talbot, 1995). Therefore, to gain external

validity, many research studies must be conducted with different populations and under

different conditions.

The advantage of using an experimental research method involves the systematic
collection of numerical information often under conditions of considerable control, and
the analysis of that information by using statistical procedures. A quantitative data

analysis was used for the population under study.

7.3. The Instrument employed for the post intervention data collection

The instrument employed for the data collection was developed by the investigator; it
was guided by the study objectives and based on revision and modification of local and

international tools. The elements of the Stimulus-Response-Organism model, the
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theoretical framework of the study were the reference of terms for constructing the items
of the instrument. The instrument utilized was self-administered questionnaire which
contained socio-demographic variables, and 46 items reflecting the psychological and
social health beliefs and attitudes of Palestinian female adolescents’ toward their
development. For analysis purposes, and based on each item dimension, the 46 items

were subdivided into 8 dimensions.

Content validity was established through giving the questionnaire to three local experts;
one in research, and one in mental health who have examined the instrument for content,
clarity and relevance and the last one in Arabic Language for readability. The comments

made by the experts were incorporated into its final format (Appendix A).

Consistency or homogeneity of the instrument was measured by Cronbach's Coefficient
Alpha test at around .70. Pereira-Maxwell (1998) indicated this alpha represents a
respectable alpha for a newly developed scale. The items of the questionnaire were

arranged either in 4 or 3 point Likert scale; to obtain an ordinal measure of frequency of

reported beliefs and attitudes.

7.4. Adequacy of the sample size

Cluster sampling was used. The variables taken into consideration were the type of the
school (female public or governmental), the location of the school (City, town and
village), and the size of subjects withiﬂ the school. Random sampling was used to select 4
schools from 17 schools; female government schools in Ramallah District. The researcher
intended to increase the level of internal validity by having similar age groups, same sex,
similar socio-economic background, and similar educational setting. Another important
point is that the public schools are more representative of the general Palestinian female

adolescent population when compared with subjects from other school populations

(private or UNRWA schools) in Palestine.
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Talbot (1995) and Kvalem (1996) argue that the only practical way to sample subjects

when the intervention is implemented in the classroom is to use classes as sampling units.

Thus the unit of sampling was the school.

The Solomon-four group design requires large number of subjects who are available at
the same time (Talbot, 1995). The sample size must be large enough to observe for
differences in responses of the subjects of each group that was assigned to different
conditions under the experimental and control groups. Also it has to meet the
requirements for the statistical procedures techniques to be used for the data analysis.
Munro (1993) pointed that the larger the sample size is, the less error is shown. The
sample size was 132 students from the four randomized schools and the number of
students in each school has ranged from 30-42 students. The response rate was controlled
by having the students fill the questionnaire in their classes. The questionnaire that was
not completely filled was omitted from the analysis and thus the response rate was
96.2%. The investigator believes that the sample size was eventually adequate

considering the lack of financial and human resources that is usually required for the

Solomon 4 group design.

7.5 Statistical analysis and the use of t tests

There are several points to be taken into consideration when choosing the appropriate
statistical measure of the data to be ana{yzed; the research design, the research questions
and type of the data (Munro, 1993). The statistical measure for testing the difference
between two groups was chosen to meet the purpose and design of this study. The groups
under study were assigned to different conditions of manipulation (pre-test, intervention,
no pre-test, and no intervention), thus comparisons between each two group means by the
use of t test was the most appropriate statistical measure to assess for differences as a
result of this manipulation. The analysis of variance (ANOVA) was suggested and used
first for analyzing this data. This method reflected the P value for the four groups all
together, thus the differences obtained could not identify which type of manipulation had

an effect on the variables under study. The dependant variables of this study were an
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ordinal level data. The T-test requires the dependent variables to be interval or ratio leve]

data, although ordinal level data can be treated as interval level data and used in t test

analysis (Munro, 1993, p. 101).

To compare between two groups on a particular characteristic, it means whether the
groups are different or not and the larger the difference between two means the more

likely is that the t test will be significant (Munro, 1993, p. 101).

The typical t test table has the advantage of clearly presenting the means being compared
in the analysis (Appendix I). The assumption required for a valid t test interpretation is
that the groups compared are similar in their variances, and are drawn from a single

population as the case for this study population.

7.6 Limitation of the study

There are several limitations worth mentioning:

1. The fact that the Solomon-4 group design is a strong design, yet it does have some
disadvantages and limitations. The main disadvantage of this design is the amount of
time and resources required to conduct the study correctly. With the limited resources
and time required to conduct this study by the researcher, there was a delay and
modification on some of the experimental steps required for the study to be
completed. For example, for the first experimental step, the data were collected from
4 classes in each school of the two pre-tested schools. At the second experimental
step (the intervention step), only one class of the experimental schools was subjected
to health educator intervention. This change has resulted in a smaller size sample.
Therefore, larger scale research is needed that incorporates larger size sample. Yet
the results obtained have yielded information worth considering the study as
successful. Although the study has controlled for the impact of the experimental
intervention, the study results can only be generalized to similar setting and
population (Talbot, 1995).

2. Data collection was completed through a self- administered questionnaire. This

method is very effective when the purpose of the study is to obtain information about
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attitudes, knowledgé, feelings and other information that cannot be easily observed or
measured physiologically (Talbot, 1995, p.292). In this method however, the
information obtained is what is asked, so there is always the possibility that important
unknown dimensions can be overlooked

. The self-administered instrument used was developed by the researcher of this study
after a thorough revision of the literature related to the research topic and study
purpose. Most of the Palestinian studies and surveys were related to knowledge,
attitudes and practices, and the international literature was related mostly to lifestyle
profiles. This instrument is the only and the first one that was designed only for the
health beliefs and attitudes and based on the SOR model, the theoretical framework of
the study. The instrument was designed to help adolescents to respond to sensitive
questions and to allow confidentiality. Prior to administration of the instrument, pilot-
testing was conducted on 46 students, and modification of items was made
accordingly. Moreover, the researcher maintained reliability and validity of the
instrument as been described in the methodology chapter. Lehmann, (1991) stated
that "beliefs and attitudes scales are easy to administer and score, on the other hand,
they are highly susceptible to faking, and therefore any interpretation of this type of
self-report behaviour should be made accordingly” "(p.427). Moreover, attitudes
scales like any affective instrument are beset with a multitude of methodological
problems that make their interpretation dubious

. The statistical analysis was by no means an easy task to be performed. In consultation
with many academics and statisticians, and after many trials in analyzing the data; the
t test for significance of means was the last choice to be used for the present data.
This part of the study has delayed the investigator's work for a while, but by the end,
the results obtained were precise and accurate allowing the presentation of the effects
of manipulation on each group under study.

. The SOR Model, the theoretical framework of the study does not specify which type
of intervention most likely will improve an individual’s likelihood of taking
preventive health actions (Greene & Simon-Morton, 1990). Therefore, the educational

and community models from Kiger, (1995) were chosen to be the theoretical
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frameworks for the development and application of the health education programme
implemented with the experimental groups under study.

Health education requires time, resources, and consistency in education to affect the
learners (Kiger, 1995). The health education programme implemented in this study
was designed to fit the structure of the school programme and according to the time
allowed from the Ministry of Education. This may have posed some limitation on the
quantity and, thus quality of information given. Therefore, the researcher believes that
the health education sessions may have increased the student’s health information
about the topics discussed, but was insufficient to have a change in their beliefs and
attitudes. This assumption was evident by a difference of .80 points score on the
psychological items between the results obtained for the health education intervention
on the experimental groups, and scores obtained for the effect of the pre-test on the
control group for the same variables. Therefore, health education programme with
longer duration is needed to incorporate a wider range of information to meet the
needs of the adolescents and to affect their beliefs and attitudes toward healthy living.
With the large number of students in the experimental classes (30-42), participation of
students in the class discussion has allowed for positive interaction in exploration of
their feelings and opinions. For some students, this discussion may have posed some
limitation since they know each other and do not want to discuss their personal
matters and concerns openly. For example, some students have raised personal
concerns and asked for guidance and help privately after the class sessions ended.

The unsettled political and economic situation especially the school teacher’s strike,
which took place at the time of the planned educational activities, may have affected
the consistency of the programme and the retention of information of the topics
discussed earlier.

One of the most important limitations of this study worth mentioning was the lack of
studies found in the local and international literature related to the health educator
intervention effectiveness. Therefore, some difficulties have encountered the
researcher in conducting this study, which is considered a pioneer study for evaluating

the effectiveness of the health educator intervention in Palestine.
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7.7 The social and demographic characteristics

of the respondents and their families
Socio-demographic variables, altogether, present an interesting and largely realistic
overview of the cultural characteristics of the Palestinian society including prevalent
phenomena and gender relations reflected in the differential access of men and women to
available community resources including those of education, work and capital connoting

power and status.

In a sample equal to 130 girls with a mean age of 15.6 years, around 7% reported being
engaged at the time of data collection, which means that these girls would marry at young
ages each registering a new case of early marriage-a social phenomenon that was

frequently documented in a number of Palestinian studies.

Notably, the post-test phase brought about a significant change in the respondents’ place
of residence for it introduced “camps” as a new place of residence category and shifted
the sample weight more towards “cities” bringing it up to about two thirds of the total

sample. Similarly, it allowed the entry of 3.1% female-headed families on top of the 1.6%

already involved from the pre-test phase.

The noticeable growth of the “professional” fathers’ jobs category is fully congruent with
the considerable increase in the percentage of those from cities, as mentioned earlier.
More than 80% of mothers are housewives and about 8% work in domestic house
keeping or child minding, which are considered informal low-paid jobs that are

unrecognized before law. As such, women’s work rights in these cases are not

guaranteed.

The evident gap in the fathers’ jobs compared to those of mothers presents distinct
evidence on the power disparity between the two sexes. In addition, it reflects lack of
Palestinian women's involvement in the labour force and formal economy, which in turn

indicates their limited access and control of capital as a vital resource and decision-

making and power asset. In addition to their exclusion from the Palestinian development

agendas, this furthers their marginalization in society and perpetuates their low status.
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As to the investigation sought in this study, altogether this signifies a narrow vision of life
and poor social awareness and experience of mothers hampering their ability to serve as

resource and empowering figures for their daughters.

The same is reflected as in work data, educational attainment of fathers was higher than
that of mothers in all cases. However, relative to their total, within each sex category, the
highest percentages lay within the 12-years schooling category, which is observed to be
phenomenal in the Palestinian society having its roots back in the loss of land and other
properties as major security source lost as a result of the Israeli occupation of the
Palestinian Territories. Palestinians’ alternative security sources manifested itself most
evidently in the form of an utter interest in pursuing education and an exceptionally high

fertility rate reaching to 6.4 child/woman (PCBS 1997).

This later issue on fertility explains the finding registered in this study about the family
size being less than 7 in only 30% of participants of whom 91% reported living in a
nuclear family, with no significant difference between the pre-test and post-test groups.

This indicates that the talk here is about social values that make large families the norm

rather than an individual decision in the Palestinian society.

7.8 The health educator role and the intervention approaches

The intervention by the health educator aimed at strengthening the Palestinian female
adolescents’ health beliefs and attitudes toward healthy living, thus empowering them to
promote a healthy life style. The health educational components developed by the
investigator of the study has targeted the identified needs of the population under study
obtained from the pre-intervention data, and were presented in a culturally and

linguistically appropriate manner as been discussed in Chapter 4.

Those components were sequentially presented in the class sessions to help the learners to
build up their knowledge and understanding of the content being given; it started with a
revision of the physical growth in adolescence, especially the reproductive system

changes as a first step to promote the students’ understanding of the female role and
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sexual identity from psychological and social perspectives. Morton et.al (1994) indicated
that, offering accurate information regarding issues of sexual identity will enhance the
girls’ commitment toward their own solutions, and thus will lead to positive
psychological and social development. The educational and enabling community
approaches were the term of reference for implementing the educational sessions in
classes for the experimental groups. These approaches allowed the health educator to
have a greater range of choices and different ways to influence the students’ health

beliefs and attitudes in achieving the health education messages intended to be delivered

at individual and group level.

The direct instructional approach by the health educator along with the different
educational strategies implemented; the health education material given at each class
session (Appendix K), the student's participation through the use of different exercising
techniques in particular were necessary for facilitation of a sound health educational
programme. This approach allowed the participants to feel cared for, and that such an
educational opportunity is of value and could be beneficial as the results of the findings
reflected the impact of these strategies for the experimental groups on their psychological
health beliefs and attitudes. Visser et. al. (1998) argued that the health educator should
maintain a close relationship with the learners to fully understand what they have learned,
and how can they benefit from their learning to fit within their lives. Yarham (1994)
believes that teaching young people to make decisions, how to make those decisions and
encouraging them to do so in a valid way will build self-esteem and will equip them to

creatively find an acceptable role for themselves in a future full of opportunities.

The fact that the intervention was performed in 4 weeks for 90 minutes each session
where several more sessions were needed for the information required to cover the
adolescents’ health needs and concerns. This may have not provided sufficient
opportunity for discussing all the needed information as indicated in the pre-intervention
data, and during the class discussion where the students required more information and
showed interest to have more information regarding their concerns and needs than was
offered. Yet, this intervention may lead these learners to the first step in obtaining

commitment toward their health and healthy living.
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Although similarity of implementing the educational sessions was ensured for all sessions
and for the two experimental groups, the intervention methods and approaches have
influenced the students’ psychological beliefs and attitudes including the emotiona] and
the cognitive dimensions but not their social health beliefs and attitudes. These results are
supported by Kiger's (1995) explanation of the educational model approach, where
education is considered as "a means toward discovery rather toward instilling facts" (p.
34), and it emphasizes the emotional as well as the cognitive aspects of learner. The
community model approach offers the opportunity to improve human relationships and
develop problem solving skills to different groups in the society (Kiger, 1995).
Accordingly, topics of communication, enhancement of social relationships and gender
roles were discussed and presented to the learners aiming at affecting their social health
beliefs and attitudes including the family, school and societal dimensions. Yet, the results

obtained indicated no effectiveness or change for this aspect.

7.9 The effectiveness of intervention and pre-test on the adolescents’
psychological and social health beliefs and attitudes.

The school was the unit of analysis, the estimates for the programme effect differences

was obtained on all subjects in one school compared with all subjects in another school,

noting that the four schools under study were assigned to different conditions as the

Solomon-four group design, the research method of the study required. Also, the results

obtained from the health beliefs and attitude scales implemented in this study at the pre-

intervention data were useful in the health education intervention evaluation.

The research findings showed that at pre-test the psychological and social health beliefs
and attitudes or the dependent variable were similar within the 3 pair of schools: Betunia
and BirZeit, Betunia and Silwad, and thirdly BirZeit and Silwad. This similarity and
equality of the groups have allowed for interpretation of the results obtained at post-test
between the different groups and for assessment of the effectiveness of the health
educator intervention, the pre-test effect or the pre-test-intervention interaction effect.
According to Talbot (1995) with randomization of subjects to control or experimental
groups, the groups can be considered equivalent at the onset of the study. Kvalem et al.

(1996) added, a prerequisite for studying the differences between intervention and control
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groups at post-test directly was that the groups possessed the same characteristics at the
time of the pre-test. This equivalency was obtained for the control and experimental
groups in this study at pre-test, thus any difference obtained at post-test was related to the

manipulation strategies implemented for the four groups.

The major finding in this study was the effect of interaction between pre-test and
intervention on the adolescents’ health beliefs and attitudes toward their psychological
development. There may be several explanations for the appearance of this interaction
effect. One explanation may be that the interaction effect was due to repetition. The pre-
test questionnaire was filled out by the students 6 months before the intervention took
place. This may have made these students more prepared for the intervention than
students who started the intervention unprepared. Another possible explanation is that
answering all the questions in the pre-test made the students reflect more upon their own
perception of their psychological and social development. It is possible that this made
them more aware of the needs and concerns they encounter, and more receptive to the
solutions discussed during the intervention, thus making the topics of the intervention
more relevant to them personally. The interaction between pre-test and intervention was
documented in Kvalem, et.al (1996) who studied the effects of sex education on
adolescents’ use of condoms applying the Solomon-four group design. On the other hand,
prior work by Gilchrist and Schinke (1983) contradicted the findings of this study and
Kvalem's study, using the same research design to evaluate the effects of sex education

programme on adolescents, where no effect of pre-test or of interaction between pre-test

and intervention was found in their findings.

For subjects at Betunia School, the first experimental group (P+I) where the pre-test and
intervention were done, significant differences in all psychological, emotional, cognitive
and perception dimensions were registered when compared for differences between the
same group at pre-test and post-test. This explains that the pre-test and intervention made
these students more aware of the needs and concerns they encounter, and more receptive
to the solutions discussed during the intervention, thus making the topics of the
intervention more relevant to them, noting this group is the only group that was exposed

to this kind of manipulation. Conversely, no significant difference between the pre-test
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and post-test was noted for all social items including those relevant to family, school, and

society dimensions as indicated in table 6.5.1.

For subjects at BirZeit School, the first control group (P) where the pre-test done,
significant differences in all psychological, emotional, cognitive and perception
dimensions were registered when compared for differences between the same group at
pre-test and post-test. These results indicated a fact that the pre-test alone made an
influence on Birziet subjects, especially on the psychological dimension. Here questions
are raised: Was it due to repetition of answering all the questions in the pre-test made the
students reflect more upon their own perception of their psychological development?
Was it possible that repetition of answering the questions at post-test made them more
aware of the needs and concerns they encounter? Again, no significant difference
between the pre-test and post-test was noted for all social items including those relevant

to family, school, and society dimensions as indicated in table 6.5.2.

This in fact, concords well with the reality of the social structure and prevalent value
system that govern each and every member in this society including, and perhaps most
importantly these girls who are obliged to act and interact in conformity with the rules

and principles approved by society safeguarding its formal and informal institutions such

like family and school.

In the meantime, when subjects in Betunia (P+I) were compared with subjects in Silwad,
the control group (C) that did not receive neither pre-test nor intervention, differences in
the mean scores were markedly high especially in the psychological dimension with a
substantial score gap between the two sites where the highest points ever obtained for any
other comparisons made in this analysis. Interestingly, the analysis shows a significant
difference between the two groups on seven dimensions of their psychological and social
beliefs and attitudes, which means that the effects of pre-test, intervention-interaction, has
made this greater influence on subjects in Betunia group as indicated in table 6.5.5. This
presents evidence on the strong influence pre-test and intervention made on participants

demonstrating the need and good prospects for relevant health education initiatives in

future.
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Comparison between Betunia (P+]) and BirZeit (P) revealed changes that were largely
similar in spite of a major difference between the two sites wherein the first one had the
advantage of the health educator intervention. Significant differences were confined to
the psychological and cognitive dimensions only where the mean scores showed the
highest difference that was more in Betunia than in BirZeit. Again when the subjects
were only pre-tested as the case for BirZeit group, there was an influence on their
psychological dimension. This can be understood within the framework of the silence and
endurance imposed on females throughout their lives by means of the cultural definition
of femininity and gender role expectations. Within that context, self worth and being
valued by others is largely missed among girls who are trained to be timid and passive
beings of which opinions and needs are least valued and welcomed, which is against the
human nature of course. Therefore, once an opportunity was made available to them to
express their views, needs and concerns they grabbed it making best use of it, which

manifested itself in the measurement instrument used in the study.

With the health educator intervention, comparing Betunia with Al-Bireh showed but very
little difference in the psychological dimension items, a difference that proved to be
statistically significant together with another minor one on cognitive dimensions.
Considering that the pre-test was executed at Betunia, the findings are indicative of
methodological consistency of the study. In other words, the pre-test effect along with the
intervention interacting together brought this little difference for Betunia group as
indicated in table 6.5.4. Moreover, when the two experimental groups were compared
with the two control groups, an evidence of effectiveness of the health educator
intervention was indicated on one dimension (the psychological dimension). These
results concords with Elkinson and Bell (1990) study results where experimenters in the
health educator group about drug prevention programme in a Junior high school were
influenced on one variable, and indicated a moderate increase in quitting smoking, where

they suggested that booster sessions are important for maintaining and strengthening

early programme results.

Comparisons between subjects in Al-Bireh School, the intervention group (I), and

subjects in Silwad School, the control group (C) as indicated in table 6.5.7 ; and subjects
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in Birziet, school, the pre-test group (P), and subjects in Silwad school, the control group
(C) as indicated in table 6.5.8, showed the most evident differences, which were highly
significant in their majority. Here the intervention alone and the pre-test alone indicated
almost the same difference when compared with Silwad, which means both groups were

affected by the intervention and the pre-test.

At the same time, comparison between Al-Bireh (I) and BirZeit (P) showed minimal
differences between the two communities, as indicated in table 6.5.6. For the first is a city
of which schools admit mostly city girls and the second is a town of which the school
admits girls from surrounding villages with the later being more conservative and passive
and the former being more open and proactive. The fact that this comparison in specific
registered the least significant difference which may indicates the effect of an undetected
confounding variable. Or the pre-test was that much effective for BirZeit group as
indicated for the same group when compared at post-test. This means that a more

thorough methodology needs to be employed for further investigation.

A comparison between mean difference between BirZeit- Silwad for pre-test and Al-
Bireh-Silwad for intervention clearly shows a difference of .80 points for the
Psychological items presenting evidence on the intervention influence as introduced at
Al-Bireh. Considering the health educator intervention influence on the psychological
aspect of the learners, one has to consider a more through intervention to have a longer

term effect that can be an element in an overall social change that is inevitably

incremental, gradual and slow.

In summery, the purpose of the study was to evaluate the effectiveness of the health
educator intervention on the adolescents psychological and social health beliefs and
attitudes. The results obtained in this study indicated a change in the adolescents’

psychological health beliefs and attitudes for whatever these subjects were exposed to.

The effect of interaction between the pre-test and the intervention was the most striking
findings obtained on the adolescents’ psychological health beliefs and attitudes for the

experimental group in Betunia School (P+I group). The effect for the health educator
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intervention only, was also remarkable on the adolescents’ psychological health beliefs
and attitudes for the experimental group without pre-test in Al- Bireh School (I group).
The other interesting finding is the influence of pre-test found in the first control group,
where the pre-test alone made a difference in the scores obtained at post-test for these
subjects. Also this was emphasized when compared with Silwad group. Silwad, (C)
group, the control group without pre-test or intervention mean scores were the least
registered when compared with the other three groups. These findings emphasize the
importance of exposing the Palestinian adolescents’ girls to different manipulation

strategies to affect their psychological status and well-being.

For the little difference between the pre-test and intervention as the results of the study
findings indicated, and because the pre-test made a significant change on the adolescents’
psychological health beliefs and attitudes, and for cost-effective purposes the researcher
suggest a pre-test-post-test to be made first to make sure for the influence of the pre-test
prior to intervention programmes. In this way, a large number of students in many other

schools and classes can be influenced and their psychological well-being can be

promoted.

It is noteworthy that after the Intifada started September 2000, and within the current
Palestinian political and economical situation, most of the health services and
programmes offered by the governmental and non-governmental organization, are geared
toward emergency and first aid services as a priority for the Palestinian people where
survival is a prime objective for any individual. The other important priority is the
development and promotion of community heath professionals toward taking the role of
providing heath services in their communities. This change has its implications; the
continuous closures and curfews by the Israeli army on each Palestinian village, town and
city, and the denial by the Israeli army for individuals to have an access to heath
institutions found in the cities. Therefore, health education/promotion programmes are

important, and training of health educators/facilitators is listed on the Palestinian heath

professional's agenda for the time being.
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Another suggestion by the researcher, to have a real change and to maintain the influence
of the information given by the health educator intervention, a further detailed and of
long duration sessions of information is required to strengthen the early programme

effects. In this case, a lot of resources and allocation of funding is required.

The adolescents’ social health beliefs and attitudes items which included family, school
and society dimensions were not influenced by any of the manipulation strategies
implemented in the study. The difficulty of influencing the social aspect of the
Palestinian female adolescents has its implications; one has to take into consideration the
constraints imposed on women in this society, where "traditions and customs" imposes so
many restrictions in the female's life. Women in Arab societies including Palestine are
classified in less valued position in the family hierarchy, and considered a property of the
man as a father, brother, husband or son, they cannot make their own decisions about
basic issues in life such as selection of mates, marriage, education and career selection
(Al-Saadawi, 1990). To be that much controlled and to accept men's choices is part of the
traditional values and norms leading the women to dependence and submission (Sansour,
1995). Moreover this control by the family and the society is more exerted when the

women are at younger age and not married as the case of this study sample.

For the family dimension for example, where parents prepare their children for a society'
they have in mind. Within the context of a changing society, the parents have difficulties
to figure out what will be the needs of their kids in the future (Mansour, 1999 and Abu
Dayya, 1999). For example, the issue of the early marriage is one of the major practices
of the Palestinian society toward young women that is deeply rooted in the traditions.
This issue is also one of the most favourite themes of intervention of governmental and
NGO sectors in Palestine, where it is now presented in the society as detrimental to the
girls’ physical and psychological health and to the well being of the family to be
(Mansour, 1999, Rifa'e, 1999). Moreover, the practice of early marriage still exists and

the problem for adolescents’ girls to have a healthy living at present and at future is

predictable.

185



Other issues that lead these girls not to be influenced at the social level is that their social
interaction outside the family and the school are closely controlled as been indicated at
the pre-intervention data. This fact is also presented by Mansour, (1999) study who
argued that the situation may vary from one family to another, depending upon the
variables like the place of residence or the parent's level of education. School is in fact for
many girls the only place where they can socialize with their peers, and probably it’s the
only place for them where they could feel that they are given the chance to develop their
potential. For most Palestinian adolescent girls when they are not in school, most of their
activities take place at home and are solitary or involve the members of the families but
not often peers. Yet many of the students indicated that they have many concerns and felt
not satisfied with the school environment as been found in the results of the pre-
intervention data. Also to be involved in extra curricular activities in clubs is minimal,
whether because they are not available or because it is not considered appropriate for a
girl to enrol in such activities. Therefore, opportunities to be confronted to different ideas,

behaviours, and values remain rather limited in the Palestinian girls’ everyday life.

The problems for the Palestinian adolescent girls are two levels: on one hand, they have
fewer opportunities than their counterparts to have other sources of information (Sansour,
1995 and Mansour, 1999). On the other hand, if they have information, it may be
distorted and may impact the girls with fear and stress (Sansour, 1995), and discussion of
topics such as sexuality and gender roles for example as presented by the heath educator
in the educational sessions is considered as a taboo in most families. Mansour (1999)
stated "if we want to develop appropriate programmes to foster an optimal development
of youth, actions should not only focus on youth, but should aim at improving the

relationships between parents and their adolescents” (140).

Therefore, any change or influences on the social health beliefs and attitudes as a result of
the intervention in this study is questionable, and any efforts made to have a change in
the social beliefs and attitudes, have to be implied at different levels including the

students, the family, the school and the society at large, where this change can progress

slow and gradual to involve all.
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A key element in the success of influencing the students’ psychological health beliefs and
attitudes was the health educator’s systematic approach in the educational strategies
implemented. The cultural and traditional factors were taken into consideration by the
educator when approached the learners, especially when issues of sexual education or
early marriage, parental and social relationships, were presented. The empathy and
support exerted by health educator during the class discussion may have affected the two-
way communications of the educator and the learner, and thus promoted a trusting
relationship by the learners, and ultimately influenced their psychological health beliefs
and attitudes. Kiger (1995) wrote "the acquisition of knowledge and understanding of the
factors that affect mental health help to promote emotional well-being, and development
of self-awareness, stress-coping skills and healthy attitudes further support mental health"

(p.- 230), and will contribute to their psychological and social well being for a better

future development.

Summary
This chapter incorporated interpretation of the study findings in relation to previously

conducted studies. An overview of the study research design, the instrument used for the
study, data collection and data analysis procedures are also included. Limitations
encountered the study are presented too. An overview of the health educator intervention
strategies implemented and discussion of the participants’ socio-demographic variables
were presented. At last, the research findings of the study with elaboration on
experimental strategies implemented to influence the adolescents’ psychological and
social health beliefs and attitudes were discussed. The findings of the study indicated that
the experimental strategies implied on the Palestinian female adolescents have influenced

their psychological health beliefs and attitudes but not their social aspect of their

development.
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Chapter Eight
Implications and Conclusions

Introduction

In this study, the researcher has evaluated the role of the health educator in affecting
change in the health beliefs and attitudes among Palestinian female adolescents aged 14-
17 years in a sample of 4 governmental schools in Ramallah district. An experimental
research method, the Solomon-group design was used to evaluate for the intervention
strategies implemented in this study. This experimental research study is considered as a
pioneer, where most of the studies conducted in Palestine related to adolescents’ health
were knowledge, attitudes and practices assessment or surveys. The Solomon- four group
design utilized have allowed the investigator to go through a sequence of steps where
another interestin'g findings were noted such as the influence of the pre-test and the pre-

test intervention-interaction along with the health educator intervention influence on the

adolescents’ health beliefs and attitudes.

Building on the findings of this study which have been analyzed by reference to local and
international literature, the researcher identified four main themes that incorporate the
major contributions in this study. The first theme discusses the contribution of the study
to developing a body of knowledge. The second theme deals with the implication of the
research globally. The third theme is implication to the primary health care system in

Palestine and last, recommendations related to future research and for the improvement of

health education/promotion activities.

8.1 Contribution of the study to the body of knowledge

Before addressing any conclusions, it is worthwhile to mention that this study is the first

study that was conducted with the purpose of evaluating the role of health educator in
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affecting change in the Palestinian female adolescents’ psychological and social health

beliefs and attitudes.

It is hoped therefore, that assessment of the pre-intervention data and the intervention
outcomes would have a practical implications toward the use of the health educator and
health education strategies implemented at both the policy-making and the academic
professional levels. However, the lack of other research on the role of health educator

effectiveness in the Palestinian context makes comparison of these study outcomes

difficult at this stage.

High levels of psychological and social health needs and concerns were found among
female adolescents in the study population at first stage of the study or the pre-
intervention data; the feeling of low self-esteem, and low self confidence coupled with
the lack of knowledge about their sexuality and gender roles, the feeling of gender
discrimination and the control exerted by their families, school and society. It was
inspiring to find a health belief and attitudinal change in the adolescents’ psychological

development as a result of heath educator intervention strategies implemented during the

class sessions.

One of the critical executive functions attributed to heath educators is to promote the
psychological or intrapersonal variables (self-esteem, self-awareness, and trust), and the
social or interpersonal ones (respect, gender awareness, communication and friendship)
of the learners (Kiger, 1995 & Elkinson and Bell, 1990, and Shechtman, 1997). These
issues were of concern to the learners in this study, beside issues of reproductive system
changes and sexual development. These topics were discussed with the learners (the

experimental groups) through the educational sessions and were given as an educational

package for them to be read.

At the post-intervention data or the last stage of the study, the main achievement was the
effectiveness of the health educator intervention on the female adolescents’ psychological
health beliefs and attitudes and not the social ones. Thus, this study contributes to the use

of the health educator as an influencing factor on changing the female adolescents’
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psychological health beliefs and attitudes positively toward a healthy living. The study
also confirms previous studies of Shechtman, (1997), Neumark-Sztainer et. al. (1997) and
Kim, (1998) that altering or influencing social health beliefs and attitudes in female
adolescents requires stronger affective elements in the intervention. Moreover, to have an
impact on the female adolescents’ psychological and social health beliefs and attitudes, it
requires intervention approaches at different levels including the students, school teachers
and administration, and the community where parents should be closely associated to
such a process (Kim, 1998). These approaches impose heavy demands on the training of
teachers, and on school, which will have to allocate time, both for their learning and for
the intervention itself. A major problem, however, would be to find skilled health
educators to train the teachers (Kim, 1998, and Mansour, 1999) if such programme to be

implemented in a wider scale in the school curriculum.

The study findings also suggest that promoting adolescents’ health can be achieved
through different strategies in the educational process; the structured programme
according to the existing needs of the adolescents, the educational approaches should be
congruent with the values of the Palestinian society. Moreover, the instructional time
should be devoted to helping the learners in identifying their concerns and needs and in
exploration of their feelings, beliefs and attitudes as implied by the health educator in the

process of intervention strategies for the learners in this study.

Because adolescents can be influenced by audiovisual aids (Kim, 1998), the choice of
using overhead projector and posters along with the open discussion and student's
participation during the class sessions proved to be developmentally appropriate, where
they felt respect, support and empathy by the heath educator. These approaches have
encouraged the students to be part of the programme implemented and to feel responsible

toward their well-being as indicated by the findings at the post-test measures of their

psychological health beliefs and attitudes.

Through the implementation of an educational intervention, the educator may affect not
only relationships between students but also the educator-student relationships

(Schechtman, 1997). During the educational sessions, health educators also develop self-
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awareness and perspective taking skills, which enhance their attitudes toward and
relationships with their students (Petosa & Wessinger, 1990). These new skills help the
educator to become the caring and supportive figure so often missing in the learner's
lives. Thus, a health educator intervention can be effective in promoting positive feelings,
beliefs and attitudes toward healthy living and can help the adolescents towards sound

and healthy concepts of their gender roles and well-being.

Although the health educator intervention made an effect on the adolescents’
psychological health beliefs and attitudes, the influence observed as a result of the pre-
test intervention- interaction at post-test data provides some interesting clues for future
intervention. It may be fruitful to start the intervention with a questionnaire in order to

give the students an opportunity for greater reflection on their psychological and social

well-being.

The other interesting finding was the influence observed as a result of the pre-test only on
the control group; also it provides some interesting clues for future intervention. The
researcher suggest a pre-test to be given supported by health education material related to
its contents to enhance the knowledge they achieved by the questionnaire, then a post-test
to be made to make sure for the influence of both the pre-test and the health education
material given. This could be beneficial in the absence of human and material resources
to implement proper health education programmes. At least in this way a large number of
adolescents can be influenced and their psychological well-being can be promoted with

the least cost if the pre-test effectiveness is only considered.

Finally the results of the study highlight the importance of the use of the Solomon-four
group design in research on heath education and health educator role in the future. This
methodology has allowed measuring the outcome of each condition assigned under
experimental or control groups. Kvalem et. al (1996) underscored the importance of
continuing to use the Solomon-four group design in research on health education in the
future. Moreover they suggested when the outcome is not controlled for possible effect of

interaction between pre-test and intervention; there is a risk of falsely interpreting the

outcome as an effect of the intervention alone.
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The findings suggest a need for expansion of the health education components given by
the health educator for this programme to fully address the issues presented, and to allow
for more discussion and elaboration on the adolescents’ concerns and needs, or to have
booster sessions for maintaining and strengthening the early programme effects as Kim,
(1990) suggested. Kvalem et. al. (1996) suggested a need for repetition, not only within
the educational programme itself, but for the programme as a whole in order to have a
greater influence on the students where they can be more receptive to the health

educational massage intended to be delivered.

This evaluation small scale study in one class of four public schools in Ramallah district
has provided evidence on the capacity of health educator effectiveness in the school
setting to achieve outcomes associated with a specific health education programme

(psychological health beliefs and attitudes) based on the needs and concerns of the

population under study.

Therefore, a comprehensive school health education curriculum would be the best way to
insure that students have a réasonably complete knowledge base necessary for
comprehending the complex nature of their psychological and social development within
the framework of the Palestinian cultural demands imposed on women in general and on
adolescent girls specifically. The influence of health education in school can be quite
significant, if its effects ultimately spread to family and to society in general. According
to Kim (1998), in western societies such as Canada, programmes target information about
adolescents’ psychosocial health concerns and need to adolescents as well as to adults. At

this time of the Palestinian society, adolescents’ girls should come high on the agenda of

researchers and professionals

8.2 Implication of the research globally

This study evaluated the role of the health educator intervention in affecting change in the
female adolescents’ psychological and social health beliefs and attitudes. This study is
considered innovative in the Palestinian and global context. However, the lack of research

about the health educators and their roles to influence the beliefs and attitudes of female
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adolescents in the local and international literature make comparisons of the study
outcomes difficult. The international research studies reviewed were mostly evaluation of
health education prevention programmes that reflected the health problems of
adolescence in the developed world. For example, Ellkinson and Bell (1990) study was a
health education programme to prevent or reduce the drug use among adolescents,
Kvalem et. al (1996) study have evaluated the effect of sex education on adolescents’ use
of condoms, and Morton et. al (1996) have evaluated HIV/AIDS education programme

for adolescents, and many examples of this sort are available in the literature.

This study reflected the health needs and concerns of female adolescents in developing
countries, the health education programme implemented aimed at promoting their
psychological and social well being, and enhancing their beliefs and attitudes toward a
healthy lifestyle. Therefore, this study is considered promotional in nature. Yarham
(1994) suggested that adolescents’ health problems in developing and developed
countries can be minimized when efforts are made to pass on knowledge, confront

attitudes and develop skills to improve the quality of life of the individual.

Another important point to highlight is that the studies reviewed have evaluated for
effectiveness of health education programmes in general and not for the heath educator
effectiveness in specific. In conclusion, the international studies gave elements of
guidance and helped in developing this study. However, it was not an easy task to

compare this study with the international studies because the precise elements of the

study and their organizations have greatly varied.

The study highlights the health educator effectiveness on the adolescents’ health beliefs
and attitudes of the learners. Lehmann (1991) argued that attitudes are learned, because
they are learned they can be changed if deemed necessary. Lehmann further added that
health educators should try to identify the learners who have positive and negative
attitudes and implement appropriate strategies so as to accentuate the positive and
eliminate the negative ones. Of course positive attitude might imply performance of
healthy practices. Moreover, with effective attitude measurement and effective

instructional/learning objectives, attitudes can be modified effectively by the health
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educator to obtain a better understanding of the learners as the case of this study where

effectiveness was indicated on one of the instructional objectives (the psychological

health beliefs and attitudes of the learners).

The notion of education itself assumes that the learner gains something from the learning,
and autonomy can be seen as a direct goal of education (Kiger, 1995). The most
important task for educators is geared toward empowering the learners to make decisions
and to exercise autonomy toward their health status and toward their future to have
healthy living. The findings of this study agree with this notion, the health educator
intervention has affected the intrapersonal or the psychological dimension where the
learners gained knowledge and modified their beliefs and attitudes as one goal of this
study. When the goal of this study was beyond the learner's ability to control or to have
autonomy about it, the health educator intervention could not modify or affect the
interpersonal or the social dimension of the learner's health beliefs and attitudes. The
goals for intervention in such a case may encompass elements such as interpersonal skills
for the use within the family, skills for dealing with government or other agencies where
involvement of community groups and community people may be more effective than the
individual approach. Kiger (1995) argued that the notional possession of autonomy is of

little use if the person is or feels unable to exercise that autonomy.

Yarham (1994) wrote disadvantaged youth groups and individuals in developing and
developed countries have fewer skills and resources to cope with changing demands of
society. Thus an all-out effort is needed to communicate with and amongst the young
regarding the health and lifestyle augmentation. One of these efforts is the health
educator's approach where they need to be responsive, flexible and able to communicate
self-esteem, energy and enthusiasm. Moreover, the health educators can be effective
when he/she shows real concern and exercise empathy toward the learners. Another
important effort of education is to increase the learner's autonomy regarding health is
empathy training, where value clarification exercises and direct contact with the learners
encourage them to communicate effectively and allow them to express their values and

concerns freely. The substantial evidence of these efforts and approaches was manifested
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in this study’s participants, once they were given the opportunity to do so, they were
receptive and were influenced to promote their beliefs and attitudes from new perspective

as manifested in the measurement instrument used in the study at post test.

This study has focused primarily on research that was set to evaluate the effectiveness of
the health educator activities. Health teaching activities must be informed by research
findings related to health problems and issues (Kiger, 1995). The results obtained at the
pre-intervention data provided basis for the health teaching needs, the goals were set and
the health educational activities were planned taking into consideration the cultural
values. This "action research" approach as been called by Kiger (1995) may be an
appropriate research design to evaluate the health teaching initiative where the health
educator influence on the learners was identified. Moreover, heath educators have the
responsibility to be alert for research findings that are relevant to their area of practice,
where it is considered to be critical to the quality of the content of her teaching. The
health educator/promoter role is almost limitless (Yarham, 1994) and the use of the health
educator can vary according to the setting and issues of concerns presented. Therefore,

this study could be useful in other studies and in other countries and on different

population too.

8.3 Implication to primary health care in Palestine

This study provided information about the physiological, psychological and social health
beliefs and attitudes of student female adolescents, the physiological concerns and needs
were the least to be considered by the participants of the study as indicated by the results
of their assessment at the pre-intervention data. Therefore, the researcher of the study has
focused on influencing the psychological and social health beliefs and attitudes through
planned educational activities which aimed at empowering them at the psychological and
social levels. The findings indicated that the health educator intervention can influence

the psychological health beliefs and attitudes of the subjects but could not influence the

social ones.
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This research finding is very important to take into consideration in order to develop
appropriate programmes aiming at fostering an optimum development of female
adolescents. The local studies and surveys presented in the literature review chapter were
mostly the work of women's groups or the NGOs. They all insist on the need to empower
Palestinian girls and women and to improve their status. They demonstrate how "men and
women live in different worlds- worlds that differ in access to education and work
opportunities, and in health, personal security and leisure time" (Mansour, 1997). The fact
that the socio-demographic variables and the health beliefs and attitudes variables
findings of this study at the pre-intervention data complemented the previous studies in
describing that the Palestinian adolescent girls constitute a disadvantaged group.
Therefore, there is a need to understand further how they cope with this reality. There is a
need also to understand if the concerns and needs presented in pre-intervention data are
equal to all female adolescents, or if it depends upon factors such as socio-cultural
background, religion, place of residence... which needs to be correlated with their health
beliefs and attitudes in future studies. Moreover, there is definitely a need to gather much

more information and to clarify a lot of issues that have been only touched upon in this

study.

To foster an optimal development of adolescent girls, actions should not only focus on
youth, but should aim at improving the relationships between parents and their
adolescents. The girls for example, indicated that their parents do not support them or
concerned with their feelings or needs, their communication patterns seems to be
defective, and the level of conflict and level of control are high. This means that efforts
should be made to educate parents about their daughter's needs and to improve their
parenting skills. It is easy to say that, but it is not easy to implement, because the patterns
of parenting are deeply rooted in the tradition and in the religious system that underline
the culture. Lehmann, (1991) argued, without understanding an individual's feelings,
family support and motivation, information needs, and range of coping strategies,
interventions are likely to be insensitive and irrelevant. Therefore, each health
professional in the field of education should be able to understand these basic rules where

they can be truly facilitative and can provide a positive element in the learners. Clearly
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health education is becoming less "information" led and more sensitive to individual or

group preferences (Elkinson and Bell, 1990).

At the school level with a large number of the girls who manifested a lot of problems and
negative attitude toward the school as indicated at the subjective and objective data at the
pre-intervention stage, the girls seldom mentioned that the teachers could be of help.
Promoting a better mental and physical health in the schools cannot go without improving
the school conditions and providing school services such as school counsellors and school
nurses. In the Palestinian context, health education in the Governmental public schools is
implemented by adopting the traditional medical preventive approach through vocational
training and science lessons. There are no special hours devoted to health education and
no special teachers teaching it, since no sectoral planning was available so far, and any
teacher who has empty working hours in the school schedule can teach health education
(Daoud et. al. 1996). According to Mansour (1998) the Ministry of Education started to
introduce counsellors in schools, which is important step to answer the adolescents’
needs, but unfortunately each counsellor has to work with several schools; also these
counsellors needed training at post-graduate level to have a strong theoretical as well as
practical experience to be professional counsellor. Again, this means that social workers,
counsellors, and all field workers involved in schools and community development

programmes should be carefully selected, trained and supervised.

At this stage of national development, there is definitely a need to use more
interdisciplinary strategies to enhance the female adolescents’ well-being. An integrated
efforts should include not only NGOs working in the field of education, social work and
mental health, the Palestinian Authority through its Ministries of Education and of Health

as well has a lot to do for adolescents’ health in the context of primary health care.

Doctors, nurses and community health workers in the Palestinian primary health care
system have definitely an important part to play in this accompaniment of adolescents and
adolescents’ parents that was described above. Moreover they should be more aware of
the specific needs of the adolescents. Being close to the community, they are in a position

to play an active role in helping the families and their adolescents to pass this transitional
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stage of the life cycle. The assessment or the pre-intervention data gives justification to
increase attention to empower these girls. There is definitely a need to have a
developmental input in the community through these health professionals providing that

they have training in adolescents’ health and counselling skills and educational

approaches.

Many health institutions working in the field of primary health care are involved in
community development programmes and in training of community field workers (village
or community health workers, nurses and social workers) to implement these
programmes. Many of these community programmes were awareness campaigns
(Mansour, 1998). Even if it meant only to be awareness campaigns, the training of field
workers who also act as educators should include not only the acquisition of knowledge
related to the topics and of skills to convey the message intended to be delivered. The
training programmes should aim at providing the trainees with a certain amount of
personal development work. Moreover, training programmes should aim at giving them
an opportunity for understanding themselves, and at clarifying their values. It is important
also for finding where they stand as values are concerned, this really what makes their

strength to be effective, or otherwise they may induce a lot of confusion for themselves

and for the learners.

These training programmes are sporadic and implemented when funding is available.
Therefore, a need for ongoing development of professional field workers with ongoing
supervision of their performances through an evaluative research is one of prime

importance to have an effective work of the educators and of effective outcomes for the

learners.

The study results which cannot be diverged from previous known themes in addressing
the features for health and young people, provided evidence on the importance of health
education by the use of professional health educator and the use of a balanced range of
teaching approaches mentioned earlier which proved to be successful. Also the study
results provided evidence on the need for health education progression and continuity in

learning. Therefore, this requires a larger and more integrated manner to incorporate the
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perceptions of the key players who can make a difference in shaping the status of the
Palestinian youth and adolescents. The study results emphasize the importance of joint
planning at the Ministry of Health and Ministry of Education acting together to have
health education in school curriculum based on health needs of adolescents taking the
socio-cultural context into account. Daoud (1996) suggested that involvement of parents

and community leaders on curriculum development committees emerge as a priority as

well.

Moreover, the professionals’ educational institutions need to consider the concept of
health education and the roles that the health educators can be effective in changing
beliefs, clarifying values and shaping attitudes. Therefore, formal and continuing
education programmes for nurses, community health workers and physicians should

address health education promotion training and emphasize their roles in contributing to

the health of the people.

This experimental research study contributes to providing useful information about the
Palestinian female adolescents’ health beliefs and attitudes. Also it contributes to identify
the effectiveness of the health educator intervention to facilitate change in the
adolescents’ health beliefs and attitudes. In addition, it gives information of how much
these adolescents are desperate to learn and to be affected positively when they are given

the opportunity to do so as indicated by the post test findings.

The study results emphasize that health teaching activities must be informed by research
findings related to health problems and issues. Also the health professionals involved in
health teaching needs to operate from well-informed base, and needs to be secure in the
knowledge, skills and attitudes that needs to be passed on to the learners. To achieve this,

it is essential for the health educator to keep up to date with the relevant professional

literature.

8.4 Recommendations

The following points are recommendations for future research. This study has focused

primarily on experimental research that sets out to evaluate the effectiveness of heath
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educator intervention on Palestinian female adolescents’ health beliefs and attitudes.
Clearly this is a topic that needs further exploration and identification to fully understand
the health educator effectiveness on the learners concerns and needs. The generlizability
and significance of any findings never comes from one single study. Considering the

limitation of the study mentioned earlier, the following points are worth looking at to be

studied.

+ The sample size is small and included female adolescents in public schools only.
Therefore, a larger sample from public and private school in different areas of the
West Bank and Gaza strip and from adolescents outside the school will lead to
concrete conclusions about the Palestinian female adolescents’ health needs and
concerns.

¢+ Evaluation of the role of the health educator effectiveness was conducted through a
quantitative method only. Therefore, it is recommended to use a combination of both
qualitative and quantitative methods in order to cast light on different aspects of the
intended learning.

+ To have effective interventions for adolescents and to be able to evaluate for this
effectiveness, academic research studies are recommended. Zaslow and Takanishi
(1993) described very clearly the necessary articulation between research and action
and stressed the fact that the following stages should be integrated: "(a) collection of
descriptive data regarding adolescents’ experience of a problem, or normative
behaviour or a distribution of a behaviour across the population of adolescents, (b)
development of theory and specific hypotheses based on such descriptive data, (c)
design and implementation of theory-guided intervention strategies, (d)
documentation of the integrity of the programme implementation, (¢) evaluation of
short term impacts through the use of comparative designs, (f) differentiation of short
term effects in terms of population subgroups and particular aspect of behaviour, (g)
attempts to describe processes underlying programme effect, and (h) longitudinal

studies to determine the extent to which programme effects are sustained" (p. 185-

192).
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+ With all the limitations mentioned earlier, this small scale study with the use of the
experimental research method (the Solomon-four group design) has almost followed
this academic type of research. Of course with this study different elements and
purpose, some of these stages were tackled, and the other stages are recommended for
further studies. For example, this study has tackled stage (a) where health beliefs and
attitudes of female adolescent in two public schools in Ramallah district were
assessed by the use of objective and subjective data. Based on this assessment, stage
(b) was followed by setting the operational objectives and plan of action for
intervention. Stages (c) and (d) the health educator intervention was guided by the
educational and community development models adopted from Kiger (1995) and the
health educational strategies were set based on those approaches. Also the educational
programme topics were implemented in four sessions for the experimental groups in
two schools. Furthermore, these topics were documented in the form of educational
material that was given to the learners. Of course, there is a need to have more -
sessions to cover all the needs and concerns expressed by the adolescents at the
assessment phase. Stage (e), the post intervention data or post test conducted
immediately after the intervention for the experimental and the control groups has
allowed for comparison between the groups and for identification of the health
educator effectiveness. Also the results indicated that Palestinian female adolescents
were influenced by the pre-test only, by the health educator intervention, and strongly
influenced by the interaction between the pre-test and the health educator
intervention.

¢+ These indicators of effectiveness put the Palestinian health professional to be sensitive
to the needs of adolescents in order to have autonomy toward their health and to be
empowered toward their future life. Moreover health education/promotion strategies
for female adolescents should be on the forefront of the agenda of the Palestinian®
Ministry of Education and Ministry of Health. '

+ Following Zaslow and Takanishi recommendation for academic research to be
translated into interventions, there is still a long way to go. Therefore, steps (f), (g)
and (h) mentioned above are recommended to be followed for a future studies to have

an effective intervention programme. Furthermore, step (f) requires such study to be
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implemented on other subgroups to be compared for differences of the short term
effects obtained on particular aspects of the health beliefs and attitudes as a result of
intervention. This will also be helpful for the health educator to look at the
intervention strategies planned and to modify it accordingly if needed. Step (g)
requires description of the effects obtained on the learners as a result of the
intervention. At last, step (h) requires longitudinal studies to determine the extent to
which programme effects are sustained. It is hoped that this study will provide solid

bases for follow up in the future studies to be in a larger scale and with more

resources.

Further recommendations for improvement of health education/promotion activities

toward the Palestinian adolescents can be addressed as follows:

There is definitely a need to carry out a study to understand what adolescence is like
for boys. 'Also, it is recommended to develop and introduce health education
programmes to both genders in an attempt to introduce information and education
about the physical as well as the psychological and social roles of each gender to have
a better understanding and acceptance of each other.

Community and parents’ involvement in any activities aimed at promoting the girls is
felt to be very important since it help them to maintain healthy attitudes and thus
healthy practices.

There is a need for the Palestinian universities to emphasize the concept of health
education/promotion through the different health teaching faculties available for
graduating nurses, physicians and public health professionals. It is worthwhile to open
new paths to graduate professional health educators for the different roles that they
can play; as a key person for planning and designing health education programmes,
and as a resource person for other health field workers to promote their roles toward
raising awareness, changing beliefs, clarifying values and shaping attitudes of the
learners. Moreover, it is recommended also that the educational institutions to develop
a continuing education programmes for nurses, community health workers and

physicians working in the primary health care and community facilities to address
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health education/promotion training and to emphasize their roles in contributing to the
health of the people.

There is a need also for ongoing development of professional field workers with
ongoing supervision of their performances through the decision making bodies and
joint coordination of the MOH and the NGOs , this is important to have a control on

such programmes and to have an effective work of the educators and of effective

outcomes for the learners.

Conclusions

This study provided information about the effectiveness of the health educator

intervention on Palestinian female adolescents in public schools. The study results have

important implications for the promotion of female adolescents’ health through many

strategies and joint cooperation between many sectors in the field working with this

population. The findings of the study were instructive in several aspects and made the

following contribution:

The study design was helpful in identifying the adolescents’ health beliefs and
attitudes through the objective data and their needs, problems and concerns through
the subjective data at the assessment phase prior to the health educator intervention. It
was important for the investigator of the study to use this approach in order to
develop culturally appropriate interventions. Therefore, emphasis on the needs and
concerns of the learners to be assessed prior to any intervention is of high importance
to have an effective educational programme.

The results of the data at pre-test and post test were examined on group level, in order
to understand the individual female adolescents’ perception of health, it is
recommended to have an individual analysis and to correlate with their socio-
demographic variables to examine carefully the effects of these factors on their health
beliefs and attitudes. |

The nature and purpose of the study was helpful in refining the investigator

perceptions and definitions of health, perceived health needs and problems and what
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health programmes are needed to improve the health of adolescents’ in the Palestinian
community.

e The study design has allowed the investigator to examine exactly what kind of
manipulation can affect the participants under study. For example, the pre-test
effectiveness can be taken into consideration, and for cost-effective purposes the
researcher suggest a pre-test-post-test to be made first to make sure for the influence
of the pre-test prior to intervention programmes. In this way, a large number of
students in many other schools and classes can be influenced and their psychological
well-being can be promoted.

e Educational and promotional programmes on adolescents’ health should be in the
context of the family, school and community level, also it is recommended to involve
men to become supportive and understanding of the girl's and women's concerns and
problems.

e The findings of the study can be very helpful in shaping policies and programmes
related to adolescents’ health as well as for academic training programmes for those
who work with the adolescents in order to enhance the health and well being of the
community at large.

e Considerable conceptual work remains to be done if the rights of children in general

and girls in specific are to be achieved

Summery

This chapter integrates implications and recommendations based on the study findings.
The researcher acknowledged four main themes that incorporated the major contributions
of this study. The first theme discusses the contribution of the study to developing body
of knowledge. The second theme deals with the implication of the research globally. The
third theme is implication to the primary health system in Palestine and last theme
incorporated recommendations related to future research and recommendations for

improvement of health education/promotion activities.
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Appendix B

The study Instrument (questionnaire)

About the Beliefs and Attitudes of Female Palestinian Adolescents toward their physical and

psychosocial health needs and concerns.

Date of data : Date of Birth:

Name of school: Class/years of study:

I) Personal and Demographic Data:

Please Put (v ) under what is appropriate for you
1- Are you:
O Single O Engaged
2- Where do you live?
O City 0 Village a0 Camp

3. Do you live with?
0 Extended family 0. Nuclear family 0 Single family

(Father / Mother)
4- Does your father work as:
O Professional O Businessman O Office worker
O Laborer OOthers/ specify.
5- Does your mother work or worked before marriage as:
O Professional 0 Office worker
0O Housemother 0O Other/ specify

6- Number of scholastic years your father achieved
7- Number of scholastic years your mother achieved
8- Number of your family members

II Beliefs and attitude toward your physical growth.

A. Being an adolescent female, do you?

1. know about the physical changes that occur to O 0 O
females when they reach the age puberty
2. know about the function of body systems 0 O 0
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O Step-parent family

Yes No Need more information



3. know about the reproducti\)e system changes
4. Have enough information about the health needs and

concerns.
5. Have enough information about sexual issues

If your answer is yes, please circle the
appropriate source(s) for you.

0 Family C. School
0. Friends O. Youth clubs
0. Media 0. Others/specify

6. Discuss your health concemns in relation to
your menstrual cycle with others.

If your answer is yes, with whom?
O Family 0. School
O Friends 0. Others/ specify

7. Get health information from health professionals

If your answer is yes, from whom?
0 A doctor O A Nurse
0 Social worker O Psychologist
0 School health

team

ou agree or dmagreewnth these statements

atis appropnate for you .

qou%%h /sic alth, and pubertal changes, pleaéé

I thmkVabout my hea]th alot

What I eat makes a difference to my health.

Regular exercise is good for my health.

What I eat and drink makes a difference to my teeth.

Personal hygiene is important to keep healthy

I

2

3

4. If I take care of myself, I am more likely to stay healthy
5

6

7

Enough sleep makes a difference to my alertness and
activity

0
a
a
ad
ad
O
0

olololojalolal

of others.

8. Grooming raises the morals and self-esteem and the respect

a

9. Some adolescent girls get acne on their faces

O

(]

10. Most young girls feels embarrassed to talk about their
body changes
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a ) a
2. Daily exercise O 0 0
3. Eat special diet 0 0 0
4. Sleep more than usual 0 0 0
5. Take medicine for cramps 0 0 0
6. Drinks boiled herbs. a 0 0
D. As an adolescent girl, do you agree or Agree Disagree | Not sure

disagree with the following statement
concerning general health issues

1. Adolescents have a headache sometimes a O 0
2. Adolescents feel tired and exhausted sometimes | O O O
3. Adolescents have loss of appetite sometimes O O O
4. Adolescents have sleep disturbances sometimes | O 0 O
5. Adolescents knows enough about the dangers of | O 0 0
smoking.
6. Adolescents know enough about the dangers of | O 0 O
drinking alcohol
7. More young people die from accidents than die O O 0
from anything else.
8. Adolescents know enough about AIDs and it a 0 0
consequences .
9. Adolescent know enough about sex and sexually | 0 a a
transmitted diseases.

E. Do you have any handicap?
1. Oyes O No

If your answer is yes. What kind of handicap?

O Mental / specify
O Physical / specify

2. Ifyou know the causes for your handicap please circle the applicable
0 Heredity O Acquired disease O Accident 0 Congenital

3. Do you feel that you have some physical abnormalities that embarrasses you.
O Yes 0 No.

If yes, what is that abnormality
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4. Do you take or have you taken any of the following

A. Medicine such as paracetamol, over the counter drugs or
prescribed by the physician or the pharmacist.

OYes 0 No. O Sometimes
If your answer is yes or sometimes, what kind of medicine
you take and why.
B. Illegal or recreational, drugs. .
O Yes O No. 0 Sometimes
If yes, or sometimes what kind of drugs and how much --------
C. Alcohol
O Yes O No. 0 Sometimes

If yes or sometimes how often and how much

D. Smoking
O Yes O No. 0 Sometimes

If yes or sometimes, how many cigarettes a day

5. Have you ever heard of the following illnesses?

1. Diabetes Yes No I have this
0. a. 0.

2. Epilepsy
O C. 00

3. Asthma
O 0. O

4. Thalassemia

5. Anemia
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5. Breast cancer
O. 0. .
A Do you know about self-breast Examination?
A.0OYes B.ONo C.01 already do this
b. If your answer is C, have you examined your breast in the last 3 months

A.C Yes B. O No

7. Nutritional problems
C. C. C.
a.If yes, what kind of nutritional problem you have

b. Have you ever been concerned about your nutrition and its importance to have a

healthy life.

O Yes ONo
c. Ifyes. Do you know what the basic foodstuff is?

O Yes ONo C. Need more information’s

II1 Items reflecting the female adolescents health beliefs and attitudes
toward their psychological/emotional development

Please check ( v ) for your appropriate answer

urecently . S 0 Moreso | O Sameas |0 Less so than |- 0 Much less
i P n ) than usual usual” “usual | - than asual
1. Been able to enjoy normal day-to-day activities O u] O O
2. Been feeling reasonably  happy, and all things C O O O
| __around you is considered
3. Been able to face up to your difficulties G O
4. Been capable of making decisions about things O O 0 0
3. Been understanding yourself and accepting your 0 ] 0
| __behaviors
6. Been accepting criticism and advice a a ] ]
7. Been aware of your stress O O a 0
8. Been loosing confidence in yourself a (] (W] O
9. Been thinking of yourself as a worthless person 0 ] ] a
10. Felt you could not over come your difficulties O a 0 Q
11. Been feeling unhappy and depressed 0 O O a
12. Been feeling embarrassed for any reason O O O a
13. Been concerned with other’s thinking of you a a a 0
more than what you think of yourse!f
14, Been depending on others to solve your O O a o
problem.
15. Been knowledgeable of your strength & 0 o D a
weaknesses
16. Been liking achievements 0 O o a
17. Been liking to be a member in youth clubs and a a O a
|__communities
18. Been capable of doing useful things. a 0 0 a




5. Breast cancer
0. 0. .
A Do you know about self-breast Examination?
A.0Yes B.ONo C.01 already do this
b. If your answer is C, have you examined your breast in the last 3 months

A.0OYes B.0ONo

7. Nutritional problems

C. C. d.
a.If yes, what kind of nutritional problem you have
b. Have you ever been concerned about your nutrition and its importance to have a
healthy life.
O Yes 0O No
c. If yes. Do you know what the basic foodstuff is?
O Yes ONo C. Need more information’s

III Items reflecting the female adolescents health beliefs and attitudes
toward their psychological/emotional development

Please check ( v ) for your appropriate answer

O More so o Same as | [J Less so than |- o Much less
S T - thanusual | " usual. | '~ ‘usual ® -|  than usual;
1. Been able to enjoy normal day-to-day activities O O g 0
2. Been feeling reasonably happy, and all things 0 a Q 0
around you is considered
3. Been able to face up to your difficulties O 0
4. Been capable of making decisions about things O O O 8]
5. Been understanding yourself and accepting your 0 O o
| __behaviors
6. Been accepting criticism and advice a ] ] O
7. Been aware of your stress ] a 0] 0
8. Been loosing confidence in yourself a g ] 0
9. Been thinking of yourself as a worthless person a a 0 0
10. Felt you could not over come your difficulties O O a 0
11. Been feeling unhappy and depressed o O O ]
12. Been feeling embarrassed for any reason a 0 O §]
13. Been concerned with other’s thinking of you g a O 0
more than what you think of yourself
14. Been depending on others to solve your a O a a
problem.
15. Been knowledgeable of your strength & a 0 0 0
|___weaknesses
16. Been liking achievements 0 a o 8]
17. Been liking to be a member in youth clubs and a a a o
communities
18. Been capable of doing useful things. a O O a
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IV.A Items’ reflecting the female adolescents’ health beliefs and attitudes toward their
social developmental concerns and needs.

| DMoreso | OIS
l. Been reading books and other sources about 0
health issues
2. Felt that school subjects answers your 0 ! 0 0
|__question about life matters.
3. Been liking the school environment and felt O O 0 O
it’s encouraging to build friendship with
others.
4. Preferred teachers from the other sex. ) 0 ) 0
3. Felt that your family supports you and is 0 O 0 0
concerned with your needs and feelings
6.Preferred to deal with your teacher for personal O 0 0 O
|___matters
7Felt that you parents understand you and o 0 O 0
respect you
8. Been opposed and criticized by your family 0 0 0 0
9. Felt embarrassed to talk with my parents O a a 0
about personal matters
10. Felt that your opinions and ideas are O 0 ) O
accepted by your family
I1. Felt that you like to deal with your older 0 O 0 |
|___sister more than mother.
12. Been feeling embarrassed to talk about sex a g O 0
|__with any family members
13. Preferred your friends more than family O O 0 0
14, Been liking to have a friend from the O 0 O O
____opposite sex.
15. Been feeling embarrassed to talk or meet O 0 0 0
with the friends of the other sex .
16. Accepting the societal norms and values in O O ] O
relation to your relationship with men
17. Believed in the emotional relationship 0 0 0 0
|__between the man and woman
18gPreferred marriage to school O a ] 0
19. Felt a need to have sexual education 0 0 0 O
20. Preferred to be in a mixed school 0 0 a O
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V.B Items reflecting the female adolescents’ perception of the societal norms
and values toward young girls

:i'gree'dr’dicagree with these statements | Agree |
he socnetal norms and attitudes toward gr
youngfcmale Palestinian

Ll S

1.Most young girls feel embarrassed to talk about thexr 0 O 0O
emotional involvement

2.Most young girls are not allowed to go out alone 0 O 0

3.Most young girls have to get married as early as O O 0
possible

4.Females are only for marriage O 0 0

S.Females are not allowed to have an emotional 0 0 0

relationship with boys

6.Females are not allowed to talk about sexual matters O O 0

7.Females should be independent a D 0

8.Young Females are not allowed to participate in 0 O 0
youth clubs.

9.Young girls are not allowed to participate in social 0 O 0
activities.

V. (A) Being a Palestinian female adolescent, would you like to write your feeling about
this phase.

(B) Would you like to write about the problems that you face when you deal with
family, school and even society

(1) Family:

(2) School:

(3) Society:
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Appendix C

A. Consent Form
For 16 years old and above

Agreement to take part in a research study

I have had the study explained to me by the investigator Sumaya

Sayej; I understand the study will look at the female adolescent perception of health and their

beliefs and attitudes toward healthy lifestyle.

I am willing to participate in this study and I understand that all information recorded will be

completely confidential and anonymous.

Signed

Date:
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Appendix C

B. Parent /guardian Consent From

I agree that my daughter to participates in a research study for
Sumaya Sayej lecturer at the College of Health professions, Al-Quds University as part of her
work for her doctoral degree in nursing. I understand that the study will look at the female’s

adolescent perception of health and their beliefs and attitudes toward healthy lifestyle.

After the discussion of the questionnaire by the investigator I understand that my daughter will

participate willingly and freely and all information recorded will be completely confidential

and anonymous.

Signed (parent / Guardian)

Date:
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Appendix D
Al-Quds University Ethical Approval

P A s il sy
cald) Eand) Salee

Al-Quds University

Office Of Research

Jerusalem ARl
< DRAYT/1999
Date: 08/07/199¢ VARAUVIA o i
Juis
Ms. Sumaya Y. Sayej o i e
I would hike to intorm vou thar the Committee has e et oozil s ol s S s
discussed your apphication About
—J:‘.J;/

Estimating the cl"rccmcmfis's of the Rohlv: of the O U 2% LY ot put by Lel g5
liealth educator in effecting change in health
beliefs and attitudes among female Palestinian
.sludcn(s. aged H-l?{\ ears in sample of:t schools oAb dieh g el g CJJ'\" Lo %
in the West Bank a Solomon 4 Group Design ’ =

YA=YE ee (1 Olea il DYV Ol gy S\l

On its meeting on June 1999 VAR ey st tdad) ds
And decided the following e B &Gy
To approv above Mentio el L : o
0 approve the above Mention VS S ST PR T |
i e / { )
Slgn.nur}'/f ;f 2 el
{ / ty ;’ A
ey ~ .
/ (/ﬂf/ l//'- L \.. R A ~
P I Csscn 2
Prof. Ziad’Abdecn ORI
/ . Ll v
Dean, Office of Research TR

f

Conditions: -
1. Valid tor 2 years from the date of approval to start
2. ltis Necessary to notify the commuttee in any change 1n the adnutted study protocol
3. The commuttee appreaiates receving one copy of vour final report when 113 completed.

Administration Office Lt 319

8 Nur Al- Din St. P.O.Box 51000 s
Jerusalem ol Ve e ol yyip ASA
Tel: 6274979,6274980, 6261490 IVVVEL . ANVEAVATVEAA . b
Fax: 6277166 TIVVART - aSU

zabdeen@planet.edu
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The investigator letters and MOE letters
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Appendix F

Ramallah District Schools
A. List of Female Government High Schools

Aziz Shahin High School

Bitunia Female High School

Banat Qasem Al-Rimawi High School
Al-Israa’ High School for Single Females
Ain Yabroud Female High School
Al-Majedah Waseleh Female High School
Betin Female High School

Ni’lin Female High School

. Bait ligia Female High School

10. Bait Aur Altahta High School

11. Banat Hamideh Al-Barghouthi Female
12. Silwad Female High School

13. Kufr Nimeh High School

14. Turmus Aya Female High School

15. Dair Dibwan Female High School

16. Ramallah Female High School

17. Al-Bireh Female High School

VPN S W~

B. The names of the four schools randomly selected for the study

Al-Majedch Waseeleh High School (BirZeit).
Betunia Female High School.

Silwad High School (Silwad).

Al-Birch Al-Thanawich High School.
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Appendix G

Table of Analysis for Categories III and IV

A. Category III: The Adolescents responses toward their psychological/emotional health beliefs
and attitudes

Moreso than | Sameas " Much Less
usual Susual o " than Usual
i No. % |No. - % | No. % | No. ' %
Been able to enjoy normal day-to-day | 162 13 35 68 10 15 10 3.9
activities
2. Been feeling reasonably happy, all 112 20 53 46.4 26 215 | 26 12.1
| things around you considered
3. Been able to face up to your 58 23.86 114 [4691 | 41 16.87 | 30 12.34
difficulties
4. Been capable of making decisions 60 244 113 | 47.6 42 17 26 11
about things
5. Been understanding yourself and 92 37.65 108 (4570 | 28 |11.75 12 49
accepting your behaviors
6. Been accepting criticism and advice 99 4] 96 3950 32 13.1 15 6.3
7. Been aware of your stress 43 17.55 115 4745 | 58 242 26 10.80
L Been loosing confidence in yourself 74 10.5 58 299 89 232 | 89 36.3
9. Been thinking of yourself as a 54 13.6 59 22 97 243 | 97 40
|____worthless person
10. Felt you could not overcome your 76 16.2 73 313 55 30.1 | 55 223
difficulties '
|_11. Been feeling unhappy and depressed. 79 222 49 32.8 61 19.8 | 61 25.1
12. Been feeling embarrassed for any 86 27.5 48 35.8 47 19.6 | 47 19.5
reason
mBeen concerned with other’s thinking 47 19.45 69 29.2 54 2285 | 67 28.59
of you more than what you think of
yourself
14. Been depending on others to solve 33 13.75 71 29251 60 [2485( 77 |32.15
your problem
15. Been aware of your strength and 83 35 92 38.5 34 14.8 28 11.7
|____weaknesses
| 16. Been liking achievements 148 | 612 63 [26.70 | 12 4.9 12 7.2
17. Been liking to be a member in youth 112 | 4595 57 | 234} 32 13 42 | 17.65
clubs and communities
18. Been capable of doing useful things 111 45 100 [41.75 | 17 7.15 18 6.1
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B. Category IV:: Adolescent's responses toward their social health beliefs and attitudes

~ Moreso -
| 'than'usual | Same as usual”
. : Rt No. % | No. % | No. . % | No.
1. Been reading books and other sources 49 199 | 116 |46.6 54 | 225 27 11

about health issues
2. Felt that school subjects answers your 38 15.5 | 67 27.8 92 3725 |48 19.45

question about life matters
3. Been liking the school environment and | 103 424 | 88 36.5 23 9.8 27 11.3

felt it’s encouraging to build friendship
with others
4. Preferred teachers from the other sex 49 200 |65 26.5 48 19.3 81 33.7
5. Felt that your family supports you and 1s | 29 12.1 | 44 17.9 42 17.1 125 | 525
concerned with your needs and feelings

6. Preferred to deal with your teacher for 89 37.05 |93 385 23 9.1 38 15.3
personal matters
7. Felt that you parents understand you 101 | 416 |82 33.8 29 1119 32 12.6

and respect you
8. Been opposed and criticized by your 51 205 |77 313 50 1207 67 274

family

9. Felt embarrassed to talk with your 79 32.75 | 93 37.9 40 16.3 32 12.5

| parents about personal matters

10. Felt that your opinions and ideas are 58 23.95 | 123 | 515 39 |16 21 8.5
accepted by your family

11. Felt that you like to deal with your 81 344 | 80 34.6 32 13.6 41 17.5
older sister more than mother

12. Been feeling embarrassed to talk about | 97 39.95 | 58 24 45 18.8 4] 17.2

___sex with any family members
13. Preferred your friends more than family | 76 31 81 372 32 | 134 51 214
14. Been liking to have a friend from the | 46 18.85 | 74 30.75 31 13.3 88 37.1

opposite sex
15. Been feeling embarrassed to talk or meet| 54 22,5 |87 36.9 36 15.3 50 25.3

with the friends of the other sex
16. Accepting the socictal norms and values | 44 18.05 { 79 3275 52 [21.6 66 27.6

in relation to your relationship with men

17. Believed in the emotional 59 245 |71 30.05 40 | 16.7 68 28.7
relationship between the man and
woman
18. Preferred marriage to school 33 13.85 | 25 10.6 34 | 145 144 | 61.05
| 19. Felt a need to have scx education 113 | 47.1 |65 27.3 31 12.8 31 12.8
| 20. Preferred to be in a mixed school 64 26.20 | 51 22.7 46 19.6 76 315
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Appendii H

The educational sessions outline conducted in the two experimental schools
(Betunia and Al-Bireh)

:Day and time

Objectives

Content

Teaching/learning Methods

Day 1
Monday
{Betunia)

Thursday
(Al-Bireh)

1.To raise adolescent’s
health knowledge through
information and education
about adolescence, the
normal biological growth
with emphasis on the
reproductive system
changes, and the associated
psychological and social
development

Adolescence; definition and
changes included:

-The physio]ogicz;l differences
between both genders

-The psychosocial changes
associated with physical changes
-The reproductive system and
process of menstrual cycle
-Importance hygiene and care
during menstrual period

-Discussion included:
Brain storming techniques and
group exercise

-Teaching aids included: over
head transparencies, posters
and distribution of leaflets

Day 2
Monday
(Betunia)

Thursday
(Al-Bireh)

2. To promote the
adolescent’s

psychological emotional
well-being through giving
information about the self-
concept and the factors
affecting the self-image, and
confidence level when
dealing with their internal
and external environment

Parameters for psychological well-

being including: "

- Definition of self-concept and its

relationships to body image

- Issues of stress, and kinds of
stressors

-Discussion guided by
questioning and participation
by:

Individual and group exercises
with the
use of flip charts

 Day 3
Monday
(Betunia)

Thursday
(Al-Bireh)

3. To promote the female
adolescent’s social
relationships by providing
information about effective
communications within their
environment at family,
school and socicty levels.

Definition of human relationships
within:”

-internal and external environment

and how it affects the individual
including family, friendship

-Emotional relationship; what it
means and how it affects the
individual.

-The attributes of a successful
relationships

Discussion of the student's
subjective responses which
were obtained at the pre-
intervention

that was clarified by the over
head projector

-Group work and student
participations

Day 4
Monday
(Betunia)

Thursday
(Al-Bireh)

4. To raise adolcscent’s
awarencess about the concept
of marriage and the factors
affecting it and to
distinguish between the
biological and social roles of
the man and women (gender
sensitization).

-Definition of the marriage
concept;

-Indicators for successful marriage,
-Issue of early marriage and its risk

consequences on physical,

emotional and socjal well-being of

the young girls.
- Gender issues; the biological

(sexual) and social roles of the man

and women within the
Arab/Palestinian context

Discussion guided by
questioning and participation
by:

Group exercise and Teaching
aids included: transparencies,
posters and distribution of
leaflets

Note: the sessions were planned to be given on Monday for Betunia (P+1 group) and on Thursday for Al-Bireh (I group),
at the same time 11.30-1pm replacing their last two classes as been arranged with the school directors.
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Appendix I

Analysis of item in categories III & IV at the pre-intervention stage in
figures

236



Been able to face up your dificutties

488 50
45
40
35
30
25
20
»3 5
0
5
| T 0
M uch less than usual Less than usual Same as usual M ore than Ususal
Been capable of making decisions about things
478 50
45
40
35
30
25
20
+ 15
- 10
-5
0

Much less than usual Less than usual Same as usual More than Ususal
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Been understanding yo urself and accepting yo urself and accepting your behaviors

X
&R wvweau o

P s =

8 298

More than Ususal

Same as usual

Been accepting criticism and advice
Been aware of your stress

Loss than usual

Muchless than usual Less than usual
M uch less than ususl

238




Been concerned with other's thinking of you more than what you think of your self

3 & B R 8 8

w

Same as usual More than Ususal

M uch less than usual

Been depending on others to soive your problem

Much less than usual Less than usual Same as usual M ore than Ususal
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Been aware of your stringth and weaknesses

¢ 9288 8K

Less than usual Same as usual More than Ususal

Much less than usual

mm&wmmo

Been liking achievments

(=]

M ore than Ususal

Same as usual

Less than usual

Much less than usual




%
BeeB8R8RR22 60

Much less than usual

Been able to enjoy day-to-day activities

Been feeling reasonably happy, afl things around you considered

More than

b e
usual

" -
) L
Much less than usual
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Been loosing confidence in yourself

40
35
30
25
20 R
15
- 10
-5
-0
Much less than usual Same as usual
Been thinking of y if as aworthiess p
45
40
35
30
-]
*®
20
137 15
+ 10
-5
-0
Much less than usual Same as usual More than Ususal
Felt you could not overcome yo ur difficulties
35
201 314
- 30
25
20
X
]
0
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Been feeling unhappy and depressed

Py sy e ey [ oy g ey
1 t i

|
|

More than Ususal

Been feeling embarmresed for any person

%

Less than usual Same as usual M ore than Ususal

M uch less than usual

Felt that your family supports you and is concerned with your needs and feeligs

More than

as usual

than usual

Less

Much less than usual
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Feit that your parents understand you and respect you

Same as usual

Less than usual

Been opposed and criticized by your familly

Less than usual Same as usual

M uch less than usual

Felt embamressed to talk with your parents about personal matters

Less than usual

Much less than usual




Feit that your opinions and ideas are accepted by your family

Less than usual Same as usual More than Ususal

Much less than usual

J_it
|
!

!
{

1 |
S g ) ESuTEed

Felt that you like to deal with your older sister more than mother
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Been feeling embarrased to talk about sex with any family members

Much less than usual Less than usual Same as usual More than Ususal

Preferred y our friends more than fanily

Much less than usual Less than usual Same as usual More than Ususal
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Appendix J
The T. Test Tables of Analysis
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Table 6.4.1: Comparison between Betunia at Pre-test
with BirZeit at Pre-test
Group Statistics

. .

'schools | N-| Mean .| Std.-:- | . StdError .
] _ ‘ o - Deviation ~ - Mean
Psychological | Betunia 31| 4510 6.60 1.19
items - Pre test | gi;7eit 29 | 4321 6.34 1.18
Cognitive Betunia 31| 3213 4.73 .85
items - Pre test | gi;7eit 30| 3097 430 79
Emotional Betunia 31 18.94 4.66 .84
items - Pre test | gir7ejt 30| 17.40 4.93 90
Social items - Betunia 29| 48.72 5.37 1.00
Pre test BirZeit 29 | 48.10 7.64 1.42
Family items - | Betunia | 31| 19.90 324 58
Pre test BirZeit | 28| 2061 3.48 66
School items - | Betunia 31 16.94 2.94 53
Pre test BirZeit 30| 16.10 3.27 60
Society items - | Betunia 3t | 12,06 2.59 47
Pre test BirZeit 30| 11.20 3.35 61
Perception Betunia 31 1942 1.82 33
items - Pre test | g 7eit 30| 19.50 1.66 30
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I sycologi

Equal variances assumed

0.001

1.67

-1.46

5.24

1.89
items - Pre test Equal variances not

assumed 1.131 57.954 | 0263 1.89 1.67 -1.46 5.24
Cognitive items - | Equal variances assumed 0.453 0.504 1.003 59 0.32 1.16 1.16 -1.16 3.48
Pre test Equal variances not

assumed 1.004 58.779 | 0319 1.16 1.16 SIELS 3.48
Emotional items - | Equal variances assumed 0 0.984 1.25 59 | 0216 1.54 1.23 -0.92 3.99
Pre test Equal variances not

assumed 1.249 58.531 0.217 1.54 1:23 -0.93 4
Social items - Pre | Equal variances assumed 2.722 0.105 0.358 56 | 0.722 0.62 1.73 -2.85 4.09
test Equal variances not

assumed 0.358 50.258 | 0.722 0.62 1.73 -2.86 4.1
Family items - Equal variances assumed 0.023 0.88 -0.805 57 | 0.424 0.7 0.87 -2.46 1.05
Pre test Equal variances not

assumed -0.802 55316 | 0.426 -0.7 0.88 -2.46 1.05
School items - Equal variances assumed 0.113 0.738 1.049 50 | 0.298 0.84 0.8 -0.76 2.43
Pre test Equal variances not

assumed 1.047 57.881 | 0.299 0.84 0.8 -0.76 2.43
Society items - | Equal variances assumed 3.084 0.084 1.13 59 | 0263 0.86 0.77 -0.67 24
Pre test Equal variances not

assumed 1.125 54.663 | 0.265 0.86 0.77 -0.68 24
Perception items | Equal variances assumed 0.463 0.499 -0.181 59 | 0857 | -8.06E-02 0.45 097 0.81
- Pre test Equal variances not

assumed -0.181 58.774 | 0.857 | -8.06E-02 0.45 -0.97 0.81
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Table 6.4.2: Comparison between Betunia at Pre-test
with Silwad at Post-test
Group Statistics

schools N. .| "Mean '} ° Std.. I Std.Error.

_ - S Deviation | °~ Mean": *

Psychological items - Pre test | Betunia 31 45.10 6.60 1.19
. Silwad 0 . . .
Psychological items - Posttest | Betunia 31 57.06 4.33 78.
Silwad 27 4733 3.31 64.

Cognitive items - Pre test Betunia 31 3213 4.73 85.
Silwad 0 . . .

Cognitive items - Post test Betunia 31 35.81 2.64 47.
Silwad 27 30.11 2.86 55.

Emotional items - Pre test Betunia 31 18.94 4.66 84.
Silwad 0 . . ;

Emotional items - Post test Betunia 31 21.26 3.11 56.
Silwad 27 17.22 2.68 52.

Social items - Pre test Betunia 29 48.72 5.37 1.00
Silwad 0 . . .

Social items - Post test Betunia 31 50.74 3.98 72.
Silwad 27 47.52 4.77 92,

Family items - Pre test Betunia 31 19.90 3.24 58.
Silwad 0 . . .

Family items - Post test Betunia 31 21.00 2.62 47.
Silwad 27 19.44 2.59 50.

School items - Pre test Betunia 31 16.94 2.94 53.
Silwad 0 . . .

School items - Post test Betunia 31 17.52 2.68 48.
Silwad 27 16.89 2.99 58.

Socicty items - Pre test Betunia 31 12.06 2.59 47.
Silwad 0 . . .

Society items - Post test Betunia 31 12.23 1.59 28.
Silwad 27 11.19 2.00 39.

Perception items - Pre test Betunia 31 19.42 1.82 33.
Silwad 0 . . .

Perception items - Post Test Betunia 31 21.35 2.44 44,
Silwad 27 18.93 3.00 58.

1 cannot be computed because at jeast one of the groups is empty.
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Psychological

Equal variances assumed

items - Posttest g qual variances not 55.114 .000 9.73 1.00 7.72 11.74
assumed 8

Cognitive items Equal variances assumed .000 984 | 7.886 56 .000 5.70 72 4.25 7.14

- Post test Equal variances not 7.842 | 53.401 000 5.70 73 4.24 7.15
assumed

Emotional items Equal variances assumed 467 497 | 5.255 56 .000 4.04 a7 2.50 5.57

- Post test Equal variances not 5310 | 55.996 000 4.04 76 2.51 5.56
assumed

Social items - Equal variances assumed 195 .661 | 2.803 56 .007 3.22 1.15 92 5.53

Post test Equal variances not 2.768 | 50.872 008 322 1.16 89 5.56
assumed

Family items - Equal variances assumed 148 702 | 2.267 56 027 1.56 .69 18 2.93

Post test Equal variances not 2268 | 55.072 027 1.56 69 18 2.93
assumed

School items - Equal variances assumed 657 421 | 842 56 403 .63 74 -.86 2.12

Post test Equal variances not 836 | 52.741 407 63 75 -.88 2.13
assumed

Society items - Equal variances assumed 2.147 148 | 2.208 56 031 1.04 A7 9.65E-02 1.98

Post test Equal variances not 2.173 | 49.411 035 1.04 A48 | 7.84E-02 2.00
assumed

Perception items Equal variances assumed 1.573 215 | 3.398 56 001 243 71 1.00 3.86

- Post Test Equal variances not 3350 [ 50208 | .002 243 73 97 3.89

assumed
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Table 6.4.3: Comparison between BirZiet at Pre-test with Silwad at Post-test

coti. o . scheals | 'N | Mean | Std.Deviation | Std. Error Mean
Psychological | BuZeit | 29| 4321 6.34 ' 1.18
items - Pre test Silwad 0 . . .
Psychological BirZeit 30| 53.43 5.65 1.03
items - Post test | gjlwad 27| 47.33 3.31 64
Cognitive items - | BirZeit 30| 3097 . 4.30 .79
Pre test Silwad 0 : : .
Cognitive items - | BirZeit 30 33.20 3.87 71
Post test Silwad 27| 3001 2.86 55
Emotional items - | BirZeit 30 17.40 4.93 90
Pre test Silwad 0 . . .
Emotional items - | BirZeit 30 | 20.23 3.07 .56
Post test Silwad 27| 17.22 _ 2.68 52
Social items - Pre | BirZeit 29| 4810 - 7.64 1.42
test Silwad 0 . . .
Social items - BirZeit 30| 49.50 3.88 71
Post test Silwad 27| 47.52 4.77 92
Family items - | BirZeit | 28 | 20.61| 3.48 66
Pre test Silwad 0 . : .
Family items - BirZeit 30| 2143 2.76 .50
Post test Silwad 27| 19.44 2.59 50
School items - BirZeit 30 1e.10 3.27 .60
Pre test Silwad 0 . : .
School items - BirZeit 30| 16.57 2.24 41 |
Post test Silwad 27| 16.89 2.99 58
Society items - BirZeit 30| 1l1.20 3.35 .61
Pre test Silwad 0 : :

Society items - BirZeit 30 11.50 2.10 38
Post test Silwad 27| 1119 2.00 39
Perception items | BirZeit 30| 19.50 1.66 30
- Pre test Silwad 0 . :

Perception items | BirZeit 30| 21.23 245 45
- Post test Silwad 27| 18.93 3.00 58

t cannot be computed because at least one of the groups is empty.
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scholoicl items - |

Equal variances assumed

4.904 55 0 6.1 1.24 8.59
Post test Equal variances not

assumed 5.034 47.579 0 6.1 1.21 3.66 8.54

Cognitive items - Post | Equal variances assumed | 2.564 0.115 3.39 55 0.001 3.09 0.91 1.26 491
test Equal variances not

assumed 3.44§  53.065 0.001 3.09 0.9 1.29 4.89

Emotional items - Post | Equal variances assumed | 0.386 0.537 3.92; 55 0 3.01 0.77 1.47 4.55
test Equal variances not

assumed 3.95] 54.955 0 3.01 0.76 1.48 4.54

Social items - Post test | Equal variances assumed 0.9 0.347 1.72¢ 55 0.09 1.98 ik -0.32 4.28
Equal variances not

assumed 1.707 50.221 0.094 1.98 1.16 -0.35 431

Family items - Post test | Equal variances assumed | 0.026 0.871 2.794 55 0.007 1.99 0.71 0.56 3.42
Equal variances not

assumed 2.804 54.897 0.007 1.99 0.71 0.57 341

School items - Post test | Equal variances assumed | 2.352 0.131 -0.461 55 0.645 -0.32 0.7 -1.72 1.07
Equal variances not

assumed -0.45¢  47.907 0.65 -0.32 0.71 -1.74 131

Society items - Post test | Equal variances assumed 0.081 0.777 0.578 55 0.565 0.31 0.54 -0.78 1.41
Equal variances not

assumed 0.5% 54.8 0.564 3.10E-01 0.54 -0.77 1.4

Perception items - Post | Equal variances assumed 1.806 0.185 3.19] 55 0.002 2.31E+00 0.72 0.86 3.75
Test Equal variances not

assumed 3.161 50.279 0.003 231 0.73 0.84 3.77
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Table 6.5.1: Comparison of the Subjects in Betunia School at Pretest and at Posttest

Paired Samples Statistics

ool | std. o T Std.Error
Lol ; R Mean | N | Deviation |- ' Mean .- :
Pair 1 Psychological items - Pre test 45.1 31 6.6 1.19
Psychological items - Post test 57.06 | 31 4.33 0.78
Pair 2 Cognitive items - Pre test 32.13 31 4.73 0.85
Cognitive items - Post test 35.81 31 2.64 0.47
Pair 3 Emotional items - Pre test 1894 (. 31 4.66 0.84
Emotional items - Post test 2126 | 31 3.11 0.56
Pair 4 Social items - Post test 5062 § 29 3.82 0.71
Social items - Pre test 4872 | 29 537 1
Pair § Family items - Pre test 199 | 31 3.24 0.58
Family items - Post test 21 | 31 2.62 0.47
Pair 6 School items - Post test 17.32 | 31 2.61 0.47
School items - Pre test 16.94 | 31 2.94 0.53
Pair 7 Society items - Pre test 1206 | 31 2.59 0.47
Society items - Post test 1223 | 31 1.59 0.28
Pair 8 Perception items - Pre test 1942 | 31 1.82 0.33
Perception items - Post Test 2135 1 31 2.44 0.44
Paired Samples Correlations ‘ _ ;
1 L . "N _| Correlation | Sig.
Psychological items Pre test & psychological items -
Pair 1 Posttest 31 .038 .838
Pair 2 Cognitive items - Pre test & Cognitive items - Post test 31 | -075 .687
Pair 3 Emotional items - Pre test & Emotional items - Post test 31 ].105 .575
Pair 4 Social items - Post test & Social items - Pre test 29 ].005 979
Pair 5 Family items - Pre test & Family items - Post test 31 {-.008 967
Pair 6 School items - Post test & School items - Pre test 31 -127 495
Pair 7 Society items - Pre test & Society items - Post test 31 {.077 679
Pair 8 Perception items - Pre test & Perception items - Post Test 31 -035 854
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ir Sam

. Psyhogical items - Pre test - hoi items - Post

l Tt :

Pair1 | test -11.97 7.75 1.39 -14.81 -9.12 -8.595 30 0
Pair2 | Cognitive items - Pre test - Cognitive items - Post test -3.68 5.59 1.00 -5.73 -1.63 -3.664 30 0.001
Pair3 | Emotional items - Pre test - Emotional items - Post test -2.32 5.33 .96 -4.28 -0.37 -2.428 30 0.021
Pair4 | Social items - Post test - Social items - Pre test 1.90 6.58 1.22 -0.6 4.4 1.553 28 0.132
Pair5 | Family items - Pre test - Family items - Post test -1.10 4.18 15 -2.63 0.44 -1.46 30 0.155
Pair6 | School items - Post test - School items - Pre test 39 4.18 75 -1.14 1.92 0.516 30 0.61
Pair 7 | Society items - Pre test - Society items - Post test -0.16 2.93 0.53 -1.24 0.91 -0.306 30 0.762
Pair 8 | Perception items - Pre test - Perception items - Post Test -1.94 3.1 0.56 -3.07 -0.8 -3.479 30 0.002
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Table 6.5.2: Comparison of the Subjects in BirZiet School
at Pretest and at Posttest
Paired Samples Statistics

e | | S
bt e ) Deviation | o
R R R R co e n ST Mean
T—Pair 1 | Psychological items - Pre test | 43.21 | 29 6.34 1.18
Psychological items - Posttest | 53.24 | 29 5.65 1.05
Pair 2 | Cognitive items - Pre test 3097 | 30 4.30 0.79
Cognitive items - Post test 33.20 | 30 3.87 0.71
Pair3 | Emotional items - Pre test 17.40 | 30 4.93 0.9
Emotional items - Post test 2023 ] 30 3.07 0.56
Pair 4 | Social items - Post test 49.66 | 29 3.86 0.72
Social items - Pre test 48.10 | 29 7.64 142
Pair 5 | Family items - Pre test 2061 | 28 3.48 0.66
Family items - Post test 21.57 | 28 2.81 0.53
Pair 6 | School items - Post test 16.47 | 30 2.33 0.43
School items - Pre test 16.1 | 30 3.27 0.6
Pair 7 | Society items - Pre test 11.2 | 30 3.35 0.61
Society items - Post test 11.51 30 2.1 0.38
Pair 8 | Perception items - Pre test 195 30 1.66 0.3
Perception items - Post Test 21.23 | 30 245 045

Paired Samples Correlations _ _ e
et o e e SN T Corprelation: - Sig.
Psychological items - Pre test & Psychological items - Post
Pair 1 | test 29 | .207 .282
Pair 2 | Cognitive items - Pre test & Cognitive items - Post test 30 | -.084 .657
Pair 3 | Emotional items - Pre test & Emotional items - Post test 30 |.217 250
Pair 4 | Social items - Post test & Social items - Pre test 29 | .240 210
Pair 5 | Family items - Pre test & Family items - Post test 28 | .058 .770
Pair 6 | School items - Post test & School items - Pre test 30 [.098 .608
Pair 7 | Society items - Pre test & Society items - Post test 30 [.039 .837
Pair 8 | Perception items - Pre test & Perception items - Post Test 30 | -.064 737
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Pid Samples Test

Al s Mean D on
Psychological items - Pre test - Psychological items - Post '
Pair 1 test -10.03 757 1.41 -12.91 -7.15 -7.137 28 0
Pair 2 Cognitive items - Pre test - Cognitive items - Post test -2.23 6.03 1.10 -448 | 1.71E-02 -2.03 29 0.052
Pair 3 | Emotional items - Pre test - Emotional items - Post test -2.83 5.21 .95 -4.78 -0.89 -2.977 29 0.006
Pair4 | Social items - Post test - Social items - Pre test 1.55 7.68 1.43 -1.37 4.47 1.088 28 0.286
Pair 5 Family items - Pre test - Family items - Post test -.96 4.34 .82 -2.65 0.72 -1.175 27 0.25
Pair 6 | School items - Post test - School items - Pre test .37 3.83 .70 -1.06 1.8 0.525 29 0.604
Pair 7 | Society items - Pre test - Society items - Post test -0.3 3.88 0.71 -1.75 1.15 -0.424 29 0.675
Pair 8 | Perception items - Pre test - Perception items - Post Test -1.73 3.04 0.55 -2.87 -0.6 -3.124 29 0.004
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Table 6.5.3: Comparison of the Subjects in Betunia School with Subjects

in BirZeit School at Posttest
Group Statistics

[ s | S

| Deviation | EFTOr

i Ca (0 el R oo | Mean

Psychological items - Posttest | Betunia 31} 57.06 4.33 0.78
BirZeit 30| 5343 5.65 1.03

Cognitive items - Post test Betunia 31| 3581 2.64 0.47
BirZeit 30 | 33.20 3.87 0.71

Emotional items - Post test Betunia 31 21.26 3.1 0.56
BirZeit 301 2023 3.07 0.56

Social items - Post test Betunia 31 50.74 3.98 0.72
BirZeit 30| 49.50 3.88 0.71

Family items - Post test Betunia 31 21 2.62 0.47
BirZeit 301 2143 2.76 0.5

School items - Post test Betunia 31 17.32 2.61 0.47
BirZeit 30 1647 2.33 0.43

Society items - Post test Betunia 31 12.23 1.59 0.28
BirZeit 30 11.5 2.1 0.38

Perception items - Post Test | Betunia 31| 2135 2.44 0.44
BirZeit 301 2123 2.45 0.45
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Independent Samples Test

a lean -tes
Psychological Equal variances assumed 1.600 211 2.824 59 0.006 3.63 1.29 1.06 6.2
items - Post test Equal variances not assumed 2.812 | 5435 | 7.00E-03 3.63 1.29 1.04 6.22
Cognitive items - | Equal variances assumed 3.162 081 | 3.081 59 0.003 2.61 0.85 0.91 43
Post test Equal variances not assumed 3.063 | 50.968 0.004 2.61 0.85 0.9 4.32
Emotional items - | Equal variances assumed 004 951 | 1.295 59 0.2 1.02 0.79 -0.56 261
Post test Equal variances not assumed 1.295 | 58.974 0.2 1.02 0.79 -0.56 2.61
Social items - Post | Equal variances assumed 0.481 0491 | 1232 59 0.223 1.24 1.01 -0.77 3.26
test Equal variances not assumed 1.233 | 58.996 0.222 1.24 1.01 -0.77 3.26
Family items - Post | Equal variances assumed 0.282 0.597 | -0.629 59 0.532 -0.43 0.69 -1.81 0.95
test Equal variances not assumed -0.628 | 58.565 0.532 -0.43 0.69 -1.81 0.95
School items - Post | Equal variances assumed 0.09 0.765 | 1349 59 0.183 0.86 0.63 -0.41 2.13
test Equal variances not assumed 1351 | 58.618 0.182 0.86 0.63 -0.41 2.12
Society items - Equal variances assumed 0.942 0336 | 1528 59 0.132 0.73 0.47 -0.22 1.68
Post test Equal variances not assumed 1.521 | 53.993 0.134 | 7.30E-01 0.48 -0.23 1.68
Perception items - Equal variances assumed 0.024 0.878 0.194 59 0.847 1.20E-01 0.63 -1.13 1.37
Post Test Equal variances not assumed 0.194 | 58.932 0.847 0.12 0.63 -1.13 1.37
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Table 6.5.4: Comparison of the Subjects in Betunia School
with Subjects in Al-Bireh School at Posttest
Group Statistics

o Stde

e - Error

S SRR LRSS _ .|~ Mean -
Psychological items - Posttest | Betunia 311 57.06 433 0.78
Al-Bireh 39| 54.23 5.30 0.85
Cognitive items - Post test Betunia 31| 35.81 2.64 0.47
Al-Bireh 40 | 34.60 2.76 0.44
Emotional items - Post test Betunia 31| 21.26 3.11 0.56
Al-Bireh 41 ] 19.61 4.09 0.64
Social items - Post test Betunia 31| 50.74 3.98 0.72
Al-Bireh 371 5119 4.64 0.76
Family items - Post test Betunia 31 21 2.62 0.47
Al-Bireh 39| 19.69 2.99 0.48
School items - Post test Betunia 31 17.32 2.61 0.47
Al-Bireh 42| 17.74 2.77 0.43
Society items - Post test Betunia 31 12.23 1.59 0.28
Al-Bireh 40 | 13.13 2.2 0.35
Perception items - Post Test | Betunia 31 2135 2.44 0.44
Al-Bireh 42 1 20.98 2.8 0.43
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; Independent Sam|

les Test

Psychological Equal variances assumed 1.882 175 | 2406 68 0.019 2.83 1.18 0.48 5.18
items - Post test Equal variances not assumed 2463 | 67.937 | 1.60E-02 2.83 1.15 0.54 5.13
Cognitive items - | Equal variances assumed 225 637 | 1.861 69 0.067 1.21 0.65 | -8.68E-02 2.5
Post test Equal variances not assumed 1.872 | 65.989 0.066 1.21 0.64 | -8.03E-02 2.49
Emotional items - | Equal variances assumed 2.938 091 | 1.870 70 0.066 1.65 0.88 -0.11 3.41
Post test Equal variances not assumed 1.942 | 69.995 0.056 1.65 0.85 | -4.42E-02 3.34
Social items - Post | Equal variances assumed 0.97 0328 | -0.422 66 0.675 -0.45 1.06 -2.56 1.67
test Equal variances not assumed -0.428 | 65.954 0.67 -0.45 1.05 -2.54 1.64
Family items - Post | Equal variances assumed 1.583 0213 1.917 68 0.059 1.31 0.68 | -5.33E-02 2.67
test Equal variances not assumed 1.947 | 67.322 0.056 1.31 0.67 | -3.28E-02 2.65
School items - Post | Equal variances assumed 0.236 0.629 | -0.649 71 0.518 -0.42 0.64 -1.69 0.86
test Equal variances not assumed -0.655 | 66.767 0.515 -0.42 0.63 -1.68 0.85
Society items - Equal variances assumed 1.722 0.194 | -1.922 69 0.059 -0.9 0.47 -1.83 3.42E-02
Post test Equal variances not assumed -2.001 | 68.695 0.049 | -9.00E-01 0.45 -1.8 -2.84E-03
Perception items - | Equal variances assumed 0.01 0921 [ 0.603 71 0.549 | 3.80E-01 0.63 -0.87 1.63
Post Test Equal variances not assumed 0.615 | 68.929 0.541 0.38 0.62 -0.85 1.61
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Table 6.5.5: Comparison of the Subjects in Betunia School
with Subjects in Silwad School at Posttest
Group Statistics

28td 0] Std. Error:
oo shschools -1 Deviation _Mean
Psychological items - Posttest | Betunia | 31 57.06 4.33 0.78
Silwad 27| 4733 3.31 0.64
Cognitive items - Post test Betunia | 31 35.81 2.64 0.47
Silwad 27 1 - 30.11 2.86 0.55
Emotional items - Post test Betunia | 31 21.26 3.1 0.56
Silwad 27 17.22 2.68 0.52
Social items - Post test Betunia | 31 50.74 3.98 0.72
Silwad 27 47.52 4.77 0.92
Family items - Post test Betunia | 31 21 2.62 0.47
Silwad 27 19.44 2.59 0.5
School items - Post test Betunia | 31 17.32 261 0.47
Silwad 27| -16.89 2.99 0.58
Society items - Post test Betunia | 31 12.23 1.59 0.28
Silwad 27 11.19 2 0.39
Perception items - Post Test Betunia | 31 21.35 2.44 0.44
Silwad 27 18.93 3 0.58
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siace

pendent Samples

52

Ipper

Psychological Equal variances assumed 236 | 9.512 56 0 9.73 1.02 7.68 11.78
ttems - Posttest | poual variances not assumed 9.689 | 55.114 | 0.00E+00 9.73 1 7.72 1174
Cognitiveitems - | Equal variances assumed 000 984 | 7.886 56 0 5.7 0.72 | 4.25E+00 7.14
A Equal variances not assumed 7.842 | 53.401 0 57 073 | 4.24E+00 7.15
Emotional items - | Equal variances assumed 467 497 | 5255 56 0 4.04 0.77 2.5 5555
A Equal variances not assumed 5310 | -55.996 0 4.04 076 |  2.51E+00 5.56
Social items - Post | Equal variances assumed 0.195 0.661 | 2.803 56 0.007 322 1.15 0.92 5.53
= Equal variances not assumed 2768 | 50.872|  0.008 322 1.16 0.89 5.56
Family items - Post | Equal variances assumed 0.148 0.702 | 2.267 56 0.027 1.56 0.69 |  1.80E-01 2.93
= Equal variances not assumed 2268 | 55.072 0.027 1.56 0.69 | 1.80E-01 293
School items - Post | Equal variances assumed 0.8 0.375 | 0.589 56 0.558 0.43 0.74 | -1.04E+00 1.91
= Equal variances not assumed 0.584 | 52.095 0.562 0.43 0.74 | -1.06E+00 1.92
Society items - Equal variances assumed 2.147 0.148 | 2.208 56 0.031 1.04 047 | 9.65E-02 1.98E+00
A Equal variances not assumed 2.173 | 49.411 0.035 | 1.04E+00 048 | 7.84E-02|  2.00E+00
Perception items - | Equal variances assumed 1.573 0215 | 3.398 56 0.001 | 2.43E+00 0.71 1 3.86
I Equal variances not assumed 335| 50208| 0002 243 0.73 0.97 3.89
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Table 6.5.6: Comparison of the Subjects in Al-Bireh School
with Subjects in BirZiet School at Posttest
Group Statistics

td.": | - Std. Error.

: ‘|"Deviation [ Mean

Psychological items - Posttest | Al-Bireh 39| 35423 5.30 0.85
BirZeit 30| 5343 5.65 1.03

Cognitive items - Post test Al-Bireh 40 34.60 2.76 0.44
BirZeit 30| 33.20 3.87 0.71

Emotional items - Post test Al-Bireh 41 19.61 4.09 0.64
BirZeit 30| 2023 3.07 0.56

Social items - Post test Al-Bireh 37| 5119 4.64 0.76
BirZeit 30| 4950 3.88 0.71

Family items - Post test Al-Bireh 391 19.69 2.99 0.48
BirZeit 30| 2143 2.76 0.5

School items - Post test Al-Bireh 42 17.74 2.77 0.43
BirZeit 30 16.47 2.33 0.43

Society items - Post test Al-Bireh 40 [ 13.13 2.2 0.35
BirZeit 30 11.5 2.1 0.38

Perception items - Post Test Al-Bireh 42| 2098 2.8 0.43
BirZeit 30 21.23 2.45 0.45
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v Psyhlogcal

- Equal variances assumed .006 938 .602 67 0.549 0.8 1.32 -1.85 3.44
items - Post test 60.41

Equal variances not assumed .597 9| 5.53E-01 0.8 1.34 -1.87 3.47
Cognitive items - | Equal variances assumed 2.473 120 | 1.766 68 0.082 1.4 0.79 -1.80E-01 2.98
Post test 49.95

Equal variances not assumed 1.685 3 0.098 1.4 0.83 -2.70E-01 3.07
Emotional items | Equal variances assumed 3.094 083 | -.702 69 0.485 -0.62 0.89 2.4 1.15
o ytest Equal variances not assumed -734 | 68.94 0.466 -0.62 0.85 -2.32E+00 1.07
Social items - Equal variances assumed 2432 0.124 | 1591 65 0.116 1.69 1.06 -0.43 3.81
Post test 64.92

Equal variances not assumed 1.622 2 0.11 1.69 1.04 -0.39 3.77
Family items - | Equal variances assumed 0.487 0488 | -2.476 67 0.016 -1.74 0.7 -3.14E+00 -0.34
Post test 64.72

Equal variances not assumed -2.502 9 0.015 -1.74 0.7 -3.13E+00 -0.35
School items - Equal variances assumed 0.696 0407 | 2.049 70 0.044 1.27 0.62 3.40E-02 2.51
Post test 68.03

Equal variances not assumed 2.109 3 0.039 1.27 0.6 6.85E-02 2.47
Society items - | Equal variances assumed 0.081 0.776 | 3.122 68 0.003 1.63 0.52 0.59 | 2.66E+00
Post test 64.11

Equal variances not assumed 3.143 2 0.003 | 1.63E+00 0.52 0.59 | 2.66E+00
Perception items | Equal variances assumed 0.053 0.819 | -0.405 70 0.687 | -2.60E-01 0.64 -1.52 1.01
LSS Equal variances not assumed 0414 | 671 0.68 -0.26 0.62 -15 0.98
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Table 6.5.7: Comparison of the Subjects in Al-Bireh School
with Subjects in Silwad School at Posttest
Group Statistics

Psychological items - Posttest | Al-Bireh 39 54.23 53 0.85
Silwad 27 47.33 3.31 0.64
Cognitive items - Post test Al-Bireh 40 346 2.76 0.44
Silwad 27 { 3.01E+01 2.86 0.55
Emotional items - Post test Al-Bireh 41 19.61 4.09 0.64
Silwad 27 17.22 2.68 0.52
Social items - Post test Al-Bireh 37 51.19 4.64 0.76
Silwad 27 47.52 4.77 0.92
Family items - Post test Al-Bireh 39 19.69 2.99 0.48
Silwad 27 19.44 2.59 0.5
School items - Post test Al-Bireh 42 17.74 2.77 0.43
Silwad 27 16.89 2.99 0.58
Society items - Post test Al-Bireh | 40 13.13 2.2 0.35
Silwad 27 11.19 2 0.39
Perception items - Post Test Al-Bireh 42 20.98 2.8 0.43
Silwad 27 18.93 [ 3.00E+00 0.58
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Inde pe dent Samples Tet

Psychological

Equal variances assumed

0.013

5.997

64 0 6.9 1.15 4.6 9.2
items - Post test Equal variances not assumed 6.504 | 63.432 0 6.9 1.06 4.78 9.02
Cognitive items - | Equal variances assumed 0.191 0.664 6.432 65 | 0.00E+00 4.49 0.7 3.1 5.88
Post test Equal variances not assumed 6.389 | 54.617 | 0.00E+00 4.49 0.7 3.08 59
Emotional items - | Equal variances assumed 5.347 0.024 2.674 66 0.009 2.39 0.89 0.61 4.17
Post test Equal variances not assumed 2.908 66 | 5.00E-03 2.39 0.82 0.75 4.03
Social items - Equal variances assumed 0.129 0.721 3.087 62 0.003 3.67 1.19 1.29 6.05
Post test Equal variances not assumed 3.073 55.25 0.003 3.67 1.19 1.28 6.06
Family items - Equal variances assumed 0.776 0.382 0.349 64 | 7.28E-01 0.25 0.71 -1.17 1.67
Post test Equal variances not assumed 0358 | 60.739 | 7.21E-01 0.25 0.69 -1.14 1.63
Sehonltene Equal variances assumed 0.245 0.622 1.205 67 | 2.32E-01 0.85 0.7 -0.56 2.26
Post test Equal variances not assumed 1.185 | 52.425 | 2.41E-01 0.85 0.72 -0.59 229
Society items - Equal variances assumed 0 0.993 3.672 65 | 0.00E+00 1.94E+00 0.53 0.88 2.99
Post test Equal variances not assumed 3.74E+00 | 59.353 | 0.00E+00 1.94E+00 0.52 0.9 2.98
Perception items Equal variances assumed 1.011 0318 | 2.89E+00 67 0.005 2.05 0.71 0.63 3.47
- Post Test Equal variances not assumed 2.845 | 52.761 0.006 2.05 0.72 0.6 3.5
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Table 6.5.8: Comparison of the Subjects in BirZiet School
with Subjects in Silwad School at Posttest
Group Statistics

Mbkhl td. - | Std. Error

L oo .+ Deviation | - Mean
Psychological items- Posttest | Bir-Ziet | 30 53.43 5.65 1.03
Silwad 27 47.33 3.31 0.64
Cognitive items - Post test Bir-Ziet | 30 33.2 3.87 0.71
Silwad 27 | 3.01E+01 2.86 0.55

Emotional items - Post test Bir-Ziet | 30 20.23 3.07 0.56
Silwad 27 17.22 2.68 0.52
Social items - Post test Bir-Ziet | 30 49.5 3.88 0.71
Silwad 27 47.52 4.77 0.92
Family items - Post test Bir-Ziet | 30 2143 2.76 0.5
Silwad 27 19.44 2.59 0.5
School items - Post test Bir-Ziet | 30 16.47 2.33 0.43
Sitwad 27 16.89 2.99 0.58
Society items - Post test Bir-Ziet | 30 11.5 2.1 0.38
Silwad 27 11.19 2 0.39
Perception items - Post Test | Bir-Ziet | 30 21.23 2.45 0.45
Silwad 27 18.93 3.00E+00 0.58
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Inde]

pendent Sm

Psychological items

les Test

Equal variance assume 3

0.026 4.904 55 0 6.1 1.24 3.61 8.59
- Post test Equal variances not assumed 5.034 | 47.579 0 6.1 1.21 3.66 8.54
Cognitive items - Equal variances assumed 2.564 0.115 3.394 55 | 1.00E-03 3.09 0.91 1.26 4.91
Post test Equal variances not assumed 3.448 | 53.065 | 1.00E-03 3.09 0.9 1.29 4.89
Emotional items - Equal variances assumed 0.386 0.537 3.925 55 0 3.01 0.77 1.47 4.55
Post test Equal variances not assumed 3.953 | 54.955 | 0.00E+00 3.01 0.76 1.48 4.54
Social items - Post | Equal variances assumed 0.9 0.347 1.726 55 0.09 1.98 1.15 -0.32 428
test Equal variances not assumed 1.707 | 50.221 0.094 1.98 1.16 -0.35 431
Family items - Post | Equal variances assumed 0.026 0.871 2.794 55 | 7.00E-03 1.99 0.71 0.56 3.42
test Equal variances not assumed 2.804 | 54.897 | 7.00E-03 1.99 0.71 0.57 3.41
School items - Post | Equal variances assumed 1.583 0.214 -0.598 55 | 5.53E-01 -0.42 0.71 -1.84 0.99
test Equal variances not assumed -0.59 | 49.039 | 5.58E-01 -0.42 0.72 -1.86 1.02
Society items - Post | Equal variances assumed 0.081 0.777 0.578 55 | 5.65E-01 | 3.10E-01 0.54 -0.78 1.41
test Equal variances not assumed 5.80E-01 54.8 | 5.64E-01 3.10E-01 0.54 -0.77 1.4
Perception items - Equal variances assumed 1.806 0.185 | 3.20E+00 55 0.002 231 0.72 0.86 3.75
Post Test Equal variances not assumed 3.162 | 50.279 0.003 231 0.73 0.84 3.77
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Appendix K

el

The Arabic Version of the Questionnaire
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