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FOREWORD 

It gives me great pleasure to write this foreword for what I consider to 
be a vital and useful publication. 

The School Health Seminar organised by the Joint School Health 
Committee, in which the Ministries of Health and Education fully partici
pated, was a very successful one. The report which is the outcome of the 
Seminar will undoubtedly be of immense value not only to those connected 
with the medical and teaching professions but to all concerned who are in
terested in the health and welfare of our children. 

The health of our school children is my special concern. A vigorous 
and progressive nation like ours cannot ignore the health standards of our 
children who form a large percentage of our population. Unless we are pre
pared to look after their health from the time when they are young and 
thereby improve their mental and physical well being, the whole country will 
suffer later on. 

There has been a long-felt need for a body like the Joint School Health 
Committee and I am sure with the active co-operation that exists between 
the Ministries of Health and Education, much good and useful work can be 
done not only in the urban schools but more so in the rural schools where the 
need is even very much greater. 

I hope this report will serve as a guide to the successful implementation 
of the School Health programme. I wish the Committee every success in 
all their endeavours. 

Kuala Lumpur, 
4th December, 1968. 
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FOREWORD 

It gives me great pleasure to write this foreword for a very useful publica
tion of this nature. 

One of the aims and objectives of the Government is to train our children 
in good clean living right through school, and unless we do this, we would 
not be laying the foundation for a strong and vigorous Malaysia of tomorrow. 
In this connection, the formation of the Joint School Health Committee was 
most vital. It is in the schools that we can and should do much in this 
connection, and with the co-operation that exists with the Ministry of Educa
tion, I am sure much useful work can be undertaken on various aspects of 
school health work. I am particularly concerned of the health of our children 
in the rural areas and it is here that more emphasis should be placed. 

I am indeed glad that the report of the first Seminar held by the Joint 
School Health Committee is going into print. This document contains vital 
information and will provide interesting and useful reading. 

The report will also, I am sure, provide guidelines for the future im
plementation of our school health programmes. I wish the Joint School 
Health Committee every success in the useful work it is undertaking. 

Kuala Lumpur 
4th December, 1968. 
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FOREWORD 

As Current Chairman of the Joint Health Committee, I have great 
pleasure in writing this foreword to the Report on the School Health Seminar. 
The formation of the Joint School Health Committee which consists of 
senior officials of both the Ministries of Health and Education is definitely 
a step in the right direction. 

The Seminar was fully attended by officers of both the Ministries. 
Much work by officials of both Ministries had gone in not only in organising 
the Seminar but also in bringing out this report. This co-operation augurs 
well for the future and I am sure much useful work can be done in our 
schools, especially in the rural schools, to improve the health standards of 
our children. 

There is definitely a need for a publication of this nature for its produc
tion at present is most timely as it is essential that so many other Health 
Workers and Teachers all over the country must know the recent develop
ments that have taken place in Malaysia in the great effort of improving the 
health of our school going children who will in turn contribute towards the 
health and happiness of many generations to come. 

There is a wealth of information in this document which will be of use 
to all those who are interested in the health of the young and it is hoped that 
this report will be useful not only for our schools and Health Centres but 
also for our own home. 

Kuala Lumpur 
4th December, 1968. 

(HAJI HAMDAN BIN SHEIKH TAHIR) 

Chairman, 
Joint School Health Committee. 
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THE REPORT 
1. INTRODUCTION 

The need for closer co-ordination between the Ministry of Health and 
Ministry of Education in improving the health of school children led to 
the formation of the federal Joint School Health Committee in March, 1967. 
One of the first tasks of this committee was to appoint a Sub-committee 
which formulated a blue-print for an integrated School Health Pro
gramme* which would include four components:-

( a) School Health Service 
(b) Healthful School Living 
(c) School Health Education, and 
( d) School-community co-operation for health. 
The blueprint was accepted in principle by the Joint Committee which 

then organised the School Health Seminar with the following objectives:-
( a) To propagate the concept of a co-ordinated school health pro

gramme; 
(b) To discuss the implementation of the school health programme; 
(c) To encourage joint projects for the improvement of the school

going children of the community. 
The seminar was held at the University of Malaya on 4th, 5th and 6th 

April, 1968, and was attended by 77 participants from the Ministry of Health, 
Ministry of Education, health and teacher training institutions, Education 
and Medical Faculties of the University and representatives from the Ma
layan Medical and Malaysian Dental Associations; as well as 25 observers 
from other ministries and departments, local voluntary bodies and interna
tional organizations. (See Appendix 21). 

The Seminar was officially declared open by the Minister of Education 
and officially declared closed by the Minister of Health. 

The mornings of the first two days were devoted to plenary sessions 
during which thirteen papers were presented, whilst in the afternoon parti
cipants and observers were divided into six workshop groups to discuss vari
ous aspects of the papers presented. On the last day reports of the workshop 
sessions were presented for discussion. 

2. THE SCHOOL HEALTH SERVICE 
2.1 General 

The School Health Service is one of the four components of the 

* Sub-Committee on School Health Programme-"School Health Pro
gramme" (1967) Working Paper No. I. K.K. 26940/(10) 
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total School Health Programme, the other three being School Health 
Education, Healthful School Living and School-community Co-ope
ration for Health. It consists mainly of personal services and me
dical care provided by doctors, dental surgeons, nurses and para
medical staff in co-operation with teachers. 

The main objectives of the school health services are the early 

detection and correction of abnormalities and the provision of 
emergency care in school during illness or injury through a system 
of continous observation and periodic examination of school child
ren and well-organized first aid referral and follow-up. In all 
these activities, besides achieving good teamwork, the maintenance 
of accurate data is vital. There should be adequate facilities for 
carrying out health appraisal in schools and if necessary the services 
of specialists for certain cases should be made available. 

2.2 Priorities in implementation of the school health services 
In view of the current shortage of health staff, it is necessary to 

know the actual health needs of the school child and to arrive at 
priorities with regard to target groups and activities. 

2.2.1. Target groups 
First priority should be given to primary school entrants 

and those pupils referred by teachers. Other groups deserving 
attention in order of priority include the secondary school 
entrants, primary school leavers, the secondary school leavers, 
other pupils in the primary schools and others in the secon
dary schools, as well as the adolescents in institutions of 
higher learning who may present problems of adjustment. 

2.2.2. Activities 
The type of school health service provided must meet the 

actual needs of the school child. 
Examination of over 6,000 primary school children in 22 

rural schools in Province Wellesley showed that the incidence 
of worm infestation was high (Malay 89 %, Chinese 64 % 
and Tamils 83 %). Skin conditions and enlarged spleens were 
common findings, whilst height and weight measurement 
showed that Chinese pupils were taller and heavier than 
Malay pupils of corresponding age groups. 

It is estimated that of the 1.8 million school children in 
this country about 80-90 % suffer from dental maladies of 
various types and severity. 
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In implementing the school health service, the following 
priority activities are stressed:-

Medical examination to detect defects and illnesses, to 
be followed by proper care and treatment; 
provision of first aid and emergency care in schools to 
provide immediate treatment during injury or illnesses 
in schools; 
immunization against infectious diseases. 
provision of dental services. The school dental nurses 
and dental hygienists are useful auxiliaries to the dental 
officers who are in short supply now. 
proper recording of health history and data. 

2.3 Role of teachers 

Every teacher is a teacher of health and, therefore the image of 
sound health and general well-being projected by the teacher is all 
important. 

An observant teacher can detect physical abnormalities and early 
signs and symptoms of ill-health in a child, and by referring such a 
child to a doctor he is able to prevent further deterioration of the 
child's condition or even prevent the spread of an infectious disease. 
The day-to-day observation of a pupil's personal cleanliness and 
habits should be an important aspect of the health discipline in a 
school. 

In health appraisal a teacher can help in preparing pupils for 
examination, making available records and health history of pupils 
and helping in such simple procedures as vision and hearing testing 
and heights and weights measuring. 

Following on health appraisal, the teacher may find it useful to 
discuss the problem with the pupil concerned or with his parents, or 
it may be necessary for the teacher to keep check on parents who 
fail to meet obligations regarding the health of their children. Parents 
by and large respect the opinion and decision of teachers and this 
gives the latter the advantage and opportunitity to participate in 
school health activities. 

In order to enable teachers to play their proper role in the school 
health service, they should receive proper training with basic and in
service training, not only in detecting deviations from normal de
velopment and health but also in providing first aid and simple 
emergency treatment at school. 
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2.4 Role of the Rural Health personnel 

The rural health unit should be the focal point of the school 
health activities in rural environment. Its staff can be utilized in 
health appraisal of school children, immunization programmes, 
communicable disease control and treatment of minor ailments. 
With the present birth rate and existing set-up of the rural health 
unit (1 main health centre for every 50,000 population and 1 sub
health centre for every 10,000 population), these activities can 
be fitted into the routine rural health programme provided addi
tional funds and transport are made available. 

2.5 Role of private medical practitioners 

Private medical practitioners can participate m school health 
service in the following ways:-
( a) By "adopting" schools and providing screening and emergency 

services in such "adopted" schools on a voluntary basis. 
(b) By becoming school medical officers employed on a sessional 

basis to undertake school health work. 
( c) By serving on school health committees. 

Unfortunately, private practitioners are not easily available 
in rural areas. 

Private dental surgeons can also participate in this service. 

3. HEALTHFUL SCHOOL LIVING 

3 . 1 Objectives 

The objectives of healthful school living are:-
( a) To maintain optimum health and to promote the safety of 

the school community. 
(b) To inculcate desirable health habit, attitudes and behaviour 

conducive to healthful living. 
( c) To promote a sense of security and contentment among pupils 

and school personnel. 
Healthful school living requires the provision of a safe and health

ful environment, organization of healthful school day and estab
lishment of inter-personal relationships favourable to emotional, 
social and physical health. 

3.2 Physical environment: 

3.2.1. Siting and layout 

Ideally schools should be located away from congested 
areas and busy roads and sources of disturbances such as 
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3.2.2. 

noise and smoke. But the acute shortage of land, especially in 
towns, sometimes makes it difficult to secure suitable sites 
for schools. In rural areas where the population is normally 
scattered over a wide area, it is wise to build schools centrally 
to shorten distances to be travelled by school children. At 
present, schools in towns :i.re often located in congested and 
noisy areas or in areas not at all conducive to the promotion 
of an academic atmosphere. 

More thought should be given to the layout of the school 
which must be regarded as a single unit rather than as a 
group of blocks haphazardly built. 

In areas subjected to periodic flooding, the school must 
necessarily be located on high ground or raised on stilts. 

The classroom: 
Due to the increasing number of children going to school, 

many classrooms are now overcrowded. In some schools be
cause of inadequate furniture, pupils have to share desks or 
chairs. 

Most schools, especially in towns, have such large enrol
ment that afternoon classes are inevitable. 

Classrooms should be well-lighted and well-ventilated. 
Height of chairs and desks should be suitable to the particular 
age group and they should be properly arranged in relation 
to one another and the blackboard. 

3.2.3. Sanitary facilities: 
All schools should have adequate urinals and lavatories 

which should preferably be water-sealed to prevent fly and 
smell nuisance. Refuse should be collected and properly dis
posed off. 

A school must provide hand-washing facilities as well as a 
safe and wholesome supply of drinking water. 

3.2.4. School clinic: 

3.2.5. 

There should be a school health clinic within the premises 
of a school or close by to serve one school or more. This can 
be used for health examination, for first aid or an emergency 
health care, as well as for dental care. 

The school canteen: 
School canteens should be kept in a clean condition and 

equipped with washing facilities. Food served in these can-
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teens must be of adequate nutritional value. They must be 
prepared and served hygienically. Food handlers must be 
continuously supervised and regular health check ups 
provided. 

3.2.6. Need for sanitary and building standards for schools: 
Schools must fulfill certain minimum building and sanitary 

standards. To co-ordinate. the work of all departments con
cerned in enforcing these standards, co-ordinating commit
tees at federal, state and district levels are desirable. 

3.2.7. The need for regular inspection: 
To ensure that sanitary standards applicable to schools 

are adhered to there should be regular inspection of school 
premises, and all sanitary defects found should be promptly 
rectified. 

3.2.8. Space for extra-curricular activities: 
The school hall and the playing field provide a rich en

vironment for the development of a child's personality. The 
school hall where the whole school meets in the morning 
provides an opportunity for establishing and developing cor
porate sense, while the field is invaluable for group activities 
necessary for social adjustment and personality development. 

3.3 Social and emotional environment 

3.3.1. The school's role: 

The school can help in the emotional development and 
socialization of a child. Before he goes to school, a child gets 
his love and emotional security from his parents. But as he 
grows older he becomes less dependent on them and identi
fies himself more with the group to which he desires to be
long and be accepted. He needs to establish intimate rela
tionship with children of his age and to be accepted by them. 

The school which is the first social environment he is 
exposed to after the home must therefore provide the oppor
tunities through which his basic needs ( e.g. love, security, 
success, self-respect, participation and personal integration) 
can be fulfilled. This role of the school is even more impor
tant today when parents have less time for their children 
due to the rapid social changes taking place in the home and 
community. 
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3.3.2. 

3.3.3. 

3.3.4. 

However there are certain factors which tend to make the 
task of the school more difficult. 

The teacher's difficulties: 

In the past, teachers had been primarily concerned with 
helping children to acquire knowledge and skill. But there 
is a growing realization today of the importance to adjust 
school activities to the actual needs of the school c;hild and 
his emotional development and to diagnose and treat inappro
priate patterns of emotional behaviour. But many teachers 
due to their lack of experience or training are ill-prepared for 
this role. Furthermore, the big size of classes nowadays 
deprive teachers of the opportunity to know and understand 
his pupils as individuals. 

Another factor which tends to thwart social and emotional 
adjustment of children in Malaysian schools is the excessive 
pre-occupation with academic successes. Parents, teachers 
and society alike tend to be highly examination conscious 
and parents are often unable to see the value of school 
activities which seem to have little relationship with passing 
examinations. 

Conflict between home and school: 

Regardless of the kind of schooling or training provided in 
schools, sometimes an individual child may not be able to 
assume desirable social stature. For instance he may come 
from a surrounding which is not conducive to good behaviour. 
In some instances, parents, teachers and others who are res
ponsible for the child's development may have little insight 
into his real nature and needs. Conflicting interest or value 
between the child and his parents e.g. in the choice of a 
career may produce a confused or temperamental individual. 

Parent-Teacher relationship: 

Parents must understand and appreciate the efforts of the 
school in the development of their children. They should 
have a keen and knowledgeable interest in the development 
of their children, and should play a more active role in school 
life than they have up to now. It is necessary too for teachers 
to understand the home conditions of the children. Parent
Teacher Associations can bridge this gap and bring about 

7 



3.3.5. 

3.3.6. 

better understanding and rapport between parents and tea
chers. Frequent formal and informal meetings between them 
can contribute towards better understanding and co-opera
tion. The activities of the school can be well publicised 
through newsletters, meetings, etc. 

Extra-curricular activities: 
Extra-curricular programmes provide many opportunities 

for children to have experiences valuable to their adjustments . 
There is a whole range of extra curricular activities in schools 
to cater for the emotional and social development of the child. 
These may include games, singing, music, cubbing and scou
ting, excursions and school societies e.g. debating, geograp
hic, photographic societies, etc. Pupils should be given every 
encouragement to participate in these activities. 

The teacher's emotional health: 
Finally it has to be appreciated that the teacher's emotional 

health will also affect the scholastic and emotional develop
ment of the school children. The teacher has to be happy in 
his work. Good working conditions, satisfactory relationship 
among the teachers and between them and the school head; 
adequate allowance for rest periods, and the provision of 
a teacher's room are contributory to the teacher's emotional 
health. 

4. SCHOOL HEALTH EDUCATION 

4.1. General principles of school health education 
Health education consists not only of giving health information 

and publicity, but also of developing desirable health knowledge, 
attitudes and practices. Schools can provide the formal and informal 
learning experience for this purpose. 

Health education should be an integral part of the school curricu
lum. It should be based on the needs and interest of school children; 
it should be scientifically sound and adopted to the socio-cultural 
condition of the community. 

Health education in schools can take the form of planned instruc
tion, of informal learning experiences or of individual health coun
selling. 

4.2 Health education curriculum in schools . 
The curriculum should be divided into a logical and consequential 

plan of action to achieve the general objective of health education, 
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which is to help boys and girls to become increasingly capable of 
making intelligent decisions about their own health problems and 
those of the community. Their school living experiences and the 
health instruction or learning that they receive must, therefore 
be meaningful, be of sufficient depth and breadth, and include mo
dern concepts in personal, emotional, social and community health. 

4.3 Responsibility for school health education 

General health instruction in a school is the responsibility of the 
classroom teacher. The teaching of special health subjects may need 
special training. In planning a health curriculum, preparing teaching 
aids or: training of teachers, the help of the health department may 
be necessary. 

A Parent-Teacher Association may serve as a link between the 
home and the school so that the influences of the home and the school 
can be co-ordinated and channelled to assist in the development of 
sound health knowledge, attitudes and practices. 

A local school health committee consisting of representatives from 
the school, parents and the community can play an important role in 
lending community support to the total school health programme. 

4.4. Some problems involved in implementing health education 
in schools. 

Health education depends to a large extent for its success on the 
effectiveness of the teacher in bringing home to the pupils the impor
tance of being healthy, and his ability to recognize the numerous 
opportunities for incidental learning and teaching. But many teachers 
have not as yet been able to accept the fact that a little more than 
guidance in Reading, Writing and Arithmetic is expected of them. 
Society at present seems to place too much emphasis on academic 
achievement, and very little importance is attached to study an art 
of healthy living. Teachers and parents alike must therefore be re
educated and re-orientated in health education and in healthful 
living. 

4.5 Suggestions to improve health education in schools 

To make teachers effective as health educators and to enable them 
to organize and administer the school health programme more effi
ciently, the current health education course in teacher training 
colleges should be continued and strengthened and refresher 
courses for teachers and heads of schools should be organized from 

9 



time to time. In organizing these courses, help in the form of 
personnel, audio-visual aids and publications may be sought from 
various ministries and agencies. 

To supervise and co-ordinate health education activities in schools, 
specialist officers from Ministry of Health and Ministry of Educa
tion should be appointed. Those from Ministry of Education should 
be officers with special training in health education. These officers 
should represent the Ministry on the Joint School Health Com
mittee. An officer called a "School Health Supervisor" with training 
in school health education should be assigned to each State. 

Co-ordination of health education activities at various levels 
may be effected through the proposed school health committees 
at federal, state, district and local levels. 

5. SCHOOL-COMMUNITY CO-OPERATION FOR HEALTH 

5 .1 The School as a change agent in the community 

There are four important contemporary changes that have a bear
ing on the social scene. These are:-
( a) rapid population increase; 
(b) rural- urban migration; 
( c) change in labour pattern with tendency towards specializa

tion; and 

( d) technological development producing in rural communities a 
materialistic craving for urban benefits. 
The role of the school is largely to promote changes in attitudes 
either to meet the demands of change or to counter the effects 
of change. 

In an urban setting the school must counter change by fostering 
an appreciation of:-

( a) the importance of the individual in an organizational structure 
which threatens him with anonymity. 

(b) creativity in contrast to uniformity and conformity, 
(c) leisure, and 
( d) proper and responsible attitude towards achieving objectives. 

In a rural community the school through appropriate psycho
social principles may:-
( a) provide motivation for desirable change; 
(b) help to raise the level of aspiration; 
( c) interpret the goals cf change through demonstration; and 
( d) help to make the urban-rural relationship more balanced. 
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As a change agent the school must take note of the status of the 
particular community in which it is sited. Content of curri
culum and approach to certain disciplines must be considered in 
relation to environmental needs. 

5.2 The role of the community in school health improvement 

The school health programme must be implemented in the pers~ 
pective of the overall community health programme. Close co
operation and understanding must be sought between the com
munity and those directly responsible for implementing the school 
health programme. 

The large number of formal or informal groups in the community 
can act as channels of communication or as meeting points between 
the people and the health educators in schools. These groups may 
be regarded as instruments to inform the people and arouse their 
interest towards better health. They may also participate directly 
in health projects. 

The rural development committees at the various levels provide 
an essential administrative machinery through which collaboration 
and co-ordination with other agencies and activities could be affect
ed. Through these committees, the people could be informed of the 
objective, nature and extent of any health programme and at the 
same time in stimulating participation and community action. 

5.3 Contribution of the school towards community health de
velopment 

The school can play an important part in improving health con
ditions of the community by setting a good example of healthy li
ving by disseminating knowledge about health, and by participating 
and if necessary by providing the leadership in local public health 
projects either officially or unofficially. 

But lack of properly trained teachers, lack of local leadership and 
lack of resources may hamper this potential role of the school in 
community development. Parental apathy, social custom and pre
judice and difficulty in language can only be overcome by health 
education and by getting the community more directly involved 
in the solution of health problems. Home visiting by teachers could 
be of immense value. 

A good example of school community co-operative effort is the 
proposed pilot project to control worm infestation in rural schools 
which will be carried out jointly by the Ministry of Education and 
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Ministry of Health. In the school, children will be given worm treat
ment whilst in the community, the aim will be to improve environ
mental sanitation in the rural areas so as to eliminate the source of 
re-infestation of worms. 

6. SUMMARY 

(a) The school health service should provide facilities for early de
tection of abnormalities, establish a system of referrals and follow
up and make available first aid and emergency treatment in school. 
But because of the shortage of health personnel priorities with re
gard to target groups and activities should be clearly laid down 
and existing resources both governmental and private should be 
fully utilized. Given proper training a teacher can make useful 
contributions to the school health service. 

(b) A healthy school environment is essential for the proper physical, 
emotional and social development of the school child. School 
premises must conform to minimum building and sanitary stan
dards which are laid down. The aim of schooling is not merely the 
acquisition of knowledge and skill, but also the development of 
a well-rounded personality and stature. Teachers, parents and 
society alike must, therefore, adopt a new approach to an under
standing of the purpose of education and they must regard extra 
curricular school activities which appear to be unrelated to passing 
examinations as no less important than those activities which have 
a direct bearing on academic achievement. 

(c) Health education in schools can take the form of planned instruc
tion, informal learning experiences or individual health counsell
ing. The responsibility for school health education falls on teachers 
who must, therefore, be properly orientated and trained. The 
current health education courses in teacher training colleges 
should be strengthened and in service refresher courses should 
be organised from time to time. 

(d) The school has a potential role as a change agent in the com
munity. It can promote changes in attitudes either to meet the 
demands of change or to counter the effects of change. It can also 
directly participate in joint efforts with the community in deve
lopment programmes. Conversely, the community has a part 
to play in school health improvement by giving support or taking 
part in school health programmes. 
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PENYATA (terjemahan) 

1. Pendahuluan 

Oleh sebab perlu-nya kerjasama yang rapat cli-antara Kementerian Ke
sihatan clengan Kementerian Pelajaran bagi memperbaiki kesihatan kanak2 
sekolah maka sa-buah Jawatan-kuasa Kesihatan Sekolah bersama, persekutu
an telah cli-bentok clalam bulan Mach, 1967. Salah satu claripacla tugas2 
jawatan-kuasa ini pertama-nya ia-lah untok menubohkan sa-buah Jawatan
kuasa Kechil bagi menggubal satu rangka Ranchangan Kesihatan Seko
lah* yang akan menganclongi empat bahagian :-

( a) Perkhiclmatan Kesihatan Sekolah, 

(b) Kehiclupan yang sihat cli-Sekolah, 

( c) Pencliclekan Kesihatan Sekolah, clan 

( cl) Kerjasama sekolah- masharakat untok kesihatan. 

Rangka itu telah cli-terima pacla perinsip-nya oleh Jawatan-kuasa Ber
sama yang kemuclian-nya menganjorkan Seminar Kesihatan Sekolah clengan 
tujuan2 yang berikut :-

( a) Untok mengembangkan konsep ranchangan kesihatan sekolah 
yang cli-salaraskan; 

(b) Untok membinchang chara2 menjalankan ranchangan kesihatan 
sekolah; 

( c) U ntok menggalakkan ranchangusaha2 bersama bagi kebaikan ka
nak2 yang akan bersekolah. 

Seminar itu telah cli-aclakan cli-Universiti Malaya pacla 4hb. Shh. clan 
6hb. April, 1968, clan telah cli-haclhiri oleh 77 orang clari Kementerian 
Kesihatan, Kementerian Pelajaran, yayasan2 latehan perguruan clan kesihatan, 
Fakulti2 Pendiclekan dan Perubatan Universiti dan w;ikil2 dari Persatuan Per
ubatan clan Persatuan Pergigian Malaya; serta juga 25 orang pemerhati 
clari lain2 kementerian dan jabatan, badan2 sukarela tempatan clan pertuboh
an2 antarabangsa. (Lihat Lampiran 21 ). 

Seminar itu telah cli-buka clengan rasmi-nya oleh Menteri Pelajaran 
dan cli-tutup clengan rasmi-nya oleh l\'fenteri Kesihatan. 

Di-sabelah pagi clua hari yang pertama itu telah di-adakan sidang penoh 

*Jawatan-kuasa Kechi! Ranchangan Kesihatan Sekolah - "School 
Health Programme" 1967 Kertas Kerja No. J. K.K. 26940/(10). 

13 



dalam mana tiga belas kertas kerja telah di-kemukakan, sementara di
sabelah petang-nya peserta2 dan pemerhati2 di-bahagikan kapada enam kum
pulan-kerja untok membinchangkan berbagai2 aspek mengenai kertas2 kerja 
yang di-kemukakan. Pada hari yang akhir, laporan2 sidang kumpulan
kerja telah di-kemukakan untok di-binchangkan. 

2. Perkhidmatan Kesihatan Sekolah 
2.1 Am 

Perkhidmatan Kesihatan Sekolah ia-lah satu daripada empat 
bahagian yang terkandong di-dalam Ranchangan Kesihatan Seko
lah. Yang tiga lagi itu ia-lah Pendidekan Kesihatan Sekolah, Ke
hidupan yang sihat di-Sekolah dan Kerjasama Sekolah-masharakat 
untok Kesihatan. Ia mengandongi khas-nya perkhidmatan2 peribadi 
dan rawatan perubatan yang di-sediakan oleh doktor2, doktor2 gigi, 
jururawat2 dan kaki-tangan perubatan dengan kerjasama guru2. 

Tujuan2 utama perkhidmatan kesihatan sekolah ia-lah untok mengesan 
dan membetulkan sa-barang keluarbiasaan2 yang terdapat sa-berapa awal 
dan menyediakan rawatan kechemasan di-sekolah2 bila berlaku sa-suatu pe
nyakit atau kechederaan, melalui satu sistem pengawasan yang terus-menerus 
dan pemereksaan yang kerap ka-atas kanak2 sekolah dan juga perkhidmatan 
pertolongan chemas yang di-kelolakan dengan baik. Dalam semua kegiatan2 
ini, sa-lain dari kerjasama yang erat, pengumpulan data2 yang betul ada
lah sangat penting. Mesti-lah ada kemudahan yang chukup untok menja
lankan usaha menilai kesihatan di-sekolah2 dan jika perlu, perkhidmatan 
pakar2 bagi hal2 yang tertentu hendak-lah juga di-sediakan. 

2.2. Keutamaan2 dalam melaksanakan perkhidmatan2 kesihatan 
Sekolah 

Memandang kapada kekurangan kaki-tangan kesihatan sekarang 
ini, ada-lah mustahak di-ketahui keperluan2 kesihatan kanak2 seko
lah yang sa-benar2-nya dan mengadakan keutamaan2 mengenai 
kumpulan2 yang di-matalamatkan. 

2.2.1. Kumpulan2 yang di-matalamatkan. 
Keutamaan hendak-lah di-beri kapada kanak2 yang hendak 

mem8soki sekolah2 rendah clan murid2 yang di-tentukan oleh 
guru2. Kumpulan2 lain yang mesti di-perhatikan mengikut 
susunan keutamaan-nya termasok-lah murid2 yang hendak 
masok ka-sekolah menengah, murid2 yang akan meninggalkan 
sekolah2 rendah, murid2 yang akan meninggalkan sekolah2 
menengah, lain2 murid di-sekolah rendah dan lain2 murid 
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di-sekolah menengah, serta juga penuntut2 remaja di-yayas
an2 pelajaran tinggi yang mungkin menimbulkan mas'alah2 
penyesuaian. 

2.2.2. Kegiatan2 
J enis perkhidmatan kesihatan yang di-sediakan mesti-lah 

memenohi keperluan yang sa-benar bagi kanak2 sekolah. 

Pemereksaan lebeh daripada 6,000 orang kanak2 sekolah rendah dalam 
22 buah sekolah rendah di-Seberang Perai menunjokkan bahawa peratus ka
nak2 sekolah yang menghidapi penyakit chaching ada-lah tinggi (Melayu 89 %, 
China 64 % dan Tamil 83 %). Penyakit kulit dan limpa besar banyak terdapat, 
sementara ukoran tinggi dan berat menunjokkan bahawa murid2 China ada
lah lebeh tinggi dan berat daripada murid2 Melayu dalam lengkongan umor 
yang sama. 

Ada-lah di-anggarkan bahawa 1.8 juta orang kanak2 sekolah di-negeri 
ini, kira2 SO %-90 % menghidapi kerosakan gigi yang berbagai jenis. 

Dalam menjalankan perkhidmatan kesihatan di-sekolah, kegiatan2 
yang berikut ada-lah di-tegaskan mengikut susunan keutamaan-nya :
Pemereksaan doktor untok mengesan kekurangan dan penyakit, di
ikuti dengan jagaan dan rawatan yang chukup; 
Menyediakan pertolongan chemas dan rawatan yang mustahak di
sekolah2 untok memberi rawatan segera apabila ada kechederaan 
atau penyakit di-sekolah; 
Pelalian melawan penyakit2 yang berjangkit; 
Mengadakan perkhidmatan pergigian. Jururawat gigi dan ahli ke
sihatan gigi sekolah ada-lah penolong2 yang sangat berguna kapada 
doktor2 gigi yang sekarang sangat kekurangan; 
Menchatet rekod sejarah dan data kesihatan yang betul. 

2.3. Peranan guru2 

Tiap2 guru ada-lah guru kesihatan dan oleh yang demikian imej 
atau gambaran kesihatan yang baik yang di-tunjokkan oleh guru itu 
sangat-lah penting. 

Sa-orang guru yang teliti dapat mengesan keganjilan2 jasmani 
dan tanda2 yang gejala2 yang awal yang menunjokkan kurang sihat
nya sa-orang murid, dan dengan menyerahkan murid itu kapada dok
tor ia akan dapat mengelakkan keadaan murid itu daripada menjadi 
burok atau pun menghalang merebak-nya suatu penyakit yang ber
jangkit. Penelitian tiap2 hari tentang kebersehan diri tabi'at murid2 
mesti-lah menjadi satu aspek yang penting dalam disiplin kesihatan 

15 



sa-sabuah sekolah. 
Sa-masa menilai kesihatan di-lakukan guru boleh menolong 

menyediakan rekod2 dan sejarah kesihatan murid2 dan menolong 
dalam hal2 yang mudah saperti menguji penglihatan dan pende
ngaran dan mengukor tinggi dan berat. 

Sa-lepas menilai kesihatan di-lakukan, guru mungkin dapati ber
faedah untok membinchangkan mas'alah ini dengan murid2 yang 
berkenaan atau dengan ibu bapa-nya, atau mungkin perlu bagi guru 
untok mengamati ibu bapa yang tidak menunaikan kewajipan mere
ka terhadap kesihatan anak2 mereka. Pada am-nya ibu bapa meng
hormati pendapat dan keputusan guru2 dan ini memberi peluang 
kapada mereka untok mengambil bahagian dalam kegiatan2 kesihat
an sekolah. 

Untok membolehkan guru2 memainkan peranan yang wajar dalam 
perkhidmatan kesihatan sekolah, mereka mesti-lah menerima latehan 
asas dan latehan untok menjalankan perkhidmatan, bukan sahaja 
dalam hal mengesan penyelewengan2 dari perkembangan dan kesi
hatan biasa tetapi juga dalam memberi pertolongan chemas dan 
rawatan kechemasan yang mudah2 di-sekolah. 

2.4. Peranan Kaki-tangan Kesihatan Luar Bandar 
Yunit kesihatan luar bandar patut menjadi pusat tumpuan 
kegiatan2 kesihatan sekolah dalam lengkongan kawasan luar
bandar. Kaki-tangan-nya boleh di-gunakan untok menilai kesihat
an kanak2 sekolah, ranchangan2 pelalian, pengawalan penyakit2 
berjangkit dan rawatan penyakit2 yang ringan. Dengan kadar ke
lahiran kanak2 dan kedudokan yunit kesihatan luar bandar (1 
pusat kesihatan bagi tiap2 50,000 orang pendudok dari 1 pusat 
kesihatan kechil bagi tiap2 10,000 orang pendudok), kegiatan2 
ini boleh di-masokkan ka-dalam ranchangan kesihatan luar ban
dar biasa dengan sharat peruntokan wang tambahan dan alat 
pengangkutan boleh di-adakan. 

2.5 Peranan doktor2 perubatan persendirian 
Doktor2 perubatan sendirian boleh mengambil bahagian di-dalam 

perkhidmatan kesihatan sekolah dengan chara yang berikut :-

( a) Dengan mengambil beberapa Sekolah yang di-letakkan di-ba
wah jagaan-nya memberi pemereksaan dan perkhidmatan2 ke
chemasan di-sekolah2 tersebut sa-chara sukarela. 

(b) Dengan menjadi pegawai perubatan sekolah yang bertugas 
mengikut penggal untok menjalankan kerja2 kesihatan sekolah. 
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( c) Dengan berkhidmat di-dalam jawatan-kuasa2 Kesihatan Sekolah. 
Malang-nya, doktor2 sendirian tidak di-perolehi di-luar ban

dar. 
Doktor gigi sendirian boleh juga mengambil bahagian di-dalam 

perkhidmatan ini. 

3. Kehidupan Yang Sihat di-Sekolah 

3.1 Tujuan2 

Tujuan2 kehidupan yang sihat di-sekolah ia-lah :-

( a) Untok mengekalkan kesihatan yang sempurna dan untok 
memajukan keselamatan masharakat sekolah. 

(b) Untok menyemai tabi'at kesihatan yarig baik, sikap dan pera
ngai yang bersesuaian dengan kehidupan yang sihat. 

(c) Untok menanam semangat kesejahteraan dan kepuasan di-an
tara kanak2 dan kaki-tangan2 sekolah. 
Kehidupan yang sihat di-sekolah memerlukan wujud-nya alam 
sa-keliling yang selamat dan sihat, pengelolaan hari kesihatan 
sekolah dan mengadakan perhubongan peribadi yang sesuai 
dengan kesihatan rasahati, sosial dan jasmani. 

3.2 Alam sa-keliling jasmani 

3.2.1. Kedudokan dan susunan 

Yang sa-baik2-nya sekolah2 hendak-lah terletak jauh dari 
kawasan2 sesak dan jalan2 yang sibok dan puncha2 gangguan 
saperti bunyi bising dan · asap. Tetapi kekurangan tanah, 
terutama-nya di-kawasan2 bandar, menyebabkan sukar 
mendapat tapak yang sesuai untok mendirikan sekolah. 
Di-kawasan2 luar bandar di-mana pendudok2 dudok di
merata tempat di-kawasan yang luas, ada-lah baik di-dirikan 
sekolah di-tengah2 kawasan itu untok memendekkan per
jalanan kanak2 ka-sekolah. Sekarang sekolah2 di-bandar 
biasa-nya terletak di-kawasan2 yang sesak dan bising atau 
di-kawasan2 yang langsong tidak sesuai suasana-nya untok 
pelajaran. · 

Perhatian yang lebeh hendak-lah di-beri tentang susunan 
sekolah yang mesti di-anggap sa-bagai satu yunit dan 

· bukan-nya satu kumpulan bangunan yang bertaboran sahaja. 

Di-kawasan yang selalu banjir, sekolah mesti-lah di-bina 
atas kawasan yang tinggi a tau mempunyai tiang2 yang tinggi. 
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3.2.2. Bilek darjah 

Oleh kerana bertambah ramai-nya bilangan kanak2 yang 
masok sekolah, banyak bilek2 darjah sekarang penoh sesak. 
Di-satengah2 sekolah, kerana kekurangan perabot, murid2 
terpaksa berkongsi kerusi dan meja. 

Kebanyakan sekolah, terutama-nya di-bandar2, mem
punyai ramai sangat murid hingga terpaksa mengadakan kelas 
di-sabelah petang. 

Bilek2 darjah mesti-lah mempunyai chahaya yang chukup, 
serta pengudaraan yang baik. Tinggi kerusi dan meja mesti
lah sesuai dengan murid2 dari golongan umor yang tertentu 
dan hendak-lah di-ator dengan jarak yang sesuai antara satu 
dengan lain dan dengan pa pan hi tarn. 

3.2.3. Kemudahan2 untok kebersehan 

Semua sekolah mesti mempunyai tempat buang ayer kechil 
dan tandas yang chukup dan sa-berapa boleh yang dapat 
hendak-lah di-lempahi ayer untok mengelakkan lalat dan 
bau busok. Sampah2 mesti-lah di-kumpulkan dan di-buang 
dengan chara yang betul. 

Tiap2 sekolah hendak-lah menyediakan kemudahan2 mem
basoh tangan serta juga bekalan ayer minum yang berseh 
clan selamat. 

3.2.4. Kelinik Sekolah 

Hendak-lah di-adakan sa-buah kelinik kesihatan sekolah di
kawasan atau dekat dengan sekolah untok berkhidmat kapada 
sa-buah sekolah atau lebeh. lni boleh di-gunakan untok men
jalankan pemereksaan kesihatan, untok pertolongan chemas 
atau rawatan kesihatan waktu kechemasan, serta juga untok 
rawatan gigi. 

3.2.5. Kantin Sekolah 

Kantin2 sekolah hendak-lah berseh dan mempunyai kemu
dahan2 untok membasoh. Makanan yang di-hidangkan di
kantin ini hendak-lah mempunyai nilai dzat makanan yang 
chukup. Makanan2 hendak-lah di-sedia dan di-hidangkan 
dengan berseh. Mereka yang berkenaan dengan urusan kan
tin dan yang menyentoh makanan ini hendak-lah sentiasa 
di-awasi dan pemereksaan kesihatan yang kerap hendak-lah 
di-lakukan ka-atas mereka. 
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3.2.6. Perlu-nya darjah-ukoran yang tertentu bagi keber
sehan dan bangunan: 
Sekolah2 henclak-lah memenohi kehenclak2 clarjah-ukoran 

yang minima ten tang kebersehan clan bangunan. U ntok 
menyelaraskan kerja2 cli-semua jabatan yang berkenaan cla
lam menetapkan clarjah2 ukoran ini, jawatan-kuasa penyelaras 
cli-peringkat persekutuan, negeri clan claerah acla-lah cli-per
lukan. 

3.2.7. Perlu-nya pemereksaan yang kerap 

3.2.8. 

Untok menentukan darjah-ukoran kebersehan sekolah di
patohi, maka henclak-lah di-adakan pemereksaan yang kerap 
ka-atas kawasan2 sekolah, dan semua kechachatan2 keberseh
an yang cli-jumpai hendak-lah di-betulkan dengan segera. 

Ruangan untok kegiatan luar-bilek-darjah 

Dewan sekolah dan paclang permainan menyediakan alam 
sa-keliling yang baik untok perkembangan peribacli kanak2. 
Dewan sekolah yang menjacli tempat sakalian murid berkum
pul di-waktu pagi boleh di-gunakan sa-bagai tempat meng
wujuclkan dan mengembangkan semangat kerjasama, semen
tara padang pula berfaedah untok kegiatan2 kumpulan yang 
perlu untok menyelaraskan perkembangan sosial clan peri
bacli. 

3.3 . Alam Sa-keliling Sosial dan Rasahati 
3.3.1. Peranan Sekolah 

Sekolah clapat menolong clalam pertumbohan rasahati clan 
sosial sa-orang kanak2. Sa-belum ia pergi ka-sekolah, sa
orang kanak2 mendapat kaseh sayang dan perasaan selamat 
daripada ibu bapa-nya. Tetapi apabila ia sa-makin besar ia 
sa-makin kurang bergantong kapada ibu bapa-nya dan sa
makin mendampingkan cliri-nya kapada ,kumpulan yang di
minati-nya. Dia perlu membuat perhubongan yang kukoh 
dengan kanak2 yang sa-baya clan cli-terima oleh mereka. 

Sekolah-lah alam sa-keliling sosial yang pertama cli-temui 
oleh kanak2 sa-lain clari rumah. Oleh itu sekolah2 mesti-lah 
menyecliakan peluang2 dalam mana keperluan asas-nya 
(kaseh sayang, keselamatan, kejayaan, hormat cliri, keutohan 
peribacli) clapat cli-penohkan. Peranan sekolah ini lebeh2 lagi 
penting sekarang apabila ibu bapa mempunyai kurang masa 
untok di-tumpukan kapada kanak2-nya di-sebabkan oleh 
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3.3.2. 

perubahan sosial yang sa-makin chepat berlaku di-rumah 
dan di-dalam masharakat. 
Tetapi terdapat beberapaj faktor yang menjadikan tugas 
sekolah itu sa-makin sukar. 

Kesukaran2 Guru 
Dalam masa yang lalu, guru mempunyai tugas utama me

nolong kanak2 memperolehi pengetahuan dan kechekapan. 
Tetapi hari ini terdapat kesedaran tentang mustahak-nya 
menyesuaikan kegiatan2 sekolah dengan keperluan sa-benar 
kanakZ sekolah dan perkembangan rasahati-nya dan untok 
mengesan serta memperbaiki perangai rasahati yang tidak 
wajar. Tetapi, ramai guru2, kerana kurang-nya pengalaman 
atau latehan telah tidak bagitu sedia menjalankan peranan 
ini. Tambahan pula, darjah yang terlalu ramai murid-nya 
sekarang ini tidak memberi peluang kapada guru untok me
ngenal dan memahami muridZ-nya dengan lebeh dekat sa
bagai persaorangan. 

Satu lagi faktor yang menghalang penyesuaian sosial dan 
rasahati kanak2 di-sekolah2 Malaysia ia-lah tekanan yang di
lebehZkan mengenai kejayaan dalam pelajaran. Ibu bapa, 
guru dan masharakat sangat memberatkan tentang peperek
saan dan ibu bapa selalu tidak nampak nilai kegiatanZ sekolah 
yang di-kira tidak mempunyai hubongan dengan kejayaan 
dalam pepereksaan. 

3.3.3. Pertentangan antara rumah dengan sekolah 
Dengan tidak di-kira apa jenis latehan yang di-sediakan 

di-sekolahZ, kadangZ sa-saorang kanak2 itu mungkin tidak 
dapat memperolehi sifat2 sosial yang di-kehendaki. Mithal
nya, ia mungkin berasal dari tempat yang keadaan sa-keliling
nya tidak mendorongi-nya supaya berperangai baik. Ada kala
nya ibu bapa, guruZ dan pehak2 lain yang bertanggong-jawab 
tentang perkembangan kanak2 mungkin tidak dapat menye
larni keperluan2 dan sifat2 mereka yang sa-benar-nya. Minat 
atau nilai yang bertentangan antara kanak2 dengan ibu bapa
nya mithal-nya dalam memileh pekerjaan mungkin melahir
kan sa-orang persaorangan yang bingong atau satu sifat 
perangai. 

3.3.4. Hubongan lbu Bapa Guru 
Ibu-bapa2 hendak-lah memahami dan menghargai usahaZ 
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3.3.5. 

3.3 .6. 

sekolah dalam perkembangan anak2 mereka. Mereka hendak
lah mempunyai minat yang penoh dalam perkembangan 
anak2 mereka, clan hendak-lah memainkan peranan yang 
lebeh chergas dalam kehidupan sekolah daripada yang di
lakukan oleh mereka sekarang. Ada-lah perlujuga bagi guru2 
untok memahami keadaan2 rumah kanak2 itu. Persatuan2 
ibu bapa dapat merapatkan jurang ini clan menghasilkan 
persefahaman yang lebeh erat di-antara ibu bapa dengan 
guru. Perjumpaan sa-chara rasmi clan tidak rasmi yang kerap 
di-antara mereka dapat menghasilkan persefahaman yang 
lebeh erat clan kerjasama yang lebeh baik. Kegiatan2 sekolah 
hendak-lah di-hebahkan dengan lebeh luas lagi berkesan 
melalui pewarta, perjumpaan, clan lain2. 

Kegiatan luar-bilek-darjah 
Ranchangan2 luar-bilek-darjah memberikan banyak pe

luang bagi kanak 2 untok mendapat pengalaman2 yang ber
faedah untok penyesuaian mereka. Ada banyak kegiatan2 
demikian di-sekolah2 untok perkembangan rasahati clan sosial 
kanak2. Ini termasok permainan, nyanyian, rnuzik, gerakan 
anak serigala clan pengakap, lawatan clan persatuan2 sekolah 
mithal-nya persatuan bahath, ilrnu alam, fotogeraf, clan lain2. 
Murid2 hendak-lah di-beri segala galakan untok mengambil 
bahagian dalam kegiatan2 ini. 

Kesihatan rasahati guru . 
Akhir-nya, sa-yogia di-ingatkan bahawa kesihatan rasahati 

guru akan juga mempengarohi perkembangan pelajaran clan 
rasahati kanak2 sekolah. Guru hendak-lah puashati clan gem
bira dalam pekerjaan-nya. Keadaan bekerja yang baik, per
hubongan di-antara guru2, clan antara mereka dengan guru 
besar sekolah yang rnemuaskan hati waktu berehat yang 
chukup, clan penyediaan sa-buah bilek guru2 ada-lah perkara2 
yang dapat memberi surnbangan yang baik kapada kesihatan 
rasahati guru2. 

4. Pendidekan Kesihatan Sekolah 

4.1 Dasar2 umum pendidekan kesihatan sekolah 

Pendidekan kesihatan mengandongi bukan sahaja usaha2 memberi 
ma'lumat clan di'ayah mengenai kesihatan, tetapijuga mengernbang
kan pengetahuan, sikap clan amalan2 kesihatan yang di-kehendaki . 
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4.2 

Sekolah2 boleh memberikan pengalaman belajar sa-chara formal 
atau ta' formal untok tujuan ini. 

Pendidekan kesihatan hendak-lah menjadi sa-bahagian daripada 
bidang pelajaran sekolah. Ia hendak-lah berdasarkan kapada ke
perluan dan minat kanak2 sekolah; ia hendak-lah elok dari segi 
sains dan di-sesuaikan kapada keadaan sosial dan kebudayaan 
masharakat. 

Pendidekan kesihatan di-sekolah2 dapat di-adakan dalam bentok 
pengajaran yang di-ranchangkan dengan baik, mengikut pengalaman 
pelajar sa-chara ta' formal atau sa-chara menasihati keadaan sa
saorang. 

Bidang pelajaran pendidekan kesihatan di-sekolah2 
Bidang pelajaran ini hendak-lah di-bahagikan kapada ranchangan 

tindakan yang logis dan tersusun untok menchapai tujuan umum 
pendidekan kesihatan, ia-itu untok menolong murid2 menjadi sa
makin berupaya membuat keputusan yang baik mengenai mas'alah2 
kesihatan mereka sendiri dan juga masharakat. Pengalaman kehidup
an sekolah mereka dan pelajaran kesihatan yang mereka terima, 
hendak-lah berma'ana, chukup dalam dan luas, serta termasok kon
sep2 moden mengenai kesihatan diri, rasahati, sosial dan masharakat. 

4.3 Tanggong-:iawab mengenai pendidekan kesihatan sekolah 
Ajaran kesihatan umum di-sabuah sekolah ada-lah tanggong

jawab guru darjah. Pengajaran mata-pelajaran2 khas kesihatan 
mungkin memerlukan latehan yang khas. Dalam meranchang satu 
bidang pelajaran kesihatan, penyediaan alat2 pengajaran atau la
tehan guru, pertolongan jabatan kesihatan mungkin perlu. 

Persatuan Ibu bapa-Guru mungkin dapat di-gunakan sa-bagai 
satu hubongan di-antara rumah dengan sekolah supaya pengaroh 
sekolah dan rumah dapat di-salaras dan di-salorkan untok membantu 
dalam perkembangan pengetahuan kesihatan, sikap dan amalan2 
yang baik. 

Jawatan-kuasa pendidekan kesihatan sekolah tempatan yang ter
diri daripada wakil2 dari sekolah, ibu bapa dan masharakat boleh 
memainkan peranan yang penting dalam memberikan sokongan 
masharakat kapada seluroh ranchangan kesihatan sekolah. 

4.4 Mas'alah2 yang terlibat dalam melaksanakan pengajaran 
pendidekan kesihatan di-sekolah 

Kejayaan pendidekan kesihatan di-sekolah bergantong sa-bahagian 
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besar-nya kapada kejayaan guru mengajar murid2-nya peri musta
hak-nya mempunyai tuboh yang sihat, dan kebolehan-nya meng
gunakan berbagai2 peluang untok belajar dan mengajar pelajaran 
kesihatan sa-chara ta' langsong. Tetapi ramai guru2 yang belum 
lagi sedar tentang hakikat bahawa mereka di-kehendaki menyum
bangkan sa-suatu yang lebeh daripada hanya sa-takat mengajar 
kira2, Tulisan dan Bachaan sahaja. Masharakat sekarang nampak
nya lebeh memberatkan kejayaan akademik, dan tidak bagitu mem
beratkan tentang chara2 hendak hidup sihat. Guru2 dan ibu-bapa2 
hendak-lah di-ajar kembali dan di-sesuaikan dengan pendidekan 
kesihatan sikap dan untok hidup dengan sihat. 

4.5 Chadangan2 untok memperbaiki pendidekan kesihatan di
sekolah2 

Untok menjadikan guru berkesan sa-bagai pendidek kesihatan 
dan untok membolehkan mereka mengelola dan mentadbir ran
changan kesihatan sekolah dengan lebeh chekap, kursus2 pendidek
an kesihatan yang di-ajarkan sekarang di-maktab latehan guru 
hendak-lah di-terus dan di-perkuatkan dan kursus2 ulang-kaji bagi 
guru2 dan guru2 besar sekolah hendak-lah di-adakan dari sa-masa 
ka-samasa. Dalam mengelolakan kursus2 ini, bantuan dalam bentok 
kaki-tangan, alat2 pandang-dengar dan majallah2 boleh-lah di
minta dari berbagai2 kementerian dan badan2 penerbitan. 

Untok mengelola dan menyelaraskan kegiatan2 pendidekan kesi
hatan di-sekolah2, pegawai2 pakar dari Kementerian Kesihatan dan 
Kementerian Pelajaran hendak-lah di-lantek. Pegawai2 dari Kemen
terian Pelajaran hendak-lah terdiri daripada pegawai2 yang mem
punyai latehan khas dalam pendidekan kesihatan. Pegawai2 ini 
hendak-lah mewakili Kementerian dalam Jawatan-kuasa Kesihatan 
Sekolah Bersama. Sa-orang pegawai yang di-panggil "Penyelia 
Kesihatan Sekolah" dengan latehan dalam pendidekan kesihatan 
sekolah hendak-lah di-adakan di-tiap2 negeri. 

Penyelarasan kegiatan2 pendidekan kesihatan di-berbagai2 pe
ringkat boleh di-lakukan melalui Jawatan-kuasa2 kesihatan sekolah 
yang di-chadangkan di-peringkat persekutuan, negeri , daerah clan 
tempatan. 

5. Kerjasama Sekolah-Masharakat untok Kesihatan 

5.1 Sekolah sa-bagai ejen perubahan di-dalam masharakat 

Ada empat perubahan sa-masa yang penting yang mempunyai 
pengaroh ka-atas suasana sosial. Pcrubahan2 itu ia-lah :-
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(a) bilangan pendudok bertambah dengan chepat; 

(b) perpindahan pencludok luar bandar ka-banclar; 

(c) perubahan chorak buroh dengan kechenderongan lebeh kapada 
pengkhususan (specialization); dan 

( cl) perkembangan teknoloji mengakibatkan masharakat luar bandar 
inginkan faeclah2 kebenclaan yang terdapat di-bandar. 

Peranan sekolah, sa-bahagian besar-nya, ia-lah untok mengadakan 
perubahan sikap sama ada untok memenohi kehendak2 perubahan 
atau untok mengurangkan akibat perubahan itu. 

Di-dalam kawasan bandar sekolah hendak-lah mengimbangi 
perubahan dengan memupok penghargaan terhaclap: 

(a) penting-nya sa-saorang persaorangan dalam suatu susunan per
tubohan yang boleh mengancham ia hingga ticlak di-kenali 
langsong; 

(b) daya-bina yang berbandingan dengan keseragaman (uniformity) 
dan ikutan ( conformity). 

( c) senggang (leisure) clan 
(d) sikap yang wajar dan bertanggong-jawab untok menchapai mata

lamat2. 

Dalam masharakat luar bandar, sekolah melalui perinsip2 ilmu 
jiwa dan sosial yang wajar boleh :-

( a) menyediakan pendorongan (motivation) untok perubahan yang 
di-kehendaki: 

(b) menolong menaikkan peringkat chita2-nya; 
(c) mentafsir tujuan2 perubahan melalui tunjokchara (demonstra

tion); clan 
( d) menolong menjadikan perhubongan bandar luar bandar lebeh 

sa-imbang. 

Sa-bagai ejen perubahan sekolah henclak-lah mengambil perhatian 
tentang taraf masharakat yang tertentu. Kandongan bidang-pelajar
an dan chara kapada satengah2 disiplin yang tertentu hendak-lah 
di-timbangkan berhubongan dengan keperluan2 alam sa-keliling. 

5.2 Peranan masharakat dalam memperbaiki kesihatan sekolah 
Ranchangan kesihatan sekolah hendak-lah di-jalankan di-dalam 

pespektib seluroh ranchangan kesihatan masharakat. Kesefahaman 
dan kerjasama yang rapat hendak-lah di-minta daripada masharakat 
dan mereka ada-lah bertanggong-jawab sa-chara langsong bagi 
menjalankan ranchangan kesihatan sekolah. 
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Kumpulan2 formal atau ta' formal yang besar dalam masharakat 
boleh bertindak sa-bagai saloran2 perhubongan :Jtau sa-bagai titek2 
pertemuan di-antara pendudok2 dengan pendidek2 kesihatan di
sekolah2. Kumpulan2 ini boleh di-anggap sa-bagai alat untok mem
beritahu pendudok2 dan menarek minat mereka terhadap kesihatan 
yang lebeh baik. Mereka boleh juga mengambil bahagian sa-chara 
langsong dalam ranchangan usaha2 kesihatan. 

Jawatan-kuasa kemajuan luar bandar di-berbagai2 peringkat 
menyediakan jentera pentadbir yang mustahak dan kerjasama dengan 
lain2 badan dan kegiatan2 dapat di-adakan. Melalui jawatan
kuasa2 ini, pendudok2 dapat di-beritahu tentang tujuan, sifat dan 
luas-nya sa-suatu ranchangan kesihatan sambil menggalakkan peng
ambilan bahagian dan tindakan masharakat. 

5.3 Sumbangan sekolah terhadap perkembangan kesihatan 
masharakat 

Sekolah boleh memainkan peranan penting dalam memperbaiki 
keadaan2 kesihatan masharakat dengan menunjokkan chontoh yang 
baik tentang hidup sa-chara sihat dengan mengembangkan penge
tahuan tentang kesihatan, dan dengan mengambil bahagian clan 
jika perlu dengan memberikan pimpinan dalam ranchangusaha2 
kesihatan umum tempatan sama ada sa-chara rasmi atau pun tidak. 

Tetapi kekurangan guru2 yang chukup terlateh, kekurangan pe
mimpin tempatan dan kekurangan ikhtiar2 mungkin boleh menge
chewakan peranan sekolah ini dalam perkembangan masharakat. 
Kurang-nya semangat ibu bapa, adat dan perasangka masharakat 
dan kesukaran bahasa hanya dapat di-atasi dengan di-adakan didek
an kesihatan dan dengan mendapatkan masharakat supaya melibat
kan diri dengan lebeh banyak dalam mengatasi mas'alah2 kesihatan. 
Lawatan ka-rumah2 oleh guru2 ada-lah sangat berfaedah. 

Satu chontoh yang baik mengenai usaha bersama masharakat
sekolah ia-lah ranchangusaha utama yang di-chadangkan untok 
mengawal penyakit chaching di-sekolah2 luar bandar yang akan di
jalankan oleh Kementerian Pelajaran dan Kementerian Kesihatan. 
Di-sekolah, kanak2 akan di-beri ubat chaching, sementara di-dalam 
masharakat, tujuan-nya ia-lah untok memperbaiki kedaaan kesihat
an (sanitation) di-kawasan2 luar bandar supaya dapat menghapus
kan puncha subor-nya chaching2 itu. 

6. Ringkasan 

(a) Perkhidmatan kesihatan sekolah hendak-lah menyediakan ke
mudahan2 untok mengesan sifat keluarbiasaan dari awal lagi, 
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membentok satu sistem pemereksaan dan tindakan sa-lanjut-nya 
dan mengadakan pertolongan chemas dan rawatan kechemasan 
di-sekolah. Tetapi oleh kerana kekurangan kaki-tangan2 kesihatan 
keutamaan2 mengenai kumpulan2 serta kegiatan2 yang di-matala
matkan hendak-lah di-tunjokkan dengan jelas dan kelengkapan 
yang terdapat sekarang pada pehakkerajaandansendirianhendak
lah di-gunakan sa-penoh-nya. Jika di-beri latehan sa-wajar-nya, 
sa-orang guru dapat membuat sumbangan2 yang berguna kapada 
perkhidmatan kesihatan sekolah. 

(b) Keadaan Alam Sa-keliling sekolah yang sihat ada-lah penting 
untok perkembangan jasmani, rasahati dan sosial yang sempurna 
bagi kanak2 sekolah. Sekolah dan kawasan-nya mesti-lah meme
nohi kehendak2 darjah-ukoran yang minima mengenai bangunan 
dan kebersehan sa-bagairnana yang di-kehendaki. Tujuan ber
sekolah bukan hanya untok mendapatkan pengetahuan dan ke
chekapan sahaja, tetapi juga pembinaan peribadi yang sa-imbang 
dan lengkap. Guru2, ibu-bapa2 dan masharakat semua-nya hen
dak-lah mengambil satu chara baru untok memahami tujuan pen
didekan dan mereka mesti menganggap kegiatan2 luar-bilek
darjah, yang kelihatan tidak bersangkut paut dengan pepereksaan, 
tidak kurang penting-nya daripada kegiatan2 yang mempunyai 
hubongan langsong dengan kejayaan akademik. 

(c) Pendidekan kesihatan di-sekolah boleh di-buat dalam bentok 
ajaran yang di-ranchang, pengalaman pelajaran yang ta' formal 
atau pun menasihati keadaan kesihatan sa-saorang persaorang. 
Tanggong-jawab pendidekan kesihatan sekolah terpulang kapada 
guru2 yang hendak-lah di-lateh dengan chukup. Kursus2 pelajar
an kesihatan yang di-adakan di-maktab2 latehan guru sekarang ini 
hendak-lah di-lipat-gandakan lagi dan kursus2 dalam perkhid
matan dan ulangkaji hendak-lah di-adakan dari sa-masa ka-samasa. 

( d) Sekolah mempunyai peranan penting sa-bagai ejen perubahan 
dalam masharakat. Ia boleh menggalakkan perubahan sikap sa
ma ada untok memenohi kehendak2 perubahan atau untok me
ngurangkan akibat2 perubahan. Ia boleh juga mengambil bahagian 
sa-chara langsong dalam usaha2 bersama dengan masharakat 
dalam ranchangan2 pembangunan. Sa-balek-nya pula, masharakat 
mempunyai peranan dalam memperbaiki kesihatan sekolah de
ngan memberi sokongan atau mengambil bahagian dalam ran 
changan kesihatan sekolah. 
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APPENDIX I 

SEMINAR TIME-TABLE 

Thursday 4·4.1968 

A.M. 10.00 PLENARY SESSION 
Chairman: Tuan Haji Hamdan bin Sheikh Tahir 

(Chief Education Adviser) 
10.00 Opening remarks by Chairman. 
10.03 Address by Seminar Organiser (Dr. Raja Ahmad Noordin). 

"Objectives and Organisation of Seminar". 
10.10 Topic I. School Health Services 

10.50 
11.30) 
11.40) 
11.40 

12.10 
12.45) 
2.15 ) 

(a) Working Paper No. 5 Some Aspects of School Services 
(15 minutes) by Dr. B. Saras
wathy. 

(b) Working Paper No.4-Experiences with a School Health 
Project in Rural Schools in Pro
vince Wellesley (10 minutes) 
by Dr. D.J. Kim and Dr. C.S. 
Chee. 

(c) Working Paper No.3- School Dental Service (10 min.) 
by Dr. Ibrahim bin Haji Yassin. 

(d) Working Paper No.2- Teacher Participation in the 
School Health Service (10 min.) 
by Mr. Teoh Teik Lee. 

Discussion of Papers. 
Coffee Break 

Topic II. Healthful School Living. 
(a) Working Paper No.6-The Need for Healthful School 

Living (15 min). 
by Dr. S. Appudurai. 

(6) , Working Paper No.8- Problems of Physical, Social 
and Emotional Environment m 
Schools (15 min). 
by. Mr. V. Murugasu. 

Discussion of Papers 

LUNCH BREAK 
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P.M. 2.15 ) 
5.00 ) 

Friday 5.4.1968 

A.M. 9.00 

9.40 
10.20) 
10.40) 
10.40 

WORKSHOP 

Topic I. How can the School Health Services be more 
effectively implemented? (See Appendix 2) 

Topic II. How can the physical, social and emotional 
environment in the school be improved? 
(See Appendix 2) 

PLENARY SESSION 
Chairman: Tan Sri (Dr.) Mohd. Din bin Ahmad, Director 

of Medical Services. 
Topic 3. School Health Education 
(a) Working Paper No. (12) SomeAspectsofHealth 

Education in Schools 
(10 mins.) by Dr. Ra
ja A. Noordin. 

(b) Working Paper No. (13) Developing Health 
Education Curricula 
in Schools (10 mins.) 
by Mr. S.V.J. Ponniah. 

(c) Working Paper (7) Some Problems involv
ed in implementing, 
Health Education m 
Schools (10 mins). by 
Mr. R. Vivekananda. 

( d) Working Paper No. (10) 

Discussion on the papers. 
COFFEE BREAK 

Dental Health Educa
tion in Schools ( 10 
mins.) by Dr. Ibrahim 
b. Hj. Yassin. 

Topic 4. School Community Co-operation for Health 
(a) Working Paper No.(11) The School as a change 

agent in the Community 
(15 mins.) by Prof. Ruth 
Wong. 

(b) Working Paper No. (9) The role of Community 
Groups in improving the 
health of the school going 
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P.M. 

11.20 
12.00) 
2.15) 
2.15) 
5.00) 

child (15 mins.) by Wan 
Sidik bin Wan Abdul 
Rahman. 

(c) Working Paper No. (14) A proposed pilot project 
to control worm infesta
tion in rural schools (10 
mins.) by Dr. Raja A. 
Noordin. 

Discussion on the above papers 
LUNCH BREAK 

WORKSHOP SESSIONS 

Topic 3. How can the pupils develop desirable health 
knowledge, attitudes and habits? (To be dis
cussed by Working Groups 1. 2 & 3). See 
Appendix 2. 

Topic 4. How can school health activities be integrated 
with community health activities. (To be dis
cussed by Working Groups 4, 5 & 6) See 
Appendix 2. 

5.00 TEA PARTY GIVEN BY THE HON'BLE MINISTER 
OF HEALTH. 

Saturday 6-4-1968. 

9.00 PLENARY SESSION 

Chairman: Professor Ruth Wong. 
Reports of various working groups. 

Topic 1. How can the School Health Service be more 
effectively implemented? (Groups 1, 2, 3.) 

Topic 2. How can the physical, social and emotional 
environment be improved? (Groups 4, 5, 6.) 

Topic 3. How can the pupils develop desirable health 
knowledge, attitudes and habits? 
(Groups 1, 2, 3) 

Topic 4. How can school health activities be integrated 
with community health activites? 
(Groups 4, 5, 6) 
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P.M. 

10.30) 
10.45) 
10.45 
11.30 

12.45 

COFFEE BREAK 

Continuation of reports 
General discussion. Order of priorities in implementa
tion of School Health Programme. Recommendations etc. 

CLOSING CEREMONY 

Master of Ceremony: Tuan Haji Hamdan bin Sheikh 
Tahir, Chief Education Adviser, 
Ministry of Education. 
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Health who will officially close 
the Seminar. 



APPENDIX 2 

Details of Workshop Sessions 

Thursday 4.4.68 
Time 2.15-5.00 p.m. 
(For groups 1,2,3 only) 

Topic I. HOW CAN THE SCHOOL HEALTH SERVICES BE MORE 
EFFECTIVELY IMPLEMENTED? 

Discussion Areas:-

( a) What priorities should be given in implementing the School 
Health Service based on available resources, in respect of (i) 
target group to be examined ( school entrants, school leavers, all 
school children), and (ii) activities. 

(b) What role can the teacher play in screening, observation and 
other activities of the school health service. What preparations 
are necessary? 

(c) What role can the Rural Health Unit personnel play to imple
ment the School Health Service. 

(d) How can private practitioners be involved in the School Health 
Service. 

Note: Each of the three groups 1,2,3 will tackle all discussion areas 
in the following order:-
Group 1 -(a), (b), (c), (d) 
Group 2 -(a), (c), (b), (d) 
Group 3 -(a), (b), (d), (c) 

Topic II. HOW CAN THE PHYSICAL, SOCIAL AND EMOTIONAL 
ENVIRONMENT IN THE SCHOOL BE IMPROVED? 

Discussion Areas:-

(a) Physical Environment. 

(i) What are the maximum requirements for physically health
ful environment in a rural school? 

(ii) How can the various authorities concerned co-ordinate their 
efforts at federal, state and local levels, to enable the maximum 
physical requirements to be implemented? 
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(b) Social and Emotional Environment. 

Note: 

(i) What activities should be planned and encouraged to enable 
the pupils to develop socially and emotionally 

-at primary level 
-at secondary level, based on their specific needs? 
What resources can be utilized? 

(ii) What role can the Parent-Teacher Association play
-to improve parent-teacher relationship 
-to contribute to the pupils' social and emotional develop-

ment at home? 

Each of the three groups 4, 5, 6 will tackle all discussion areas 
in the following order:-

Group 4 -(a) (i) & (ii) 
(b) (i) Primary Level only 

(ii) 

Group 5 -(a) (i) & (ii) 
(b) (i) Secondary Level only 

(ii) 

Group 6 - (b) (i) (ii) 
(a) (i) (ii) 

Friday 5.4. 68 

Time 2.15-5.00 p.m. 

Topic III HOW CAN THE PUPILS DEVELOP DESIRABLE HEALTH 
KNOWLEDGE- ATTITUDES AND PRACTICES? 
(For groups 1, 2, 3 only) 

Discussion Areas:-

(a) 

(b) 

(c) 

What organizational set-up is required at ministry, state and local 
levels to implement health education in the schools? Are specially 
trained teachers necessary? 

How can the education and health departments collaborate at 
various levels to strengthen School Health Education? 

How can teacher preparation be strengthened at federal, regional 
and local levels to successfully implement health education in 
schools? 
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Note: Each of the three groups, 1, 2, 6 will tackle all discussion areas 
in the following order:-

Group 1 
Gaoup 2 
Group 3 

- (a) (b) (c) 
- (b) (c) (a) 
- (c) (a) (b) 

Topic IV. HOW CAN SCHOOL HEALTH ACTIVITIES BE INTEGRAT
ED WITH THE COMMUNITY HEALTH PROGRAMME? 
(For groups 4, 5, 6 only) 

Discussion Areas:-

(a) The School As A Focus ForCommunityHealthDevelopment 

(i) In what ways can the school participate as a focus for improving 
health conditions in the surrounding communities. 

(ii) What problems are involved, and how may these be overcome. 

(b) The Community's Role In School Health Improvement 

Note: 

(i) How can the community assist in improving the health and 
sanitation of the rural school. 

(ii) What problems are involved and how may these be overcome. 

Each of the three groups 4, 5, 6 will tackle row discussion areas 
in the following order :-

Group 4 
Group 5 
Group 6 

- (a) (i) (ii), (b) (i) (ii) 
- (b) (i) (ii), (a) (i) (ii) 
- ( a) (ii) (i), (b) (ii) (i) 
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SCHOOL HEALTH PROGRAMME 

Prepared by 

Sub-Committee on School Health Programme 

APPENDIX 3 

The School Health Programme is the sum-total of activities and expe
riences designed to protect, promote and maintain optimum health of pupils 
and school personnel, to promote healthful school living and to develop 
desirable knowledge, attitudes and habits pertaining to health. All these 
efforts should be undertaken in the perspective of the health of the com
munity as a whole. 

1. OBJECTIVES OF SCHOOL HEALTH PROGRAMME 

(a) to appraise the health status of the school age group and of the 
school personnel; 

(b) to promote guidance and counsel to pupils, parents and teachers 
and others concerning their health needs and problems; 

( c) to help in the identification, education and care of children found 
with physical, mental and social defects or handicaps and to en
courage correction of remedial defects by immediate referral 
to appropriate specialists or organizations concerned with welfare 
of children; 

( d) to assist in the prevention and control of communicable diseases; 
( e) to provide emergency care for illness or injury while in school; 
(f) to develop desirable knowledge, attitudes and behaviour per-

taining to health; 
(g) to develop a physical, emotional and social school environment 

conducive to healthful living; and 
(h) to integrate the school with the total Community Health Program

me. 

2. ORGANIZATION OF SCHOOL HEALTH PROGRAMME 

2.1 Co-ordination of School Health Programme 

School Health Programme can be integrated with the administra
tion of the total Health Services under the Ministry of Health in con
junction with the Ministry of Education for the following reasons:-

( a) The School Health Programme cannot be isolated from the com-
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munity health care in general, particularly from the services such 
as Maternal an4 Child Health, Environmental Sanitation, Control 
of Communicable Diseases and Health Education. 

(b) Health care of the school children should be correlated and con
tinuous ,vith the services provided from birth through childhood 
to adolescence. This should be an integral part of the Maternal 
and Child Health Programme. In this case the continuous keeping 
of records is to be emphasised. 

( c) In order to obtain continuity of health care, superv1s10n and 
guidance for the children during the most important phase of their 
growth and development, care of the school children should be a 
continuous programme. The Ministry of Health is already respon
sible for the health services during their infancy and pre-school 
age. In extending its services to children in schools it must have 
the full co-operation of the Ministry of Education. 

(d) Teaching children about health and supervising their physical, 
mental and social well-being in schools and inculcating the cor
rect habits and attitudes may be largely ineffectual if the parents 
and the adults of the community are not involved in the program
me at the same time. The two Ministries are in a position to work 
closely together to develop new types of educational programme 
to reach parents and the community. 

( e) The co-ordination between the two Ministries must be maintained 
at all times and at all levels so that health care, supervision and 
guidance of the children would not be fractionalised. 

2.2 Implementation of School Health Committees 

The success of the School Health Programme will depend upon 
the manner in which the two Ministries can discharge their responsi
bilities and can co-operate with each other and with other authorities 
which provide services related to the school. 

For purposes of economy and to avoid overlapping or duplication 
of health services by the two Ministries and to meet the present 
shortage of doctors, nurses, dental surgeons, teachers, etc. in the coun
try, co-ordination and utilisation of existing health, educational and 
community facilities, resources and personnel, based on priorities, 
should be considered in planning a comprehensive School Health 
Programme. 
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2.3 Organization of School Health Committee 

2.3.1. At Federal -The Joint School Health Committee. (Mi-
Level nistry of Health and Ministry of Education) 

2.3.2. At State 
Level 

2.3.3. At District 
Level 

2.3.4. At Mukim/ 
Kampong Level 

-The State School Health Committee:
Chief Medical & Health Officer 
Senior Medical Officer of Health 
Principal Dental Officer 
State Social Welfare Officer 
Chief Education Officer 
State Development Officer 
Any other co-opted member 

-The District School Health Committee:
District Officer 
Medical Officer of Health or Medical 

Health Officer 
Dental Officer 
Representative of the Chief Education 
Officer 
Public Health Sister/Nurse 
Representative of the State Social Welfare 

Officer 

-The Local School Health Committee:
Head Teacher 
Health Co-ordinator (Teacher) 
Representative of Board of Governors/ 

Managers 
Representative of Parent- Teacher As

sociation 
Representative of Kampong Development 

Committee 
Representative of Local Health Depart

ment 
Other representatives of voluntary or

ganizations. 

2.4 Functions of School Health Committees 

The main functions of the state, district and local Committees 
will be to co-ordinate the health activities within schools with com-
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munity health projects, to get the co-operation of the public and in
terested bodies in matters related to health, and to put into practice 
the concept of shared responsibility for the health and welfare of school 
children. 

Their mam functions at this stage will therefore be:-, 

(a) to co-operate in carrying out the policies of the Joint School 
Health Committee of the Ministry of Health and the Ministry of 
Education; 

(b) to disseminate information relating to the health and welfare of 
school children; 

( c) to draw the attention of the authorities to the health problems of 
school children ; 

( d) to get the co-operation of the public and to help in co-ordinating 
school health activities with community health activities; 

( e) to initiate health activities within their means, e.g. exhibition, 
health week, to start St. Johns ambulance etc; 

(f) to arrange for the welfare of handicapped children by contacting 
welfare bodies and other interested organizations; and 

(g) to make recommendations to the authorities on the implementa
tion of the School Health Programme at all levels. 

3. CONTENT OF SCHOOL HEALTH PROGRAMME 

The School Health Programme will consist of the following com-
ponents:-

School Health Services 
Health Education 
Healthful School Living 
School Community Co-operation for Health 

3 .1 School Health Service 

This involves the procedures used by doctors, dental surgeons, 
teachers and others that are designed to appraise, protect and promote 
the optimum health of the pupils and school personnel in order to put 
into effect the School Health Programme. 

3 .1.1 Objectives of School Health Service 

(a) to develop in each pupil an awareness and under
standing of one's own health status; 

(b) to establish lifelong practice of having one's health 
status evaluated at regular intervals; 
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(c) to ensure the child's maximum fitness to receive 
education and to participate in school programmes; 

(d) to detect early deviations from normal health and refer 
immediately to proper specialists, organisations or 
institutions concerned, for correction of remedial 
defects, and for rehabilitations; 

( e) to keep teachers and parents informed of the health 
status of school children to enable more effective 
treatment and follow-up care; 

( f) to control communicable diseases; 
(g) to promote safety at school and provide First Aid and 

Emergency Care for children while at school; and 
(h) to follow-up children who require special health care 

and supervision. 

3.1.2. Health Appraisal 

(a) Health appraisal will include cleanliness inspection 
and observation by the classroom teacher, health 
assessment and screening test by the Public Health 
Nurse, physical examination by the Medical Officer, 
dental examination by the Dental Officer and finally 
guidance and supervision. 

(b) Health appraisal is to be provided for primary 
school entrants, secondary school entrants, school 
leavers, school personnel and referred cases. 

( c) The school authorities should obtain the permis
sion of parents for health appraisal of the child. The 
child's health records as well as health history should 
be made available for the school health team prior 
to health appraisal. 

( d) Alert observation by the classroom teacher and public 
health nurse will provide information on cleanliness, 
behaviour problems, emotional status, defective vision 
and hearing, speech defects, defective posture and 
gait. The public health nurse besides ensuring that 
all necessary information is recorded, will also carry 
out simple physical examination, screening test and 
will assist the doctor during the examination. 

( e) The Medical Officer will note the information re
corded by the classroom teacher and the public 
health nurse, then carry out a physical examination. 
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Laboratory tests and special services may be neces
sary for the appraisal of the school child (urine and 
stool examination, haemoglobin estimation, sputum 
examination blood films for parasites and chest 
X-rays). Pupils should have regular dental examina
tions. 

3.1.3 Referral and Follow-up Services 

(a) Health appraisal becomes valuable only if remedial 
or corrective measures are taken. Pupils with defects 
and health problems should be referred early. There 
should be an orderly referral system and follow-up 
procedures. 

(b) Pupils needing further examination or treatment 
are referred either by the teacher or public health 
nurse. The doctor, nurse, social worker, teacher and 
parent should meet, if possible, to discuss relevant 
points such as:-
(i) consultation with specialists; 
(ii) obtaining diagnostic examinations; 

(iii) emotional and social problems and adjustments; 
(iv) modified school programmes for exceptional 

children: 
(v) referral to special institutions; and 
(vi) improvement of home care by public health 

nurse or social welfare officer and, if possible, a 
visit by the school teacher. 

( c) The most important aspect of the follow-up service 
is the promotion of corrective measures. It is the 
responsibility of the Public Health Nurse, the class
room teacher and the parents to ensure continuity 
in the follow-up service. 

3.1.4. Prevention and Control of Communicable Diseases 

(a) The school community consists of individuals of 
different age levels and of varying socio-economic 
background. School children are highly susceptible 
to communicable diseases by virtue of their age, 
and their proximity with one another for the greater 
part of each day. It is very important to create an 
awareness of this situation and measures should be 
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taken by the school authorities. For example daily 
observation of pupil's health status, can be useful 
to prevent and control communicable diseases. 

(b) The chief responsibility for promotion and control 
of communicable diseases rests with:-
(i) an immunisation programme arranged for school 

children by health staff; 
(ii) prompt care of the sick child, protection of 

school children and teaching staff, specific preven
tive methods against the spread of diseases along 
with follow-up of contacts at home through ser
vices provided by the health staff; 

(iii) the control of outbreak of diseases amongst 
school children by careful daily inspection, exclu
sion of cases and contacts, and follow-up; and 

(iv) regulations regarding control of communicable 
diseases in the schools would have to be established 
in collaboration with the health and education 
authorities with due regard to national and inter
national standards and policies. 

3.1.5. Emergency Care and First Aid 

Despite all precautions accidents and illnesses will 
occur while the child is at school. Well defined policies 
and well planned procedures to deal with emergencies 
are essential. For the provision of emergency care and 
first aid the following are recommended:-
(a) a properly equipped School Health Clinic or Room 

with a first aid box in every school; 
(b) a teacher well-trained in first aid; and 
(c) a well understood written plan for handling of emer

gencies such as: 
(i) Immediate care by teacher trained in first aid. 

This is particularly necessary where medical and 
health personnel are not available. 

(ii) Parents should be informed of the child's illness 
or injury and should whenever possible be sum
moned by telephone in a tactful manner. 

(iii) It may be necessary for the child to be taken 
home or to hospital. Transport arrangements 
should be made by the parents or the school. Under 
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no condition, should a sick or injured child be sent home 
or to hospital unaccompanied. 

3.1.6. Health Services for exceptional children 

(a) Children who, in their development, are significantly 
below the range of accepted standards of physical, mental, 
emotional, or social characteristics, require assistance for 
development of their best potentialities. 

(b) The facilities offered by the general public health service 
are in most cases adequate to diagnose and treat excep
tional children with defects. It is necessary to emphasise 
the importance of early recognition of such children, and 
an "at risk" register should be maintained for those who 
are likely to develop conditions needing special medical 
attention or adaptation of school programmes. Doctors 
and nurses conducting child clinics, in particular, are able 
to do so, while teachers can assist by intelligent observa
tion and study of the child and by co-operating with 
the medical authorities. 

( c) In diagnosis, it is necessary not only to recognise the 
nature of the disability but also to assess its magnitude 
and status, i.e. whether static, progressive or fluctuating 
so that the management of the child, both medical and 
educational can be adjusted accordingly. 

( d) The objective of treatment is to restore full function or to 
improve functions, as the case may be, by aids such as 
hearing aids, spectacles or prosthesis. The treatment may 
be prolonged and exacting. Frequent visits to the house 
by a public health nurse may be necessary to study the 
family background, to help adjustment and to give sup
port and encouragement. ·whenever required agencies 
should be contacted which can help in the care of the 
child. 

(e) Whenever the child needs periodic attention, e.g. labo
ratory examination, physiotherapy and so on, arrange
ments should be made so that his education is not inter
fered with, for example, by providing the service within 
the school premises itself, providing transport, making 
appointments, applying for aids, appliances, etc. 

(f) The main aim of the school is to assist the child to assume 
a normal role in the life of the school by adjusting himself 
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physically, emotionally, socially and academically. The 
school needs to be briefed therefore on the condition of the 
child, his abilities and limitations and what should be done 
to facilitate the adjustment. He needs understandings, 
encouragement and time before he can settle down to 
the usual classroom routine. 

(g) In the management of the exceptional child the approach 
must be comprehensive and all concerned with his health 
and welfare must work as a team. The parents, teachers, 
doctors, social workers and public health nurses are in
volved in the care of the child. 

(h) For adequate preparation and knowledge in the care and 
management of exceptional children, guidance and coun
selling services are necessary. 

(i) Voluntary organisations and agencies such as those for 
the blind, deaf, spastic and others, have an important 
role to play in the care and welfare of the handicapped 
child and parents should be advised to contact them. In 
this way they will come to know parents of other handi
capped children and be able to discuss problems of com
mon interest. 

3.2 Health Education 

This will include not only formal instruction or the communica
tion of specific knowledge of health to the child but also the correla
tion and integration of such acquired knowledge with varied experien
ces that the child has undergone in his normal daily school life, and 
with whatever happens outside the school-both in the home and the 
community. The method employed will be based on the accepted 
methods of teaching that are employed in the teaching of any discipline 
in the school. 

3.2.l. Objectives of Health Education 

(a) To provide planned, incidental and correlated instruction 
and learning experiences for the pupil on:-
(i) the anatomy and physiology of the human body; 
(ii) the basic biological needs of the human body and the 

maintenance of personal health; 
(iii) the emotional needs of the individual and the main

tenance of emotional and social health; 
(iv) personal health problems-diseases, injuries, environ-
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mental hazards and the use and abuse of alcohol, tobac
co and drugs; 

(v) home, school and community health problems
safety, sanitation, preventation of air and water pol
lution, water purification and the control of commu
nicable diseases; and 

(vi) health problems at national and international levels. 

(b) To provide for periodic and continuous evaluation of 
knowledge, attitudes and practices of health. 

( c) To provide the teachers with the knowledge of optimum 
standards of health and the methods of promoting health
ful living. 

( d) To acquaint the parents with their childrens' health 
problems that they may not be aware of, and to provide 
the pupils and their parents information on how to utilise 
the medical, dental and community health agencies. 

3.2.2. Planned Instruction 
Planned instruction is organised around centres such as 

pupil needs and interests, social problems of living, or particu
lar aspects of subjects taught in school. The organisation of 
learning experiences around each centre is an important aspect 
of health instruction. There is also provision for periodic and 
continuous evaluation of knowledge, attitudes and practices 
of health. To cater for planned instruction of health education 
at all levels, there should be syllabuses for primary and secon
dary schools as well as Teacher-Training Colleges. In order to 
promote effective teaching of health education, a guide book 
for teachers to incorporate not only health concepts but also 
teaching and learning experiences is necessary. 

3.2.3. Incidental Learning 
Very often the most meaningful teaching can result from 

the use of immediate situations which arise in day-to-day 
activities. The real impact of incidental learning depends upon 
the teacher's ability to recognise the opportunity for health 
teaching inherent in a situation, to analyse problems as they 
arise, and to plan the best approach for the solution of the 
problem or of handling the situation. Many experiences which 
children have in the early years, provide opportunities for ex
tension of the child's understanding and attitudes in relation 
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to health and for guidance in health behaviours. Incidental 
teaching therefore may vary from a quiet word with an indivi
dual pupil relative to some evidence of a health need to the 
development of a comprehensive unit of instruction as a result 
of the interest created by the incident. 

Some of the commonly occuring incidents or experiences 
which may be utilised for health teaching are:-

( a) Personal appearance and care of clothing at school 

(b) Habits of personal cleanliness 
(c) Toilet habits 

(d) Work habits 

(e) Eating problems 
(f) Rest and play periods 

(g) Home-to-school safety problems 
(h) School safety and what to do in case of an accident 
(i) Current community events 

3.2.4. The Teacher's role 

The teacher plays an important part in the preservation and 
promotion of pupil health. He can participate helpfully in 
the school health services, develop significant health instruc
tion and help pupils to live healthfully. In the school health 
programme the teacher has certain fundamental responsibili
ties which include:-

(a) Responsibilities in the school health programme 

In addition to knowing what constitutes an adequate 
school health programme the teacher is required to know 
the basic facts of health and safety, be familiar with a 
wide variety of teaching materials and methods, and be 
acquainted with appropriate types of health instruction 
for various age levels. 

(b) Responsibilities for pupil health 

In addition to observing pupils carefully and being 
informed of their health status, the teacher is required to 
understand what constitutes the school health services 
and the relationships of the various health specialists in 
school health work. The teacher should also have trai
ning in simple first aid. 
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( c) Responsibilities for maintaining a healthful school 
environment 

The teacher is required to have a knowledge of the 
optimum standards of healthful living-what they are, 
where they may be found, how they are applied in school, 
and where to seek help in making environmental adjust
ments. 

( d) Responsibilities for teacher's own health 

In addition to teaching health with interest and enthu
siasm the teacher is required to maintain personal health 
standards and practices which will be an inspiration and 
guide to the pupils. 

3.2.5. The role of the Parents and the Community 

The proper relationship of school efforts to those of parents, 
practising physicians and dentists, voluntary health agencies, 
departments of public health and other community agencies, 
is fundamental to an intelligent concept of school health ser
vices. 

Schools and parents function as a team, both concerned 
with protecting and promoting health of children and youth. 
Rather than relieving parents of their responsibilities, the 
School Health Education is designed to encourage parents to 
devote attention to child health, to acquaint them with health 
problems of which they are unaware, and to encourage them 
to utilise the services of their medical, dental and community 
health agencies. 

As children enter school their environment extends increa
singly to include not only personal living practices but also 
the wider relationship of community living. Health instruction 
shares with other areas of instruction the exploration and use 
of the local community as a rich resource for teaching. As the 
school goes out into the community to seek the life situation, 
the community comes to the school with its personnel and 
materials to enrich the quality of the learning experience. 
Through its governmental a n d voluntary health agencies, 
and through its professional people, every community pro
vides many resources which should be tapped. Utilisation 
of the many opportunities for health education in the various 
subject fields involve careful exploration and study, and the 
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success in utilising the total curriculum depends upon the 
leadership and co-ordination provided by the administration. 
Co-ordination among the school, the home and the community 
helps to make desirable health behaviour as well as knowledge 
and appreciation of health, a vital part of all school experiences. 

3.3. Healthful School Living 

Healthful School Living requires the provision of a safe and health
ful environment, organisation of a healthful school day, and establish
ment of inter-personal relationships favourable to emotional, social and 
physical health. The activities in the School Health Programme 
should be fully understood, appreciated and applied. 

3.3 .1 Objectives of Healthful School Living 

(a) To maintain optimum health and to promote safety of 
the School Community. 

(b) To include desirable health habits, attitudes and beha
viour conducive to healthful living. 

(c) To promote a sense of security and contentment 
amongst school pupils and school personnel. 

3.3.2. Physical Environment 

(a) The School environment should be such that it encou
rages and enables the practice of correct health habits, 
minimises the incidence of diseases and accidents, ensures 
comfort and permits teaching and learning in the best 
possible surroundings. Hence the school should be suit
ably located away from congested areas and noise; should 
have a proper layout so that there is space for study, games 
and relaxation; should have adequate ventilation and 
lighting; should have adequate lavatories and washing 
facilities and a supply of wholesome and safe drinking 
water. 

(b) Suitable standards for school building and sanitation 
should be laid down, and there should be a system of 
periodic inspection of school premises to ensure com
pliance with these standards. The health departments 
will be mainly responsible for this work, but teachers can 
co-operate by reporting sanitary defects and unsafe con
ditions to them and seeking their advice. 
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(c) Classrooms should be well-lighted and ventilated and be away 
from sources of noise and other forms of interference. The spatial 
arrangement of furniture and equipment within them should 
be such that there is enough space to move about and lessons can 
be followed by children without undue strain to their eyes or ears. 
Children should be taught the best posture to adopt when sitting, 
writing or reading. 

( d) In hostels and sick bays the space between beds should be adequa
te to prevent cross infection and windows and air vents should be 
suitably placed and of sufficient size and numbers to facilitate 
cross ventilation and allow natural light to enter. 

( e) School clinics, whenever provided, should be suitably located 
so that medical examination, immunisation, dressing of wounds 
etc., can be conducted in quiet surrounding and complete privacy. 
They should be airy, adequately lighted and equipped and should 
have a bright and cheerful atmosphere. 

(f) School canteens, kitchens and rooms where meals are served 
should conform with health regulations: they should be clean 
and well-lighted and provided with sinks and adequate supply 
of running water for washing purposes; should be free from flies 
and rats. Food handlers should maintain a high standard of per
sonal hygiene and they should be taken off work when they con
tract food-or-water-borne infections or when they act as their 
carriers. The catering service may be utilised for teaching nutri
tion and food hygiene. 

(g) All sanitary fittings must be properly maintained and used cor
rectly and children should be taught how to use them. 

(h) It is important to ensure general cleanliness and orderliness within 
the school compound at all times. The physical environment of 
the school has a great influence in moulding the health habits and 
attitudes of school children. It must therefore be of the highest 
standard possible and reflect health principles taught in schools. 
In this way it is possible to relate health teaching to real life 
situation and thus build up a stock of desirable experiences and 
practices which will exert a continuing influence on the way of 
life of the individual. 

3 .3. 3 Social and Emotional Environment 

(a) An emotionally and socially healthy person is on good terms 
with himself, his fellows and his environment and has; the capacity 
for thought, work and love. Many behaviour problems in child~ 
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and adults may be attributed to failures in satisfying their emotio
nal and social needs during their early formative years. Children 
whose basic needs are satisfied have a better chance of growing 
into well adjusted parents, mates, workers, neighbours and citi
zens. 

(b) Each child has a pattern of growth and development that is indi
vidual and characteristic of himself and that which involves 
progression towards physical and emotional independence, stabi
lity and control. Starting from infancy, he progresses through 
various stages, each stage being more complex than the one pre
vious, and high-lighted by specific physical and emotional changes. 

(c) The pre-school child is very much dependent on his mother who 
gives him food, love and protection. Trusting his immediate hu
man contacts and his environment he gradually exerts himself 
and his independence. A wise mother, while still maintaining 
close and steady contact with her child, will purposely direct his 
interest away from her, help him to improve the use of his body 
and encourage him to establish relationships with other children. 
By the age of six the child should be socially ready for going to 
school. 

( d) The school should, in general, promote emotional and social 
health, prevent emotional disturbances and help children with 
emotional and social problems. The primary school entrant may 
have emotional problems arising from illness, inability to share 
with other children, disturbances owing to separation from home, 
and arising from unhappy home backgrounds. The child at this 
stage needs the love and protection of the teacher. During the 
first three years at school the child is learning the basic skills, 
such as learning to read and write. His interests are centred in 
activities and he enjoys routine and planned events. He needs 
to be introduced to group activities. 

( e) Later during the pre-adolescent period, recognition becomes a 
tremendous motivating factor, and belonging to and being 
accepted by a group plays an important part in the child's life. 
The group's beliefs and activities may challenge and strain his 
relationship with his family. A child who fails to identify with 
the group or who is slow in acquiring skills may feel a sense of 
inferiority or frustration and as a result may show anti-social 
behaviour. 

(f) In the secondary school, the physical and emotional problems 
of a child may arise as a result of changes associated with his 
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adolescence. As adolescence brings out new characteristics, 
attitudes, questions and worries, there may be changes in the 
child's attitudes and behaviours towards adults. The adolescent 
develops an interest towards the opposite sex and shows an awa
kening of religious favours, aesthetic values and personal ambi
tions. He needs understanding and guidance in matters concer
ning sex, moral values and careers. Emotional problems also 
arise as a result of fundamental changes in the type of school that 
he now attends. The single classroom teacher, who sometimes 
functioned as an auxiliary parent in the primary school, is now 
replaced by a number of teachers, each teaching a particular 
subject. The change to a departmentalised school occurs at about, 
the same time that the child is breaking away from his parents, 
when he still needs an adult's personal interest and guidance. 

(g) The teacher next to the parent, plays a very important role in the 
child's life. In order to be able to exert the right influences on 
his pupils, the teacher should be emotionally mature and well
adjusted. Through his own personality and attitude towards his 
pupils, the teacher creates the emotional climate in the classroom. 
The teacher's behaviour not only affects teacher-pupil relation
ship but also the pupil-pupil relationship. 

(h) The teacher should be friendly, optimistic, constructive and 
courteous; should know each pupil as an individual, his physical 
condition, his capacities, his achievement level, his background 
and experience, his home environment, his attitudes, and his 
emotional and social adjustment; should accept as normal the 
wide variations of pupil development and capacities within each 
class; and should adapt instruction to meet individual needs 
while permitting manageable group activities. In helping the 
children to use their emotions constructively and to handle their 
problems effectively, the teacher should be aware of the manifes
tations of emotional disturbances. 

(i) The school activities should be planned, so that, they are com
mensurate with the child's physical, emotional and intellectual 
capacities. Adequate rest is vital to physical and emotional res
toration. The activities at school must give the child emotional 
satisfaction and encourage creativity. Achievements by the child 
should be recognised and failures analysed. Through individual 
and group experiences the child is able to establish satisfactory 
social relationships and to learn to accept criticism and failures 
as bases for self improvement. The school atmosphere and ap-
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proach should be such that the child is interested and eager for 
new and rewarding experiences. 

3.4 School-Community Co-operation for Health 

School-community co-operation for health is a two-way process. 
While the community shares responsibility with the school in health 
supervision of the school child, the school plays an important role 
in the Community Development, by initiating and acting as resource 
in self-help community projects to improve the health status of 
the community as part of National Development. 

3.4.1. Objective of School-Community Co-operation for Health 

To integrate school health activities with community health 
activities. 

3.4.2. Share of responsibility for the health of the school child 
The health supervision of the child is the shared res

ponsibility of the school, the home and the community. 
Government agencies such as education, health and social 
welfare, voluntary health agencies such as Red Cross, St. 
John's etc., other agencies such as youth clubs, women's insti
tutes, farmer's associations, Rotary, religious groups etc., as 
well as existing district and village organisations such as the 
District Rural Development Committee and Kampong De
velopment Committee contribute to the health of the school 
child and should be involved in planning. 

3.4.3 The role of the school in community health development 
An important aspect of school-community co-operation 

is the role of the school, particularly the rural school, in im
proving the social economic and health status of the com
munity as part of National Development. Schools can con
tribute to community health programmes for the following 
reasons:-

(a) The Education Department has the greatest number of 
extension workers on the ground-the teachers. 

(b) The school can provide demonstration in health, agri
culture, animal husbandry to the community. 

(c) The teachers form a potential source of resource persons 
and 'change agents' for the community in the field of 
health, home economy, nutrition, animal husbandry. They 
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can form a link between kampong groups on the one hand 
and government and other agencies on the other hand. 

(d) The school children form an important link between the school 
and the community through family and home units. 

( e) The parent-teacher Association can also form a link between 
the school and the community. 

Examples of self-help projects in which the school can play an important 
part are:-

( a) improvement of environmental sanitation; 
(b) de-worming projects; 
(c) applied nutrition project; 
( d) home gardening; and 
( e) poultry-farming, etc. 

4. HEALTH RECORDS 

4.1 Preamble 
In order to determine the effectiveness and progress of the School 

Health Programme in achieving its objectives, it is necessary to make 
evaluations. Such evaluations should deal with health instruction, 
health services and healthful school living. The Ministry of Health 
and the Ministry of Education are mainly responsib 1 e for the collec
tion and compilation of relevant data. Collection of data, on clearly 
defined items, is done through informal observations, standardised 
routine procedures, special surveys and long-term schedules. If the 
data collected is to serve any useful purpose, it should be collated, 
statistically analysed and interpreted. Although statistics measure 
the volume and type of work done they do not measure quality but 
they may lead to judgement on quality. 

4.2 Objectives 
(a) To have a complete record of the health status of the individual 

child. 
(b) To look into the health needs and problems of school children. 

4.3 Recording and Record-Keeping 
(a) All information recorded should be relevant. 
(b) Information recorded should be clear, concise and intelligible. 
(c) Data recorded should be adequate and accurate. 
(d) Recording of data should be regular and uniform. 
( e) The record should be continuous and should incorporate health 

information of the infant and the pre-school child (obtained from 
Maternal and Child Health Services and other sources). 
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(f) Personal health records are confidential and should be stored in 
a safe and secure place. 

(g) Personal health records should be made available only to those 
health and school personnel who have legitimate use for the data. 

(h) There should be someone responsible for ensuring proper main
tenance of all records. 

4. 4 4 Types of Records 

4.4.1 Pupil's Health Card 
The purpose of this Card is to assess and record the health 

status, needs and problems of the school child. 
This Card should contain the family history, relevant 

pre-school health history, record of health appraisal, screening 
tests, physical and dental examinations, and special health 
needs and progress of the individual child. 

This Health Card is prepared and issued by the Ministry 
of Health. 

4.4.2 Summary Report on Health of school children 
The aim of this Summary Report is to evaluate school 

health programmes and to obtain data in order to determine 
the health problems and needs of school children. 

This Summary Report is prepared and issued by the Mi
nistry of Health. 

4.4.3 Report on School Premises 
The purpose of this Report is to ensure that the physical en

vironment of the child at school is of the required standard. 
This Report provides the authorities concerned with infor

mation regarding necessary measures to be taken for the 
improvement of environmental conditions in the school. 

This Report is prepared and issued by the Ministry of 
Health. 

4.4.4 Record of Communicable Diseases in Schools 
The objective of this Record is to study the incidence of 

communicable diseases amongst school children and to enable 
appropriate action to be taken by the health authorities con
cerned. 

All cases of communicable diseases will be notified to 
schools by the health authorities. 

Records of incidence of communicable diseases will be 
kept by both the health and the education authorities. 
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4.4.5 Other Records 

(a) Cumulative Record Cards 
The objective is to provide continuous and up-to-date 
data on academic and other relevant information neces
sary for educational and vocational guidance to the in
dividual pupil. 
Results of periodic health observations and inspections 
are also included. 
The Cumulative Record Cards are prepared and issued 
by the Ministry of Education. 

(b) Record of First Aid and Emergency Care 
The objective of this Record is to study the nature of 
emergency illnesses and accidents occuring in a school. 
This Record should contain the date, name, address, and 
age of the child, nature of complaint, action taken as an 
emergency measure and by whom, information to parents, 
where and to whom referred and the final remarks. 

(c) Special and Further Reports 
Special and further Reports in respect of further investi
gations, treatment, and follow-up to be carried out, 
should be kept together with the Pupil's Health Card. 

4.5 Annual School Health Report 

An annual report is necessary to evaluate the progress of the 
School Health Programme and know the health status of the school 
child. The report will contain returns of the various activities in the 
programme, an assessment of the year's achievement and information 
on interesting events and subjects affecting the health of the school 
child. The facts and figures should be presented in such a way that 
it is possible to gauge the end result, efficiency, effectiveness and quali
ty of the service rendered. 

The Report will be prepared by the Ministry of Health with the 
co-operation of the Ministry of Education. 
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TEACHER PARTICIPATION IN THE 
SCHOOL HEALTH SERVICE 

1. Introduction 

by 
Mr. Teoh Teck Lee 

Maktab Perguruan Ilmu Khas 
J alan Ch eras 

APPENDIX 4 

The purpose of this paper is to discuss the involvement of the 
classroom teacher in the School Health Service. Although aspects of 
the School Service have been included elsewhere in this Seminar, 
a brief presentation of the following headings is relevant and appears 
a logical development of the topic. 
(a) Definition and scope of the School Health Service, 
(b) Methods of appraisal and the teacher's role in some important 

areas of the School Health Service, 
(c) Evaluation of existing problems connected with the implementa

tion of a satisfactory School Health Service. 

2. Definition and scope of the School Health Service 

Modern concepts of health have so extended the horizon for health 
teaching that successful health programmes today demand the total 
resources of the parent, teacher, school and community. A major ele
ment of health education in school is the School Health Service, which 
through sound administrative procedures and effective evaluation, 
control and maintain the health of the school child. The successful 
implementation of the School Health Service involves the parent, 
teacher, school physician, nurse, physical educationist, nutritionist 
and guidance counsellor, whose total effort should serve to meet the 
following objectives: 
(a) appraisal of the health status of pupils and school personnel, 
(b) counselling of pupils, parents and others on health, 
( c) detection and remedial treatment of minor physical defects, 
(d) prevention and control of disease, 
( e) identification and education of handicapped pupils, 
(f) provision of emergency service for injuries and illness at school. 

The function of the School Health Service should contribute 
towards a safe and healthful school environment as well as meeting 
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3. 

3.1 

educational goals. Through well-planned health activities and informal 
teaching, pupils develop a favourable attitude towards health service 
personnel and gain essential understanding that has a strong bearing 
on their future health habits. 

Methods of Appraisal and the Teacher's Role 

Methods of health appraisal mentioned here have been discussed 
previously, but mention is made of essential areas, in which the teacher 
can be actively involved. 

Health Appraisal 

Most schools are familiar with some form of health appraisal, but 
methods which meet closest with stated objectives of health are those that 
have a scientific basis. Sound appraisal methods can help to identify:-

( a) pupils in need of medical, dental, optical or auditory attention. 
(b) pupils with nutritional problems, 
( c) maladjusted pupils requiring psychiatric treatment, 
( d) pupils with congenital defects in posture, speech, etc., and in 

addition, 
( e) keep records of the growth of children- such as weight and height. 

The teacher's participation in this area of the school Health Service 
can be the compilation of health histories- a record kept up-to-date on a 
specially designed card, generally known as the Cumulative Health Record. 
Entries here may include:-

( a) Growth data, 
(b) Signs and symptoms observed by the teacher, 
( c) Medical history of the pupil, 
( d) Visits to the doctor or dentist, 
( e) Immunizations of needed adjustment in the school programme. 

A. Cumulative Health Record offering such as mentioned above may 
provide fruitful communication regarding pupil health between the parent, 
teacher, nurse or doctor. 

3.2 Medical Examination 
The object of periodic medical examination is to determine health 

status and find remedy to any problems arising from such investiga
tions. However, the value of such examinations lies in their periodicity 
spanning the whole school career. To be of worth, these examinations 
should reveal the total child; his behaviorial tendencies, temperament, 
nutritional status, and nervous state, besides more obvious items of 
health. 
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A large majority of schools, even those enjoying superior amenities 
are unable to call upon necessary resources to fulfill complete medical 
examinations for their pupils. In view of this limitation, the classroom 
teacher discerning abnormalities in individual or group behaviour may 
render timely help by alerting health personnel to symptoms that spell 
the onset of poor health or disease. In this form of observation and 
detection the teacher plays a key role bringing to light:-
( a) nutritional problems- malnutrition and undernutrition among 

pupils, 
(b) cases of postural defects, 
(c) impaired hearing and vision that may be developed from poor 

health or unsuitable physical environment, 
(d) abnormal behaviour, which may indicate the lack of an emotional 

climate. 
Problems of health that invite attention by their high incidence 

are worm infestation, deficiency diseases, postural defects, under
nutritional and to some extent malnutrition. Teachers should be par
ticularly watchful over children, who come from areas where socio
economic factors are likely to exert a deleterious influence on pupil 
health. 

Another invaluable form of co-operation that a classroom teacher 
can give to this aspect of the School Health Service is to prepare pupils 
for a visit to the doctor. A positive approach engendering happy rela
tionships between pupils and health personnel will go a long way to
wards inculcating correct health attitudes. 

3.3 Daily Inspection 

The development of health habits through daily inspection and 
practice is already established. Every teacher should bear collective 
responsibility in promoting a healthful school environment. In the 
day-to-day observation of pupils' personal cleanliness and habits, 
there is the question of approach. Should health inspections be carried 
out as a routine, or should they be conducted informally? The guiding 
principle perhaps is to get pupils sufficiently motivated to perform , / 
the activities. 

3.4 Screening Tests 

Screening tests for v1s10n, hearing, growth patterns and other 
specific deviations are necessary items of the school health programme. 
The teacher with experience can be of help to health personnel in ad
ministering such test as:-
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3.6 

(a) Vision test-using Snellen Test Charts, 
(b) Hearing test-using audiometry or simple whisper test, 
(c) Growth patterns- keeping regular records of height and weight 

relative to age. 

Counselling and Follow up Programme 

Following on health findings, the teacher may find it useful to 
discuss the problem with the pupil concerned. In the case of small 
children, such counselling can be taken to the follow-up on a health 
case once it is identified and evaluated. Professional advice and pre
scription of cures begin the treatment, but the pupil may have to be 
led along the slow road to recovery. In this responsibility, the under
standing and intimate knowledge of the pupil shown by the teacher 
have great healing powers. Besides, the teacher can keep check on 
delinquent parents, who fail to meet obligations regarding the health 
of their children. 

Health Maintenance and Control 

Another vital role of the School Health Service is the prevention 
of disease and illness. This is accomplished through the control of 
personal and environment factors, which include communicable 
disease, emergency care, first aid treatment, safety education and 
school feeding and sanitation. Although this aspect of the School 
Health Service demands the attention of many agencies, both govern
mental and voluntary, very often the classroom teacher is the only 
one available in an emergency. It becomes necessary therefore, for the 
teacher to act in place of the parent or doctor as best he can. Conse
quently effective procedures to be taken in the detection of communic
able disease, emergency care in the event of sudden illness and the ques
tion of first aid fall within the daily responsibility of the teacher. He 
should follow school policy in excusing pupils from school for medical 
and other health reasons. 

3. 7 Exploiting Opportunities for Health Teaching 

Visits to the doctor, dentist or school nurse offer good opportunity 
for the teacher to discuss the why and wherefore of such visits. Talks on 
such topics, if well handled, can generate enthusiasm and guarantee that 
the pupils' experience with health personnel is satisfying and pleasant. 

3.8 Personal Example and In-Service Programme 

In the final analysis, the success of any health scheme hinges on 
the teacher himself. His health status, thorough knowledge, and aware-
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ness of important health policies, all have significant bearing on his 
teaching of health. It is an untenable situation to have a teacher, whose 
health status and code of health practice fall below what he preaches. 
In teaching health to young people, the image of sound health and 
general well-being projected by the teacher is all-important. 

Also, to keep pace with current developments in the field of health, 
a teacher should be familiar with all aspects of the School Health 
Service and participate in seminars and in-service courses. Partici
pation in the latter is particularly useful to heads of schools, who 
are responsible in shaping health policies in the school. 

4. Implementation of a successful School Health Service 

The extent in co-operation that a teacher can give to the School 
Health Service depends upon a number of factors:-

( a) training, 
(b) awareness of various agencies connected with school health, 
( c) time available for keeping up-to-date records, 
(d) health policy in the school. 

Every teacher is a teacher of health. Consequently health concepts 
should be clearly understood so that a teacher is conscious of his res
ponsibility and the contribution he can make in promoting optimum 
health in the school. In this regard, it is the discipline and attitude to 
health rather than academic knowledge of the teacher that help to 
make the school environment pleasant and healthy for pupils. Are our 
teachers sufficiently equipped to play their full part in school health? 

The utilisation of resources available from many voluntary agen
cies such as the Red Cross, the St. John, Life-saving and other socie
ties can augment the School Health Service. However, in many ins
tances these agencies do not reach the schools. On the other hand 
governmental agencies are so hard pressed that the task of instituting 
health examinations for all schools is overwhelming. Probably govern
mental help should be directed in the first instance to rural schools, 
which are far removed from hospitals and health centres. 

The keeping of regular health records requires time and applica
tion from the teacher. In the current situation administrative procedu
res and the keeping of health records should not be time-consuming. 

The School Health Service may be inhibited by a school policy or 
the lack of it. Health programmes can be effectively carried out and 
health problems expeditiously tackled if every person in the school is 
fully aware of the objectives and his individual responsibility. Sue-
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cessful co-ordination of health activities in the school through good 
teamwork is essential to meet the complex question of school health. It 
is important that heads of schools be given the opportunity to par
ticipate in refresher courses in health to ensure that they formulate a 
health policy that is consistent with the needs and aspirations of 
modern health concepts. 
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SCHOOL DENTAL SERVICE 

by 
Dr. Ibrahim bin Haji Yassin 

Assist. Director of Medical Service (Dental) 

1. INTRODUCTION 

APPENDIX 5 

The physical well being of an individual depends upon the health 
and functional efficiency of the entire body. Complete mental and social 
well being can only be attained when the individual is free from pain, disabi
lity and comfort. 

2. Dental Health 
The teeth and the supporting tissues are an integral part of the body. 

Healthy teeth are essential to efficient mastication which helps to ensure full 
growth and development of the body. Healthy teeth also helps an individual 
to attain complete social well being by giving form and character to the face, 
personality and by promoting clear speech. 

Dental ill-health causes pain and discomfort, lowers the resistance of 
the body to general diseases, and may cause systemic disease which results 
loss of time from school and from industry. 

3. Policy and Objectives 
The health standard of a nation is also measured by the dental status 

of the children of the country. The school dental service in this country has 
its policy to eradicate dental diseases that exist among school children. Its 
objectives as it lies within its long range programme is to render as much as 
possible dental fitness to every child in the school. The definition of dental 
fitness is that the child is free from the disease of the teeth, the gums and the 
supporting structures of the teeth in the jaws, and maintains normal occlusal 
relationship of the teeth in the mouth. 

The school dental service is designed to promote, maintain and res
tore dental health. It includes curative, preventive, restorative and educative 
activities. The treatment activities are those which are concerned with an 
early recognition of the dental and oral diseases, by limiting the progress, 
repair of the damage and restoration of functional efficiency. 

Preventive activities are those concerned with preventing the incep
tion of dental and oral diseases or intercepting their progress. 

Educative activities are those which are concerned with informing 
the school children how dental health could be attained and preserved, how 
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dental and oral diseases may be prevented, how dental health contributes 
to general health, and to encourage them to transfer knowledge into action. 

4. Facilities 
The school dental service is provided with some 458 dental clinics 

and are functioning under the following establishments:-

4.1 Clinics:-
Main Dental Clinics 50 
Dental Clinics attached to schools 90 
Dental Clinics in Main Health Centres 30 
Dental Clinics in Health Sub-Centres 134 
Mobile Dental Clinics 12 
Marine Dental Clinics 2 
Visiting Dental Clinics using 

portable equipments 140 

4.2 Staff 
About 150 dental officers, 400 dental nurses and 100 dental techni

cians are now employed in the school dental service. They also have to provide 
dental treatment to other categories of patients such as the maternal and 
child-health patients and members of the general public of the low income 
group who require emergency dental treatment. 

4.3 Distribution of Dental Clinics 
In the distribution of these dental clinics, the main dental clinics, 

the hospital dental clinics, and the dental clinics in schools are located mainly 
in the urban areas, whereas those in the main health centres, health sub
centres, mobile and marine clinics are operating in the rural areas, but due 
to staff and other problems associated with the rural areas most of the dental 
clinics in the rural areas are not so actively functioning as those in the urban 
areas. Where resident dental officers are available at the rural dental clinics, 
the visiting dental officer from the urban clinics visits those clinics once a 
week. Part-time clinics using portable equipments are also held in the rural 
schools. 

4.4. Equipment 
A good standard of equipment is generally provided in all the clinics 

especially in the urban areas where electricity is available. X-ray units are 
also provided and materials for fillings of teeth and extractions of teeth, and 
the production of dentures and orthodontics appliances are of first class ma
terial. Deficiencies in this respect will only lead to poor results and unneces
sary expense. 

61 



4.5 Cost 
Dental treatment to school children is usually free except in some cases 

of orthodontic treatment. In the school dental service the principle of treating 
the young group first is adhered to, otherwise the treatment of older children 
who have not hitherto received dental attention will occupy too much time 
and the execution of the systematic programme for the rest of the age groups 
will be seriously delayed. The only exception being dental treatment for the 
relieve of pain and wherever possible, orthodontics. 

5. Main Problems Affecting the School Dental Service 

5.1 Staff 
With the school population of about 1.8 million out of the general 

population of 7 million and the growth of the population at the rate of 300,000 
per year, it is evident that the school dental service will not be able to cover 
all the schools in this country. In fact only 15 to 20 % of the schools can be 
covered at present. Since 80 to 90 % of the school children suffer from dental 
maladies in varying degrees of severity the magnitude of the dental problems 
as we face today is really great and cannot be over emphasised. An organized 
dental service may reduce the consequence of dental diseases but it does not 
reduce the consequence of dental diseases nor does it reduce the magnitude 
of the school dental health problem as much as we desire. In the first instance 
in any developing country dental programme should be based on a number of 
fully trained graduates of dentistry and the number of those qualified people 
available in the service should bear the magnitude of the service which the 
country has the responsibility to provide. For a reasonable standard of opera
tional performance for a dental officer working in the school dental service 
relating to the normal hours of working, only 4 to 5 thousand of the school 
population can be undertaken by a dental officer. Because of the tremendous 
amount of the untreated dental diseases and a shortage of dental surgeons 
that has been in the school dental service during the last 15 years dental 
auxiliary workers here introduced into the dental field. These school dental 
nurses, as they are called, have contributed much to the school dental service 
but because of their limited training they can only give a partial service to a 
limited section of the school population. Their work is no doubt useful and 
their influence amongst school children, great. They have their place in the 
school dental service but it should be remembered that being auxiliary they 
are helpers and not replacement for dental officers. 

5.2 Incidence of dental maladies 
The high incidence of dental diseases affecting the school children to

day involve in majority of class dental diseases such as dental caries, maloc-
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clusion. Although about 60 % of the school children are affected more than 
half of these affected could have been prevented. Malocclusion in children 
if not checked early can be detrimental to oral and general health as it may 
lead to caries and periodontal diseases. Besides, the aesthetic aspect of ma
locclusion should not be over looked. Mild gum infections are common during 
the shedding of milk teeth, besides the eruption of the permanent teeth, 
but more severe forms as detected in school children are caused by malnutri
tion. 

It will be apparent that with the high incidence of dental diseases affec
ting the school children of today, the country may not afford the training of 
sufficient number of dental surgeons to give full dental treatment to the whole 
school population needless to say the whole population. The only solution 
is to reduce the incidences through preventive methods. 

5.3 The Need for Preventive Measures 

In recent years research has provided preventive measures which re
duced the dental caries considerably. Amongst these are, the addition of 
fluorides to drinking water but the problem in this country is that more than 
60 % of the population do not receive their water supply from reservoirs. 
Topical application of fluorides have been carried out but again has led to the 
problem of insufficient number of auxiliaries to deal with this aspect of the 
dental service. It is therefore evident in this country that the training of not 
only of dental surgeons but also of dental hygienists is imperative. 

A balanced diet particularly during the teeth development, restriction 
of the intake of easily fermantable carbohydrates and the avoidance of such 
foods between meals are well known measures of prevention, but the problem 
is the difficulty to get the children to accept and practise these measures. 

In our school dental service the dental examination and treatment 
start at an early age, and the caries prophylactic methods available can lead 
to a reduction in the caries incidence. 

5.4 The Need for Co-ordination 
The battle for dental health cannot be won by dental service alone. 

If the dental diseases amongst the school children are to be prevented, more 
attention needs to be given to the care of their teeth by the teachers the medi
cal and the para-medical personnel. In particular obstetricians, paediatricians, 
public health officers, health visitors and midwives should be able to work 
very closely with the dental service especially in the prevention of dental 
diseases. Dental service will have to make greater use of the services of the 
teachers, and public health educators in promoting all aspects of dental health 
education among school children. 
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It is sincerely hoped that when the two Ministries of education and 
health are fully informed of the findings of this seminar, further development 
of the school dental service can be depended upon. 
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APPENDIX 6 

EXPERIENCES WITH A SCHOOL HEALTH PROJECT IN RURAL 
SCHOOLS IN PROVINCE WELLESLEY 

by 
Dr. Kim Do Jung, 

Medical & Health Officer, Kubang Semang 
and 

Dr. Chee Chin Seang, 
Senior Medical Officer of Health, Penang. 

1. Introduction 

School health services in Penang have for over the past ten years com
prised of a skeleton service consisting of immunisation against common com
municable diseases by three school health nurses, periodic visits of inspection 
by the health inspectorate, and Medical Officers of Health, and yearly exami
nation and immunisation of canteen hawkers and food sellers. 

After his posting as Medical and Health Officer to Kubang Semang 
Main Health Centre in the Central District of Province Wellesley, Dr. Kim 
Do Jung embarked on a school health project for rural primary schools in 
his District. 

The main reasons for this project were: 

(a) there was a considerable amount of illness in rural school children 
due to parasitic infestation, anaemia, malaria, malnutrition, and 
other common infections. These needed the attention of a more 
positive school health service; 

(b) it was felt desirable to estimate more quantitatively, through this 
project, the extent of the above conditions, as well as make certain 
basic measurements like height and weight in relation to age; and 

(c) it was felt that schools were on effective channel of health instruc
tion and example to the rest of the kampongs and the institution 
of such a project could form a useful method for dissemination 
of health instruction. Furthermore, children would be the leaders 
of tomorrow, and should be given the best our health services 
could offer them in order to lead a more healthy life. 

2. How the Project was carried out. 

The project was started on 17th February, 1966, and ended on 8th 
November, 1966. 
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It was carried out by the Medical and Health Officer who was assisted 
by one Public Health Inspector and two Public Health Overseers. They work
ed on the project 3 to 4 days per week between 8.30 a.m., and 12.00 noon. 
After working hours, they also spent 3 to 4 days per week between 4.30 p.m. 
and 11.00 p.m. examining stools and writing up reports at the Main Health 
Centre. This school health work was in addition to their other routine duties 
which were to some extent affected by this project. The other members of the 
team were also staff of the Main Health Centre. 

All 22 rural primary schools in the Central District of Province Welles
ley were covered by this project. The total enrolment_ was 6,424 pupils 
ranging from Standard 1 to Standard 6. Of the 22 schools, 16 were Malay, 
4 Chinese, and 2 Tamil schools. The schools were within the operational 
area of the Main Health Centre. 

2.1 Operational Procedure 

(a) Forms Used:Two proforma were prepared and used in the pro
ject. The proforma were designed by the Medical and Health 
Officer, and utilised without pre-testing. 

One to two days prior to visiting each school, the forms were 
despatched by hand through the P.H. Inspector and P.H. Over
seers to the Headmaster of the school. They also informed the 
schools concerned about the coming date of examination, and 
at the same time explained to them the procedure of filling in the 
preliminary particulars (including the symptoms column) by the 
teachers. During this visit also, small plastic packets were brought 
to the school. Teachers were requested to pass out one packet 
each to a pupil and to have it labelled with the latter's name, regis
tration number, and standard. The pupils were instructed to bring 
back a piece of their own stool (about size of a chestnut) in these 
plastic packets. These were then enclosed in empty match boxes 
and brought to school on the day of visit of the medical team. The 
plastic packet cost 80 cents a lb. (450 packets) 

(b) Examination in the School: Heights, weights and chest 
griths were measured by the P.H.I. and P.H.O. The P.H.I. 
was also in charge of estimating haemoglobin levels using the 
very rough Tallquist (blotter) test. The Sahli's method was consi
dered too time-consuming. 

Blood films were also taken on suspicion of malaria. These were 
later examined in the Main Health Centre by the Hospital Assis
tant there. 

Whenever time permitted, slides of helminth ova were shown 
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to the teachers and pupils with the microscope which was often 
carried along by the team. 

Between 9.00 a.m. and 12.00 noon (3 hours) it was possible to 
complete 3 classes (average class is 35 to 40 pupils). The results 
of the physical examination were filled up in the Forms by the 
Medical and Health Officer himself. 

(c) Stool Examination: This was carried out by the Medical 
and Health Officer and his team after 4.30 p.m. The former 
screened all the slides microscopically himself. The direct smear 
for diagnostic purposes was done. 

(d) Treatment and Follow-up: Pupils with gross cardiovascular 
disorders were referred to the Hospital and thereafter followed up 
regularly in the Health Centre. Prescription slips were given for 
minor ailments; these were exchanged for medicine at either the 
Health Centre or the Travelling Dispensary. Syrup 'Antepar' 
was given in the school by the team, for pupils with ova in their 
stool. 

3. Summary of results. 
3.1 The project was conducted in 22 rural primary schools in Province 
Wellesley. There were 16 Malay, 4 Chinese, and 2 Tamil schools, with a 
total enrollment of 6,424 pupils (3,233 male, and 3,191 female). Of this total, 
6,191 were examined within a period of 9 months (February to November, 
1966). 

3.2 The average time for physical examination of one pupil was 9 minutes. 
To examine one stool specimen microscopically took an average of 3 minutes. 

3.3 Physical Examination. 

The average weights of Chinese pupils in all the age groups were higher 
than the corresponding weights of Malay pupils, who in turn were on the 
whole heavier than Tamil pupils. The number of Tamil pupils examined was 
much smaller than the other two ethnic groups; this will affect the validity of 
comparing them with the Malay and Chinese groups. As far as heights were 
concerned, the Chinese pupils were on the whole higher than the other two 
groups. We believe that there is a real difference between the Chinese and 
Malay groups of pupils, the reason for this difference in development being 
very probably a socio-economic one. 

It is interesting to note that for all three ethnic groups male pupils 
weighed more and were higher on the average than their female counterparts, 
up to the age of 8 years and over. But from 9 years onwards the females tended 
to increase in weight and height faster than the males. Can this be construed 
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to mean that the beginnings of puberty for girls start around 8 or 9 years of 
age in Malaysia? This question may be worthwihle looking into. 

3.4 Common conditions encountered were skin infections (scabies, im
petigo, and fungal infections), cardiovascular (extra-systoles, functional and 
organic murmurs), giddiness, weakness, and numbness, and abdominal pains. 
Splenomegaly was found to be high in three areas of the District. 

3.5 Worm Infestation: The incidence was found to be very high in 
rural school children (89.5 % in Malays, 64.0% in Chinese, and 83.5 % in 
Tamils). Common helminthes found were hookworm, round worm, and whip 
worm. Multiple infections were more common than single infections among 
the Malay and Tamil pupils, but among the Chinese pupils single infections 
were more common than multiple infections. 

4. DISCUSSION 

4.1 The project was started to provide a more concrete form of health ser-
vice in our rural schools. It was integrated into the functions of the Health 
Centre from the start. 

4.2 During the initial phase of the project, the team had their other health 
duties considerably curtailed. As the project progressed and more experience 
was gained, there was less disruption of their routine duties. However, to have 
a better school health service, a separate team should be formed to take charge 
solely of school health, with a Medical Officer of Health as its head. There 
could be two teams for Penang for a start, one catering for rural schools, and 
the other for schools within Georgetwon City (under the jurisdiction of the 
City Health authorities). 

4.3 During the project, immunisation of pupils against communicable 
diseases was NOT done by the team. This duty should be borne in mind 
in planning a school health service. 

4.4 Extra mileage was found to be necessary for the Officers: for the Medi
cal and Health Officer 300 miles per month; and for the P.H.O's and P.H.I. 
200 miles per month each. 

4.5 Stationery and drugs were often deficient. The Medical and Health 
Officer had to print about two-thirds of all the forms used and buy such items 
as plastic packets, tooth-picks, etc. Although an extra allocation of $300.00 
per quarter was given to him for the project this was found to be a meagre 
sum. 

4.6 Co-operation from the Dental team of the Health Centre would have 
been desirable, as there was a lot of caries, pyorrhoea, and other oral condi
tions experienced. Future planning should seriously consider a co-ordinated 
medical, health and dental effort. 
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4.7 Co-operation with the Education Department at local level was found 
to be very important for the smooth running of the project. Education Officers 
helped us to solve some problems, the most serious of which was refusal by 
one Headmaster to allow our team to examine his pupils. The Education 
authorities could assist also in providing the necessary forms and paving the 
way for facilities for health instruction to pupils, teachers and parents by the 
Health staff. 

4.8 Teachers were requested to help fill in the forms. For some reasons or 
other a lot of mistakes were made in the "symptoms" column, and the team 
had to take over this duty. It is felt, however, that teachers could be trained 
to play a role as follows:-

( a) Fill in preliminary items of the school health format . 
(b) Assist in taking heights, weights, and chest girth. 
( c) Testing visual acuity using simple charts. 
( d) Refer illness promptly to the Headmaster and Medical Officer. 
( e) Give more emphasis on health topics like personal and environ-

mental hygiene, nutrition, malaria and so on. 

4.9 A yearly follow-up examination of all the pupils would be desirable 
but unattainable under present circumstances. Ia lieu of this, follow-up of 
pupils found with abnormalities was done. 

4.10 Reaction from the pupils, teachers and parents to the project was on the 
whole favourable. Active interest was shown by most heads, teachers and 
parents. 

4.11 The project has created an increased awareness about health and stan
dards of hygiene in the school children-this in teachers who were formerly 
either ignorant or could not care less, as well as in the pupils themselves. This 
is only an impression, as no systematic attitude surveys were done to confirm 
it. 

It was hoped to be able to set up School Health Committees comprising 
of teachers and senior pupils, in each school. These members were to hold 
meetings and wear special badges. Unfortunately, the idea fell through due 
to lack of interest. 

It is felt that more emphasis could be made in creating health interest 
by talks and seminars for teachers, and mass media material for the schools 
as a whole. 

4.12 As a result of the project all the schools involved have come to a closer 
relationship and co-operation with the staff of the Health Centre. 

4.13 There were, however, some discouraging experience and difficulties. 

(a) Refusal by one headmaster for his school to be included for fear of 
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objections from parents. This problem was solved with the help of 
the Education Department. 

(b) Some parents objected to their children taking stool to school for 
examination. The reason for this was not ascertained. 

( c) Some of the older girls (in Std. Six) were embarrassed by physical 
examination, such as removing of their blouses. One such girl started 
to cry. Her Headmistress took offence with Dr. Kim as a result, much 
to the latter's surprise. 

( d) In spite of great interest shown generally, there is still a lot of ignorance 
and indifference among teachers in rural schools regarding health 
matters. 

4.14 This paper was written in order to share some experiences gained by 
trial and error. It can be noticed that certain things could be improved, e.g. 
the proforma used can be improved and revised, certain tests that were left 
out could have been included ( e.g. vision and hearing), the utilisation of 
different sets of weighing machines in different schools could lead to error, 
and so on. These sources of error are acknowledged, and the report should 
be considered in the light of this admission. 
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APPENDIX 7 

SOME ASPECTS OF SCHOOL HEALTH SERVICE 

by 

Dr. B. Saraswathy 

Assistant Director of Medical Services (M.C.H.) 

1. Introduction. 

The School Health Programme is the sum total of activities of School 
Health Service, Health Education, Healthful School living and School Com
munity Co-operation for Health. School Health Service is just one of the 
four components of School Health Programme. School Health Service is 
an important one as it serves the vulnerable age group of the population. It is 
a series of activities and procedures exercised by doctors, dental surgeons, 
nurses, teachers and health staff who are designed to appraise, protect, pro
mote, and maintain optimum health of pupils and school personnel in order 
to put into effect the School Health Programme. 

2. Objectives of School Health Service 

(i) To detect early deviations from normality; 
(ii) To encourage early correction of remedial defects by immediate 

referral to appropriate agencies; 
(iii) To help and compensate deficiencies in unremedial defects: 
(iv) To inform school personnel and parents of the child's health 

status and special problems; 
(v) To suggest adjustments in the school environment based on indi

vidual needs; 
(vi) To serve as learning experience for children, teachers, and parents 

for healthy living and to eliminate undesirable practices; 
(vii) To provide emergency care during illness or injury while at school; 
(viii) To assure the child's maximum fitness to receive education. 

3. Preliminary preparations are essential before the School Health Ser-
vice can be implemented. 

3.1 Channels of communication are essential for the satisfactory and 
smooth functioning of School Health Team. 

3.2 Individual records from health centres should be made available for 
the total appraisal and assessment of the pupil's health; 
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3.3 A letter should be despatched from school to parents informing them 
about the school medical examination; 

3.4 The health staff shall collect some basic data; 

4. Components of School Health Service are Health appraisal, remedial 
defects, referral follow-up services, exceptional children and health remedies. 

4.1 Health appraisal is team work approach. The essential first step is to 
identify if any defects are present and decide the course of action to be 
taken to remedy or correct the condition found. 

4.1.1 Periodic cleanliness inspection and observational data from 
classroom teacher is essential. 

4.1.2 A complete evaluation of the pupil's health status should in
clude regular and periodic measurements of heights and 
weights recorded by the classroom teacher or public health 
nurse. 

4.1.3 Preliminary examination and screening tests for vision and 
hearing done by the Public Health Nurse or Hospital Assistant 
is necessary to bring up the most obvious findings in the child. 
This will save a good deal of the Medical Officer's time, for 
his skill is needed for detailed examination of the needy child. 

4.1.4 During the physical examination, the Medical Officer is likely 
to check the various organs and systems to determine the ab
sence or presence of gross deviations. He may carry out a 
definite examination for purposes of diagnosis and shall re
quest for special tests where necessary. 

4.1.5 He can also provide advisory service in deciding the extent of 
activities a school child can undertake as varying degrees of 
malnutrition exists in rural areas and care must be exercised 
in providing physical activities that will not overtax the child's 
limited physical endurance. 

4.1.6 The health staff could make assessment of nutritional status 
of the child and make recommendation for the provision of 
supplementary lunch for needy children. 

4.1.7 The maintenance of sound emotional and psychological status 
of the child is the responsibility of the school authorities. The 
health staff shall make early detection of any deviation from 
normal, and take appropriate action for effective treatment. 

4.1.8 School Dental Health Service is well developed in this coun
try and should be made available to all school children. Pre-
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vention of dental caries would depend upon detection of 
early defects and treatment along with promotion of sound 
dietary habits. The dental staff also provide dental health 
education to school children. 

4.1. 9 Parents shall receive guidance regarding the particular pro
blems of their children during clinical sessions. This will help 
in instituting appropriate referral and follow-up measures for 
problem children, and the treatment given to be more 
effective. 

4.2 Remedial Aspects, Referrals and Follow-up Services. 

Minor ailments and deviations from the normal if unnoticed and not 
referred for timely assistance will have adverse effects on the health 
of the child. 

4.2.1 Remedial defects-A child with static weight, loss of weight 
or suffering from a remedial defect, a minor ailment should 
be referred to the nearest hospital, health centre, or family 
doctor by the teacher. 

4.2.2 Children requiring special examinations and tests, as well as 
consultations with the specialists will have to be referred to 
the appropriate areas by the Health staff the referral system 
should be well organised. 

4.2.3 The most important aspect of follow-up service is the cor
rection of existing defects, and to enable the child to get maxi
mum benefit from treatment. 

4.3 Preventive aspects include control of communicable diseases, emer
gency care, and provision of first aid facilities in schools. 

4.3.1 Prompt care of the sick child and follow-up of contacts will 
be necessary. All cases found in schools should be reported 
to the Medical Officer. 

4.3.2 Schobl children need have routine immunisation services as 
recommended by the Ministry of Health. 

4.3.3 School authorities shall be responsible for the care of the 
child who suddenly becomes sick or injured at school. Written 
policies should be available to deal with emergencies. 

4.3.4 Provision of a well equipped clinic room with a first aid box 
is necessary. 

4.3.5 There should be a teacher trained in first aid, as this is 
essential particularly in remote rural schools where medical 
and health personnel are not readily available. 
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4 .4 ~ Exceptional children-These children will include those who are signi
ficantly below the range of accepted standards of physical, mental, 
emotional and social characteristics and who require assistance for 
development of their best potentialities. 

4.4.1 Early diagnosis and full assessment is necessary. Management 
of effective treatment by trained staff along with regular 
follow-up care will reduce the number of exceptional children 
by fifty per cent. Furthermore, the secondary handicaps which 
are often the result of mis-management of primary handi
caps, could be checked. 

4.4.2 The objective of treatment is to restore full function or to im
prove the function by aids. The treatment may be prolonged 
and exacting. Parents should be informed of the special needs 
of their children. The full understanding and co-operation of 
the exceptional child as well as that of his family has an im
portant bearing on the child's adjustment to his handicap. 

4.4.3 Teachers need to be briefed on the condition of the child, 
his ability and limitation and what should be done to facili
tate the adjustment required. 

4.4.4 Care of exceptional children in institutions requires qualified 
and competent health staff to provide routine immunisation 
services, adequate nutrition, routine health supervision and 
care for the handicapping condition. 

5. School Health Team-A team is a group of persons working in a 
JOmt activity with a common objective. School Health Service is not the 
responsibility of any one single person, but of a number of persons from diffe
rent disciplines who work closely together as a team with the common objec
tive to achieve "The Optimum Health of the School Child". The responsibili
ty and line of communication of the staff from Education and Health Depart
ment, as members of the School Health team should be worked out. 

6. Summary 

6.1 It is essential that the School Health Service is developed in this coun
try to meet the required objectives in view. 

6.2 It is also necessary that definitions and contents of the School Health 
Service be clearly understood and that the Staff from both Ministries 
of Education and Health have a team work approach for an effective 
implementation of School Health Service. 
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APPENDIX 8 

THE NEED FOR A HEALTHFUL SCHOOL LIVING 

by 
Dr. S. Appudurai, 

Assistant Director of Medical Services 
( Communicable Diseases) 

The subject of "The Need for a Healthful School Living" may be dis
cussed by asking ourselves the following question and trying to answer them. 

(a) What do we understand by a Healthful School Living? 
This may be defined as the spending of the school hours in a healthy 
environment. 

(b) What is meant by a Healthy Environment? 
In simple language a Healthy Environment means a surrounding and 
an association which will give the individual child a good state of health. 

( c) What is Health? 

Health is a state of physical, mental and social well-being and not me
rely the absence of disease. 

If the above definitions are acceptable, then one may say that healthful 
school living is meant the suitable surroundings and associations which will 
give the child, at least during his school hours, a state of physical, mental and 
social well-being. Thus, the objectives of Healthful School Living are:-

(a) To promote health and prevent disease and accidents. 
(b) To inculcate desirable health habits, attitudes and behaviour 

patterns conducive to healthful living. 
(c) To promote a sense of security, contentment and comradeship 

among school children and other school personnel. 

1. How do we promote health and prevent disease and accidents. 
To promote health and prevent disease and accidents it is very essential 
that there should be proper siting of the school - to quote as an example; 
the school must be sited away from crowded areas, particularly from factories 
and to be free from nuisances caused by noise and smoke and other distur
bances. It should be easily approachable both by the school children and 
the school personnel but it should not be in a busy road or at the junction of 
roads as this will cause accidents and noise. The siting of a school is very 
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important. After careful siting of the school, it must be built in such a way 
that it is well ventilated, adequate lighting and the classrooms so constructed 
that they will not cause any interference with adjoining classrooms. The 
classrooms should be so constructed that each and every child in them could 
get a good view of the blackboard and the teacher so as to keep the school 
children attentive. In every classroom, the desks and chairs or beaches should 
be adjusted according to the age groups of the school children. This is neces
sary in order that every child could sit comfortably and pay full attention to 
what is being taught. There should be ample space between rows of desks so 
as to facilitate free movement of the teachers when attending to the needs 
of individual children in the classrooms. 

Overcrowding and congestion in the classroom must be avoided as much as 
possible. This is very important when considering the promotion of health 
and the prevention of accidents. The school should have safe and potable 
water supply so that from his early school days a child is taught to drink safe 
water and is prevented from contracting water-borne diseases. 

( a) Collection of refuse and garbage. There must be adequate provi
sion for the collection of garbage and disposal of refuse. School child
ren should be made to take an active part in carrying out this sanitary 
measure. 

(b) Latrine facilities: All schools should be provided with sufficient 
urinal and lavatory facilities all of which should, as far as possible, be 
water-sealed so as to prevent the nuisance of fly breeding. 

(c) Flies and mosquito control. The elimination of insect vectors such 
as flies and m_osquitoes by adequate collection and disposal of refuse 
is very important. 

( d) School Canteens. All school should have the right type of snacks 
and school meals. All such snacks and meals should be hygienically 
and nutritionally prepared and served to school children and school 
personnel at regular hours. Thus, when considering school snacks 
and school meals the following points must be borne in mind :-
a. Their nutrition value; 
b. their hygienic preparation; 
c. mode of serving; 
d. their costs; 
e. their availability at regular intervals. 

(e) Regular exercise. Not all school children have regular exercise 
when they go home. As such, it is important to give the school children 
regular physical exercise. This must be given according to the age 
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groups of the school children by taking into consideration their aptitu
des at the different age levels. 

(f) Immunization procedures. Advantage should be taken at vari
ous levels of school age to prevent disease by vaccination and revac
cination against small pox, inoculation with BCG and inoculation 
against diphtheria and tetanus. 

(g) Notification of infectious diseases to the health authorities. 
On detecting anyone suffering from any infectious disease, action 
should be taken to inform the responsible authorities accordingly. 
This would prevent other children from contracting the disease-e.g. 
scabies, measles, chickenpox, etc. 

2. How to inculcate desirable habits, attitudes and behaviour 
patterns conducive to healthful school living. 

(a) Desirable health habits are personal cleanliness and habits. For instan
ce, school children should be advised to have regular baths and the 
wearing of clean clothes when going to school. Their hair, teeth and 
nails should be kept clean. They should be told that they must wash 
their hands before meals and that they should take their turn in the 
queue when waiting to be served. 

b) Behaviour patterns among school children while in the class and in the 
playing fields must be developed in a form of friendly co-operation 
rather than in an aggressive manner. For example, there is bound to 
be a harmful effect if, instead of adopting a healthy competition 
school children develop aggressive attitude towards one another. 
This must be prevented. 

3. How to promote a sense of security, contentment and comrade
ship among school children and other school personnel. 
This is one of the important factors in the development of the child. 

Unless the child feels secure, both at home and while at school, he will not 
be able to concentrate in his studies. He must be satisfied that at school the 
condition of seating, and that the attention and assistance from the teachers 
are satisfactory and that he is not bullied or neglected in anyway. 

As mentioned earlier on, there may be healthy competition among 
pupils but comradeship must develop among the pupils and among school 
personnel if there is to be social well-being in the school and its surroundings. 

4. Conclusion 
In conclusion, I must say that the above facts are not to be taken to 

completely cover the needs of healthful school living. However, it is expected 
that they form as guide points for discussion and elaboration. 
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APPENDIX 9 

SOME PROBLEMS INVOLVED IN IMPLEMENTING HEALTH 
EDUCATION IN SCHOOLS 

by 
Mr. R.Vivekananda 

Chief Education Officer, Selangor 

1. The provision of a service such as the School Health Programme desig
ned "to protect, promote and maintain optimum health of pupils and 
schools personnel" cannot achieve its avowed aims if the community as a 
whole has not been taught or conditioned to think of the child as a very pre
cious commodity, and certainly its most valuable resource. The community 
must accept this assessment of its young for the success of a health program
me such as we have planned. The importance and magnitude of such a pro
gramme can best be brought home by the fact that almost half the population 
of the States of Malaya is made up of young people under 15 years of age. 

2. Among the objectives of the School Health Programme is the Develop
ment of desirable knowledge, attitudes and behaviour pertaining to health. 
This is one area in which a great deal can be achieved but the long term 
problem of bringing about a change in the attitude of rural parents, an 
attitude based on tradition and ignorance, makes it difficult to bring about 
the desired attitude in the young because of the influence at home of the pa
rents. Education and orientation of those who have grown up with a diffe
rent sense of values is a slow process necessarily hampering progress in health 
education. Ground gained at school in this direction is lost as a result of the 
much slower rate of progress in total Community Health. 

3. One of the features of schools at the present time is the size of classes 
and the keen competition for places in selected areas of education such as 
Upper Secondary and University. Inevitably, academic excellence seems to 
be the be-all and end-all of school life to the neglect of so many important 
aspects of the education of the young not so much by the schools themselves 
as by pupils and parents particularly. This pre-conceived idea of the relative 
unimportance of games and exercise has hampered the development of a 
physical and social school environment through the active participation 
in games. 

4. So many of the objectives of the School Health Service depend on 
the teacher for their successful implementation that he or she may be regar-
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ded as the key figure in this programme. A great many of them, however, 
have not, as yet, been able to accept the fact that the child is a precious com
modity, or that a little more than guidance in Reading, Writing and Arithe
metic is expected of them. This may be regarded as a short term difficulty 
as a change in attitudes is now perceptible in direct proportion to the sym
pathy and understanding shown to them, to begin with. 

5. On the question of Health Appraisal, the major contribution will be 
that of the Medical Officer and his team. Nothing startling or new can be said 
here apartfrom the fact that the age-old problem of too few Medical personnel 
to effectively man the service is constantly with us-only perhaps, with the 
gap widening. Perhaps a typical report from a Health Officer would read 
"The School Health Service can be included as one of the services provided 
by a Rural Health Unit on condition that it has a full complement of Staff. 
In any case the Rural Health Unit should not operate over a wide area". 

6. Health Education in which again the star role is played by the teacher 
depends to a large extent for its success on the effectiveness of the teacher 
in bringing home to the pupils the importance of being healthy. Again the 
short term problem of the teacher looking upon this aspect of his or her work 
as unimportant is a real one now and constant prodding is called for at this 
stage. Very often the inability to recognise the numerous opportunities for 
incidental learning and teaching has thwarted progress in this direction. 

7. The role of the parents and the community as a complementary factor 
in promoting the school health is not yet sufficiently recognised as to make 
an impact on School Health Education. The deeply ingrained attitude of 
"it's the Government responsibility" is not easily wiped out and it is an uphill 
task to impress upon a community which does not have among its number 
knowledgeable people to contribute towards the success of the programme. 

8. Environmental Health demands the safety and adequacy of the water
supply, toilet facilities and the elimination of noise and over-crowding in 
school rooms among other requirements. We have had to cope with a back log 
of inadequacies in the matter of these aspects of the physical environment 
of schools and the current very necessary but undesirable economy drive has 
slowed down progress in these areas with a consequent setback in the health 
programme as a whole. We might note that over-crowding in schools has 
come to stay. Unless family planning comes to our rescue we shall be going 
in circles even without the need for economising on these necessities. In the 
light of the foregoing, one is unable to moan at the lack of a properly equipped 
School Health Room or Clinic in every school. Fortunate are the schools 
which have the luxury of a Dental Clinic. 
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9. A summary of some of the problems involved in implementing Health 
Education in Schools would highlight:-

( a) The ignorance or apathy of the community in matters of health 
or sanitation affecting the progress in School. 

(b) Re-education or re-orientation of teachers and parents compelling 
the recognition of the importance of Health Education. 

( c) Adequate Staffing at all levels as a result of the inability to cope 
with sheer numbers. 

(d) Provision of adequate facilities under Physical Environment. 

( e) Effective co-ordination of atl components of the Health Pro
gramme. 
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APPENDIX 10 

PROBLEMS OF PHYSICAL, SOCIAL AND EMOTIONAL 
ENVIRONMENT IN SCHOOLS 

by 

Mr. V. Murugasu 

Principal,Victoria Institution, 

Kuala Lumpur. 

1. Physical Environment 

Few schools in our country have an inspiring setting-a setting that by 
its very nature breathes out a personality of its own and silently commands 
a way of life and behaviour on all those who come near it. 

Some schools have hardly any setting to speak about. The acute shortage 
of land, especially in the towns, makes it difficult to secure suitable sites for 
schools. Consequently, most of our schools in towns, where the healthful 
conditions are even more urgent, are situated in places that by their very 
location makes it difficult to provide a safe and healthy environment so ne
cessary for healthful school living. 

A minimum of ten acres is required for a school with an enrolment 
of 600 pupils. Except in rural areas a ten-acre site for a school is not practical. 
Schools generally are not well sited, and are often in congested and noisy 
areas or in areas not conducive for the promotion of an academic atmosphere. 

Because of the high and rising cost of education and building, the bare 
minimum is provided for schools. A hall and a gymnasium are a luxury; 
sometimes a field is not possible; in some cases there is not enough money 
to fence the school and the school is exposed to vandalism. 

The value of a hall and a field in providing a rich and varied environ
ment for children is seldom appreciated. The hall is the sanctuary where the 
whole school meets for the morning assembly, the chief opportunity for esta
blishing and developing the corporate sense. Likewise, the field is invaluable 
for group activities which provide opportunities for social adjustment and 
personality development. 

However, a carefully planned curriculum can overcome the shortage of 
physical space. Group projects that do not require the use of the field can, 
for instance, be done. 
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1.1 Light and Ventilation 

Classrooms in tropical Malaysia are bright and airy. Our climate helps 
a great deal in this respect. However, the problem of ventilation becomes a 
grave one in schools in the afternoons. Pupils walk or cycle to school at noon 
and arrive in class steamy and sweaty. School generally do not have fans and 
the milling number of pupils can make learning enervating. 

1.2 Standards for school building and sanitation 

For the most part standards set out by Health ordinances are complied 
with. However, periodic inspection is a thing of the past. Sanitary defects 
when reported cannot always be corrected as funds are not always available 
for repairs and "minor works". 

1. 3 Overcrowding 

Perhaps the biggest single factor that threatens healthful school 
living is the overcrowding of classrooms. It is not uncommon to find 50 
Primary pupils or 46 Secondary pupils occupying classrooms originally built 
to accommodate 35. Some classrooms are so full that the teacher's table has 
been removed to make way for "just one more". The children in the classes 
breathe down the necks of those in front and arrangement of desks and chairs 
are anything but spatial. Coupled with the large number of pupils is of 
course the increased work load which makes the work of the teacher unen
viable. 

Economy, again, dictates that desks and chairs be of a standard type 
for big and small children. Consequently only a standard type of posture is 
possible. Some schools have insufficient furniture to go around. It is not 
uncommon to find pupils sharing desks for chairs. A set of classroom furniture 
is for 40 but the actual number of pupils may have risen to 45. 

1.4 Double Sessions 

Most schools, especially in towns, have such large enrolments that 
afternoon classes are inevitable. Afternoon sessions in the same building add 
to the overcrowding and schools cease to be affective educational establish
ments. Further Education Classes in some instances take over where the after
noon classes leave off. Classes are in use all day and there is little time between 
sessions for the dust to settle down. 

1.5 Proper Layout 

It is often difficult to expect the perfect layout as each school being 
an organism grows and changes. Nevertheless much can be done to improve 
the layout of the schools. More thought can be given to make the whole school 
a single unit rather than a group of blocks haphazardly built. Extensions to 
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existing buildings are dictated by economy. The view of the Headmaster 
cannot be expected to prevail. Consequently it is not uncommon to find a 
woodwork and metal workshop or canteen next to a library, or classroom 
blocks so far apart that in some cases teachers have to hike to get to the 
classes. 

1.6 Siting of new schools 

With the increased cost of land, new schools are even built on the 
playing fields of another school. Sometimes, a little stretch of flat ground used 
as a playing field, is conscripted to make way for the site of a new school. 
The school area becomes naturally congested and squabbles over right of 
way, ownership, and use of field dissipate teaching energies. 

1. 7 The General Atmosphere of the School 

One can, to a large extent, appraise a school by what he feels when he 
sets foot inside the school. What he feels is the "school tone" -or the lack 
of it-which bespeaks of the sum total of what is going on inside the school. 

A pleasant, orderly and secure atmosphere is very necessary if children 
are to grow up into healthful and responsible adults. 

Healthy mental physical growth comes almost imperceptibly to the 
child who receives adequate nourishment physical and intellectual-in an at
mosphere of trust and serenity and against a background of orderly living. 
The compound should be neat and tidy; litter, overgrown grass, unswept 
drains must give way to well trimmed lawn and shrubbery and clean surroun
dings. The difficulty in maintaining such an atmosphere arises largely from 
a lack of appreciation of the objectives of a school especially by adults. 

It is not easy to get adults to co-operate in throwing paper and ciga
rette butts into bins. Visitors insist on parking cars and cycles helter-skelter 
thereby adding untidiness and disorderliness. Cycles are driven on lawns and 
fields with consequent damages. 

It is difficult to maintain a high standard of health habits in a school 
unless the general standard of health habits in the society is itself high. Health 
habits are not for children alone. Young minds are confused when they find 
parent's attitude to health habits conflict with those taught in the school. It is 
therfore not always easy to relate health teaching to real life situation unless 
adults set good examples. 

2. Social and Emotional Environment 

A few years ago it was a common practice in the school to inflict cor
poral punishment on children day after day because their answer were wrong. 
Children were punished for talking to their neighbours, for arriving late at 
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school, no mater what the cause. But now it is a common place view that no 
two children are the same and the "faults" of the early days are natural enou6h. 

2.1 Belonging 

Of great importance to the child is his sense of belonging. This will 
assure him that he is needed by the group and he has the ability to contribute 
what the group demands of him. Of further importance is for the child to 
establish a confidential relationship with one or a few chosen pupils. The 
child is infancy achieves such a bond of understanding with his mother. She 
cares for him, ministers to his needs and provides the love so necessary for 
emotional security at this stage of development. As he matures this need is 
manifested in the desire for intimate friendships with children of a similar 
age. Such a contact is assured when he finds an individual who accepts him 
as he is, without compromise, and in spite of personal idiosyncracies. This 
need is deep rooted and real. The lack of such a stimulant for enjoyable com
radeship leaves the individual dependent upon himself. Few individuals have 
adequate inner resources for self sufficiency. 

In the past schools have been concerned primarily with ·helping 
children acquire knowledge and skill in school subjects. There is a trend today 
toward diagnosing and treating inappropriate patterns of emotional behaviour. 
A realization of children's personal needs facilitates learning. Emotion affects 
performances of all kinds. Poor performances in school are not necessarily 
due to ineffective teaching or defective mental capacity. They may be tied 
up with emotional problems as well . 

The role of the school, though potent, is a minor one compared with 
the family whose social circumstances are closer to the child. 

But because of the changes now taking place in home and community 
life the influence of the family in developing moral and ethical behaviour 
is gradually lessening. The family, today, is more far-flung in its activities. 
Fathers have less time for their children and mothers are working or spending 
more of their time outside the home. 

Schools today therefore have the responsibility of providing expe
riences which will have meaning for children in terms of their purposes. 
If such goals are to be achieved, there must be a great change in the social 
climate of our schools. A shift from the cold, autocratic, teacher-dominated 
situation to a greater friendliness and concern for personal relations is neces
sary. Each child should feel from his very first contacts that this is a fine place 
for him; that he is respected as a person and liked for what he is rather than 
what he should be. This is a healthy and desirable teacher-pupil relationship. 

The school must provide the opportunities for exploring and forging 
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person-to-person friendship, for group activity, large or small, and for indivi
dual relaxation. 

The classroom should be more friendly, informal and natural in which 
the child's urge for self-realiza~ion can be done. Arbitrary assignments, 
writing of lines, undesired grouping makes the child feel he is merely tolerated 
by his teacher and others. Children so treated are likely candidates for delin
quent activity. 

Improving the atmosphere throughout the school is not easy. It re
quires teachers who like children and children who like teachers. An under
standing teacher transfers some authority to children and sometimes overlooks 
spasmodic undesirable behaviour. This is not easy and requires training 
and study. 

2.2 The Difficulty of Giving Individual Attention to Children 

Children differ in capacity, in interests and in rate of physical and 
mental growth. Some children require little help from the teacher or school 
in their social and emotional development. They may come from homes that 
provide maximum experimental opportunity and have been able to make 
satisfactory adjustments from infancy. But others less fortunate, are shy or 
aggresive or easily fatigued by strain. Some are excitable and others feel re
jected. 

Every teacher must find time to give these children sufficient attention 
to understand them and define their problems. 

2.3 Teacher's Difficulty 

But teachers are often placed in large classes where their paramount 
responsibility is the preservation of Jaw and order- a complicated and diffi
cult procedure and one which often deprives them of the opportunity to 
know and understand children as real individuals. Many teachers lack the 
experience and training necessary to enable them to identify problems ex
cept as nuisances. Consequently they become fixed in their attitudes, in
elastic, prejudiced prone to moral judgement and ready to solve problems 
by counter attack. Teachers often fail to see that 'bad' behaviour is perfectly 
normal and the child's resistance to rigid authority is often essentially whole
some; that the child is a sensitive personality, passing through innumerable 
phases of development with natural disturbances is grown, 

2.4 Teacher's Duty 

The teacher's duty is to direct growth in such a way as to avoid aggra
vating simple problems throughout the development pattern of all children, 
to give each chi ld ,1·ith complex problems the opportunity to resolve his con-
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flicts, to adjust to the group, and to provide satisfactory experiences and 
socially desirable relationships with other children. 

Not enough attention has been given to the training of teachers to 
identify the beginnings and causes of behaviour. Some feel that such acti
vity is not the legitimate function of a teacher and should be left to the specia
lists. Our teacher training institutions can perhaps provide more training 
in this field. If mental hygiene is to become a part of school practice and or
ganisation, one of the first needs for teachers is to understand the recognise 
types of behaviour which gives clues to the growth demands of the child. 

2.5 Content vs. Method 

Another factor that threatens to minimise and thwart the social and 
emotional adjustment of children in our Malaysian schools is the attitudes 
towards academic successes. 

The hope for better citizens, who understand society and perform their 
social obligations lies not in increased emphasis on subject matter but on tea
ching procedures that stress participation and thinking and are consistent 
with the principles of good mental health. 

But our schools are heavily geared toward syllabus completion and 
are highly examination conscious. Higher education is at a premium in this 
developing country and the fact that there are so many examination barriers 
in the way of the children only aggravate the situation. 

The difficulty of gaining admission into academic streams which are 
the gateway to professional carriers gives added emphasis to the study of 
content. 

Further, the fact that there is only one University stimulates feverish 
academic competition and even the less suited pupils yearn to pursue profes
sional careers at Universities. 

With so much pressure and prestige attached to academic courses, 
teachers, parents and society itself are more concerned with subject matter 
and examination techniques than with teaching procedures. The giving of 
notes by teachers is a pernicious habit to which most educationists are indul
gent. 

The race in our schools today is to gain a place in higher institutions 
of learning. The spectators who urge on children to run the race faster and 
to breast the tape before all others are parents, teachers and headmasters. 

Our schools, determined chiefly by social and political considerations, 
rather than by the needs of the pupils in their growth from infancy, need 
therefore to change their traditional approach to instruction. Security, pres
tige and belonging must be made compatible with content and method of 
instruction. 
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2.6 Parental Co-operation 

Regardless of the kind of schooling or training provided; the total 
environment furnishes the stimulus for some kind of personal social develop
ment. Where heritage is poor and the necessary conditions for promoting 
this development are not of the best, the individual may not be able to assume 
desirable social stature. A very poor heritage and environment may produce 
an individual who is not only unco-operative but whose actions are injurious. 

The school cannot modify heredity to any great extend. However, 
they can aid in providing the proper environment for maximum develop
ment. 

Group Living 

The difficulty in schools is to organise group work as parents are un
able to see its value. They merely see afternoon activities as cumbersome and 
inconvenient impositions that forces them to alter their own schedule of 
programme and spend the afternoon taking the children to school or fetching 
them back. 

2. 7 Extra-Curricular Activities 

Extra-curricular programme provide many opportunities for children 
to have experiences to their adjustment. Basic needs of pupils are often fulfill
ed through these activities- love, belonging, success, freedom, free from fear, 
security, self respect, sharing and participation, personal integration or a 
world outlook. Some parents and even teachers feel academic subjects are 
the most important features of a school. The experiences the school provides 
are the essentials. As needs are fulfilled, learning subject matter is in fact im
proved. One way to get a boy to read better may well be by satisfying a 
need for success by allowing him to join a school band. 

2.8 The Role of The Child in The Home 

The early child's first social role is weak and dependent. He grows 
more and more independent. His role is not static and he feels that the 
main thing is growing up. His role is to be loved and admired. But the exact 
nature of his role depends very much on his parents. 

Some parents do not allow the child grow up. Injudicious handling 
of children by parents leads to injurious personality difficulties. Some parents 
are so solicitious to protect the child from every danger and hardship that 
they prevent his learning to do anything for himself. The over protected child 
is driven to school, is not allowed to take part in strenuous exercises such as 
Cross-country runs, swimming or even simple afternoon activities. Some pa-
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rents find it convenient to produce medical certificates that gives immunity 
to their children against participation in Physical training and the like. 

Other parents hold their children in such rigid subjection that he, on 
the other hand, becomes over independent. The spoiled child and the over
cared child show personality tracts due to the roles imposed on them at home. 
The favourite child and the unwanted may be added to the list and these too 
because of the home environment have personality problems. 

2. 9 Environment Inadequacies 

Some of our children come from surroundings which arc conducive 
to bad behaviour. In some of our small and crowded homes especially in rural 
areas adults sleep in the same room with children beyond the years of early 
infancy. This and other conditions force all aspect of adult life upon children 
prematurely. In-sufficient rest, food, as well as lack or space and equipment 
aggravate conditions further. 

Sometimes it is not physical but emotional or intellectual factors which 
endanger normal behaviour. In many cases, parents, teachers and others who 
assume responsibility for children arc at fault. These adults have little insight 
into the real nature of the child. They frequently lack the patience to accept 
the challenge of growth. 

2.10 Parent-Pupils Relationship 

An unwanted or rejected child or a child originally greatly loved poses 
emotional problems. Probably the most difficult kind of child-parent rela
tionship is that in which there is a great show of superficial love and affection 
with no real depth or sincerity. Parents shower all kinds of toys and gifts on 
the child not for himself but to force the child to take on their own ideals and 
goals and use him to express or compensate for their ·own deficiencies and 
disappointment. From such a pattern neurotic and deliquent tendencies 
almost invariable develop. Some parents seek to exert their own standards 
upon their children which arc in the main patterns of the social group to 
which they belong. The problem becomes more complicated if fathers and 
mothers come from different backgrounds. The father wants his son to be 
a doctor while the mother wishes him to be a lawyer. The child is confused 
and thereby suffers a limitation of his own personal, temperamental individua
lity. He may accept and conform if he feels there is security and affection. 
He may rebel if the achievement of the parental goal is motivated through 
punishment and fear. Children forced to take prestige courses such as science 
in preference to arts do not always do well academically because emotionally 
there is a respressive conflict of whether the choice has been wisely done. 
The end is usually disastrous both for the child and the parent. 
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2.11 Parent/Teacher Relationship 

It is especially difficult in our country to secure parental co-operation. 
For real instructional planning for personality to be satisfactory parents must 
understand and approve the efforts of the school. The parents of the problem 
child may have difficulty in identifying symptoms with cause and may him
self be demanding and be aggressive in his relation with a school. He will 
blame teachers and the school or will attempt to point out weaknesses in the 
school programme in order to avoid recognising the problems of his child. 
Parental co-operation in helping children whose behaviour is characterized 
by withdrawal or by complete submissive behaviour is even more difficult. 

3. The remedy-Need for Co-operation 

Closer co-operation is essential for improved relations between home 
and school. Schools should not regard co-operation as the docile acceptance 
by parents of orders issued by the school, for nothing can be accomplished 
by this. So , if the parents regard school co-operation as the carrying out of 
their wishes, parents must respect the professional knowledge of teachers 
and be ready to learn from them. Teachers must respect the integrity of 
the family and be ready to profit by the parent's knowledge of the child . 

. . -·: 
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APPENDIX 11 

THE ROLE OF COMMUNITY GROUPS IN IMPROVING 
THE HEALTH OF THE SCHOOL-GOING CHILD 

by 
Wan Sidik bin Wan Abdul Rahman, 

Pengarah, Pusat Pengajian Pembangunan, 
Malaysia, 

Jabatan Perdana Menteri. 

1. Introduction 

This paper is not intended to provide an answer to the problems of 
the health of the school-going child nor is it intended to suggest conclu
sively the role that community groups can play in improving the health of 
the school-going child. Ideally this should be the purpose of the paper though. 
But bearing in mind that the participants in this seminar are the better qua
lified to speak on such a subject I feel that this paper can perhaps best serve 
its purpose by merely raising certain points which may stimulate discussion 
such that together, the participants may be able to speak out the required 
answers to this problem. 

2. What is a community group? 

An attempt at certain definitions may be useful at this state. Firstly, 
what do we mean by community groups? In the Malaysian context communi
ty groups may be divided into two broad categories of people. Communities 
as we understand are not merely a collection of individuals who live together 
in a neighbourhood; there are also areas of social living marked by some 
degree of social coherence and community sentiments, and organized in 
various ways to do for their members those things that they think are impor
tant. *1 

Community Groups can be classified either as formal or informal. By 
formal community groups we mean those groups which have specific 
names, members, office-bearers, rules, aims and objects, and by informal 
community groups we mean those which have not become so organized 
but which nevertheless exist, because through the years people have formed 
the habit of coming together regularly, not through any sense of duty but 
because they find such association satisfying. 

*l "The Role of Voluntary Groups and Local Government in Community 
Development" by P.D. Udueela, U.N. Consultant, Memograph, U.N. ST/ 
SOA/SER0/31 1959. 
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3. The Malaysian Community Groups 

A quick study of the local situation is likely to reveal the existence of 
a number of institutions and groups, both formal and informal. Some of 
these may be purely local while others may have been organized and spon
sored by national voluntary or governmental agencies as part of a nation 
wide movement. Some of these groups which readily come to mind when 
considering the Malaysian society are family and kinship groups, language 
groups, religious groups, societies attached to religious institutions, temples, 
mosques and churches, schools and parent-teacher associations, rural deve
lopment committees, adult education centres, various types of co-operative 
societies, farmers' associations, youth clubs, health clubs, recreational groups 
and informal groups like clique visiting groups, social groups, gossip groups, 
etc. 

4. The role of Community Groups in a Developing Society 

The functions, their memberships, their aims and objects, leadership 
and influence may vary from one group to another. Nonetheless these groups 
play an important part in the day to day lives of the people. Among one of 
the more significant roles the group can play in the administration of society 
is the provision of a channel of communication between the government and 
society. In a developing country where human communication is inhibited by 
insufficient mass media coverage, low-level of literacy, and lack of physical 
communication facilities, the tendency is for people not to understand or even 
dispute legitimate programmes of the government. Often, well-meaning 
campaigns may not only be misunderstood but may be used to serve purposes 
other than those intended. Mass organization has its own pit-falls and diffi
culties and it is against this background that community groups, formal or 
informal, can play their roles in effecting government programme success
fully. 

5. The direct and indirect role of Community Groups in Health 
Activities 

The role of community groups as classified above, in the promotion of 
better health of the school-going child, can both be direct or indirect. 
By direct role I mean the groups taking upon themselves directly to organize 
health activities for the benefit of the school-going child. By indirect, I 
mean the groups taking on activities either through their members or through 
the society at large which may indirectly affect the health condition of the 
school child. 

The avenues through which these roles may be exercised are certainly 
large and accommodating. As the child is part of the community, the school 
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health programmes, if any, must be closely related and inter-related with 
the overall programmes of the community, be they health, civic, or social. 
The school health programmes must be interpreted to the home which con
trols the child's nutrition, clothing and other hygienic factors. The health 
education in the home is directly related to the health education in the school. 

6. The meeting point between Society and Health Education 

It is therefore essential that primarily one has to recognize and also 
exploit the encounter between health education and the society itself. One 
has to pinpoint the meeting point at which society and health education are 
introduced to each other. Contact with the members of the health/medical 
profession and the parents is important in bringing about a meaning-full 
orientation of health education among the people. This is an instance where 
formal community groups can play its role in facilitating such meeting points 
between themselves and health education. Their activities provide opportuni
ties for meeting with the health officers, nurses, sanitarians, nutritionists, 
medical and social workers and others who may be able to pass on the neces
sary knowledge that is required in health education. 

Formal groups especially those calling themselves service clubs like 
the Rotaries, the Lions, the Jaycees, etc. have their own specific health com
mittees and health programmes. Here the members not only learn about 
health problems and the means of solving them but also help to spread the 
knowledge for beneficial purposes. Often these groups participated directly 
in health programmes-such as health campaigns for school-children. 
In a way this is a great service in the direction of instituting a wider health 
consciousness among the members of the society. Formal groups such as 
these equipped with their financial resources and manpower could do a 
lot by way of providing direct subsidies to the schools such as distributing 
to the school-children nutritious foods and drinks during school breaks, etc. 

Certain groups even are in a position to conduct their own health 
campaigns with respect to some particular disease or with respect to certain 
public health activities. These groups may be regarded as instruments that 
inform the people and arouse them to action towards better health. 

Health problems could be approached through self-help and communi
ty action and participation. Such methods will help to ensure the sustaining 
effect of health education and awareness among the people. Rural health 
schemes must work side by side with other community schemes which render 
other services to the same community. 

There are at least three areas in which rural health services could 
be carried out in collaboration and co-ordination with other efforts of the 
community and these are:-
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( a) The role of school-teachers in health education as well as in pro
moting school health programmes; 

(b) The role of the religious leaders or village leaders in overcoming 
people's resistance to the application of modern curative and 
preventive health techniques and approaches particularly in 
rural communities with strong superstitious and cultural tradi
tions; 

( c) The value of collaboration between health workers and Agricultu
ral extension workers in encouraging communities into better 
production and use of protective foods to improve their nutritio
nal status. *l. 

Hence the establishment of village development committees as part of 
a nation-wide community development programme has provided the health 
services in this country with an essential administrative machinery through 
which collaboration and co-ordination with other community workers could 
be effected. Through these committees the people could be informed of the 
objectives, nature and extent of any health programme and at the same time 
in stimulating participation and community action in health education and 
extension. It is essential in any health programme community action must 
have its objectives and purposes clearly understood not only by the people 
but also by the health staff themselves. With the shortage of medical and 
health personnel in the country this can pose a problem in the selection of 
the right personnel possessing the correct aptitude for service at the grass
root level. 

Conclusion 

In conclusion it is often said that the school and the community, even 
if they are taken separately, should work together as a team in the protection 
and promotion of the health of the school-going child. Health education pro
grammes of the school should be designed so as to encourage the parents to 
devote more attention to child health, acquaint them with health problems, 
and encourage them to utilize available services. 

There are already available in this country the various agencies both 
voluntary and governmental which spell out clearly the aims and objectives 
of promoting better health among the school-going children. The Joint School 
Health Committee at Federal level and the proposed School Health Commit-

*1 Dr. L. W. jayesuria-"The Role of the Ministry of Health in 'Gerakan 
Maju' "-Report of the Seminar on Community Development N.N.R.D.K.L. 
1967. 
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tees at State, District and Kampong level, for instance, may be utilized to the 
maximum. The facilities provided through the instruments of these committ
ees should be more publicized and made known to as wide an audience as 
possible so that greater participation of the people could be obtained. The 
organisational machinery provided by the Gerakan Maju committees at 
all levels must be exploited to the fullest by way of ensuring that emphasis 
on health is not lessened. The health offici.:ils concerned with these committees 
at all levels should be fully briefed and orientated in the philosophy of com
munity work so that these committees could be properly advised on the vari
ous aspects of health education and promotion. 

Likewise various formal groups in the country should be constantly 
reminded of the vast areas of possibilities and potentialities existing in the 
country in which they themselves could play an effective role in helping the 
health of the school-going child. Their activities taken together should be 
closely co-ordinated with those of the Ministry of Health so that a unity 
of purpose may be established so that there may be an avoidance of duplica
tion of resources which are limited in this country. 
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APPENDIX 12 

DENTAL HEALTH EDUCATION IN SCHOOLS 

by 

Dr. Ibrahim bin Hj. Yassin, 

Assistant Director of Medical Services (Dental) 

1. Aim and Objective 

The aim of the dental health education in schools is to make the school 
children appreciate the value of a sound masticatory instrument, to encour
age them in the use of preventive measures, and to bring home to every child 
the importance of dental examination and treatment, and to make them 
participate in the dental health education activities. 

The minds of young children are receptive to new ideas and the know
ledge which they gain in schools in the field of dental health education will 
gradually arouse their awareness in the importance of dental health and the 
needs for regular dental examinations and early treatment. 

Their motivation to seek dental care arising from the needs will provi
de more opportunities to strengthen the dental service by increasing the den
tal manpower and also to increase the participation of teachers, parents and 
the community in the programme of dental health education. In the frame
work of the dental health education programme, a systematic planning of 
its activities has been emphasised. The simplicity of its dissemination and 
its systematic and practical approach starting from the lowest classes covering 
as many schools as possible has been the basis of the dental health education 
activities. 

2. Methods used 

The methods used are by: 

(a) individual instruction by the dental officer and dental nurses 
to their patients on the dental chair. 

(b) talks to groups of students from a class or by classes. 

Practical demonstration are also given by the use of models, posters 
and other materials which are useful for illustrating the talks and instructions. 
In some of the active states, such as in the State of Perak film slides and 
pamphlets in the dental health education work has been introduced for the 
last seven or eight years. 
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· Since dental caries is the most prevalent of dental diseases which affect 
the school children in this country the information on caries prevention has 
given priorities in the dental health education programme. This covers the 
necessity of proper oral hygiene, and the factors involved such as nutrition 
diet, the harmful effect of the easily fermentable carbohydrates (sugar and 
sugar product), the frequent intake of these, and the importance of early den
tal examination and treatment. Correction against habits such as thumb or 
finger sucking, biting nails, are also emphasised as a prevention of maloc
clusion. Due to the acute shortage of dental surgeons in the service most of 
the dental education activities are being carried out by the dental nurses and 
the dental surgery assistants under the supervision of the dental officers. 

3. Its syllabus 

A dental health education syllabus (paper attached) has been used by 
the dental officers and nurses in their dissemination of .dental health educa
tion to schools. It is divided into four parts: oral hygiene, diet and nutrition, 
habits and visits to the dental surgeon. Eacfr dental nurse records the work 
done in an appropriate book showing the class covered, the length of time 
spent per day, the section of the syllabus covered, and the comments necessary 
to indicate the degree of response of the students. The visiting dental officer 
checks the work of the dental nurses and makes the necessary comments and 
rectification. 

4. Problems 

The problems which are facing the dental health education activities 
in schools include: 

( a) The scarcity of specialists in this field and the need for more den
tal officers and dental auxilliary staff and especially the need for 
the introduction of dental hygienists into this field. 

(b) The non-availability of audio-visual aid. 

(c) The methods of dissemination of dental health education may 
require rectification from time to time in accordance with the 
educational standard of the schools in the various States. 

( d) Transportation, postings and other factors associated with rural 
areas. 

( e) Language problem where in the rural areas especially, the natio
nal language has to be used. 

(f) The lack of statistical data on the severity and distributions of 
dental diseases which will enable fuller concentration of dental 
health education work in areas which are worst affected. 
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. (g)_ The:need for the participation of teachers and parents in the den
,, tal ·education activities in schools. 

(h) The need for the contribution f;~m schools in respect of the den
tal health education activities in schools. 

(i) The need for co-operation and assistance from other gove~nmeU:t 
departments and voluntary associations ·or agencies. 

i): '· 

. DENTAL SERVICES - .. . . . . , 
DENTAL HEALTH EDUCATION SYLLABUS-FOR SCHOOLS 

A. Oral Hygiene 

1. Reasons for oral hygiene. 
2. Reasons for wanting good, · strong clean teeth. 
3. ,Cleaning teeth. 

(a) Materials to use 
(b) When to brush 
(c) How to brush 

l Illustrations 

J 
(a) Specimens 
(b) Models 
( c) Posters and de-

monstrations. 

4. Toothbrush: (a) Type to use (soft, medium) 
(b) ' Care of 
( c) Changing of 

B. Diet 

1. Foods for (a) Building strong teeth and gums 1 Example 
(b) Exercising and cleaning teeth and gum J wit~ illus-

. trat10ns. 

2. Avoiding harmful foods-Examples with illustrations. 

C. Habits 

1. Good Habits: (Illustrate or demonstrate) 

a) Daily tooth brushing, especially before going to bed. 
b) Rinsing mouth after eating if no tooth brushing can be done. 

2. Bad Habits: (Illustrate or demonstrate) 

a) Sucking fingers, thumbs, objects etc. 
b) Biting nails, pencils, rulers, objects etc. 
c) Always eating, or sucking sweets and chocolates. 
d) Opening mouths while listening. 
e) Sleep with open mouths. 
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f) Using teeth to do work that should not be done by teeth
opening bottle caps, knives, boxes, biting off thread, strings, 
tearing up cloth etc. 

D. The importance of regular dental treatment. 

1. Information about teeth 

a) Temporary set~20-; obtained from 6 months l 
to 2 years. 

b) Permanent-28, from 6 years to 13 years. ( 
Teeth-cutters and grinders (anteriors & J 

posteriors) 

Illustrate 
with 
Models. 

2. Importance of keeping Milk Teeth Healthy 

Results of: a) Too early loss-
b) Too late loss-
c) Carious and septic teeth 

l Illustrate 
~ with 

j Models 

3. Importance of keeping Permanent Teeth Healthy 

a) For use throughout life. 
b) Looks-posters or pictures. 
c) Speech-posters or pictures. 

4. Reasons for visiting Dental Clinic regularly ( once in 6 months) 

a) Checking up the work already done previously and re-polish 
them. 

b) Fillings of any carious teeth. 
c) To learn how to keep teeth and gums fresh and healthy. 
d) Extraction of teeth that cannot be saved. 

5. Reasons for extraction: 

a) To prevent toothache and swellings and sepsis. 
b) To make space for teeth that are growing up. 
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APPENDIX 13 

THE SCHOOL AS A CHANGE AGENT IN THE COMMUNITY 

by 

1. Preamble 

Professor Ruth Wong 
Dean, Faculty of Education 

University of Malaya 

To understand the school's function as a change agent it is necessary 
to determine the sort of community we are specifically concerned with and 
to ask certain questions about the objectives of change, the forces which:in
teract with change, and the outcomes which are expected to result through 
change. 

2. Four important contemporary change trends. 
(a) Rapid population growth 
(b) Rural-urban migration 
( c) Reorganization of labour patterns in cities and the tendency 

toward specialisation in skills. 
(b) Technological development producing in rural communities a 

materialistic craving for urban benefits. 

The above changes are mainly physical. Change begets change and 
concomitant with the physical are also social changes. 

Many of these changes occur despite the school. The School does not 
promote nor usher in such changes. It is only with respect to those changes 
which it is desirable to initiate through the School that the epithet "change 
agent" is used. The School's responsibility is largely to promote changes in 
attitudes either to meet the demands of change or to counter the effects of 
change. The force which interact with change may be tradition, prejudice, 
community-directness, level of aspiration, entrenced practice-to cite a few. 
The outcomes of change for the individual must be an appreciation of the 
implications of change so that he may adjust to change, for the group an 
ability to absorb the impact of change without regression, and for the larger 
society, a continued productivity in terms of human and material resources 
through re-organisation. 

The school's role should therefore be defined for 

(a) the typical urban community 
(b) the typical rural community. 
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For the first of these, the school must counterchange by fostering the 
appreciation of 

(a) the importance of the individual in an organisational structure 
which threatens him with anonymity; 

(b) creative output in contrast to uniform production through the 
mechanistic process; 

( c) ego-other involvement during leisure 
( d) right and responsibility with respect to goals. 

For the typical rural community, the School 
(a) provides motivation for desirable change in order to quicken its 

pace; 
(b) helps to raise the level of aspiration; 
( c) interprets the goals of change through demonstration ; 
(d) helps to make the urban-rural relationship more balanced. 

Methods used by the School must take note of the status of the parti-
cular community in which it is sited. Content of curriculum and approach 
to certain disciplines must be more realistically considered in relation to 
environmental needs. The school administrative hierarchy should gain the co
operation of the community's power hierarchy. 

3. Conclusion 

The Malaysian School and the likely problems it will encounter as 
a change agent: 

(a) non-flexibility of curriculum content; 
(b) common examination as a goal unrelated to either immediate or 

long-term goals; 
(c) urban-rural dichotomy between teacher-preparation and teacher

vocation; 
( d) academic/linguistic/personality variables in teacher selection. 



APPENDIX 14 

SOME ASPECTS OF HEALTH EDUCATION IN SCHOOLS 

by 
Dr. Raja A. Noordin, 

Assistant Director of Medical Services (Health Education) 

1. What is health education 

Health education means many things to many people. Since in the 
earlier days, health education of the public was mainly done through mass 
media, many people still regard health education to mean health information 
and publicity. While health information and publicity may be one of the me
thods used in health education, it is certainly not the end-all of health educa
tion. Today, stress is being given to the end-result of health education-the 
development of desirable health knowledge, attitudes and practices. 

The Committee on Terminology in School Health Education (t) 

defined health education as "the process of providing learning experience for 
the purpose of influencing knowledge, attitudes and conduct relating to in
dividual and group health". Health instruction in the school falls under this 
definition. 

2. Need for health education in schools 

During the growing-up period children are subjected to three types of 
influence-the home, school and community. In the home the values children 
place on healthful living and the degree to which they carry out desirable 
health practices are determined by the influence of the parents and family. 
Between the fifth or sixth and early adulthood years, children spend a large 
part of more than half of the days of the year in a school environment. During 
these formative years of development the school shares with the home the 
influence which can mould the health habits of the pupils. In fact the school 
can play an important part in correcting bad habits developed at home and 
in developing sound health knowledge, attitudes and practices. 

During this formative period of their lives, the children, also begin 
to engage in community activites which have a bearing on health-such as 
Boys Scouts, Red Cross, recreational activities etc. Also community health 
services may be extended to the school. Here too the school can play an 

(1) Report of the Committee on Terminology in School Health Education. 
Journal of American Association for Health, Physical Education, and Recrea
tion 22:14, Sept. 1951. 
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active part in providing learning experience from community events and 
activities which can assist in the development of sound health habits. 

3. General principles of school health education 

Some of the main principles involved in school health education are:
(a) Health teaching should be based on the needs and interests of 

children and of their families and communities. 
(b) In health teaching full consideration should be given to the socio

cultural and economic factors which have a bearing on health 
behaviour. 

( c) Scientifically sound health facts should be used. 
(d) Pupils should, according to their maturity, be given opportunity 

to learn through participation. 
( e) Health teaching should be an integral part of the school curriculum 

and should be guided by sound principles of learning. 
(f) Health teaching should be an integral part of the total school

community health programme. 

4. School health education as an integral part of the total school 
curriculum. 

School health education can take place m the general curriculum 
through the following methods:-

(a) Systematic or planned health instruction. Here health education 
is part of the total curriculum as scheduled health courses, as 
health units incorporated in other parts of the curriculum such 
as physical education, home economics, etc. as well as planned 
practical activities integrated with other parts of the curriculum. 

(b) Informal learning experiences. These can be related to experience 
and activities such as epidemics, accidents, medical examinations, 
use of hand-washing facilities, school lunch programme etc. 

(c) Individual health counselling. There are special occasions when 
individual pupils may be given individual counselling related to 
specific problems. 

5. School Health education as an integral part of the total school, 
community health programme. 

The community can be a potential resource for providing learning 
experiences in health for the pupils. Ways in which school health education 
can be integrated with the total school-community health programme are:-
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(a) Field visits to study various community health services. 
(b) Bringing community activities into the school e.g. Red Cross, 

exhibitions, traffic games etc. 

( c) Getting the school ( and the pupils) to participate in special com
munity health projects e.g. Case finding in malaria eradication, 
sanitation campaign, home gardening etc. 

6. Responsibility for school health education 

There is no doubt that health instruction in the school is the responsi
bility of the trained classroom teacher, because teaching requires special 
skills, attitude and training which trained teachers are expected to have. 
However health teachers will need special training in health, and there are 
some aspects in which the education department may require the collabora
tion of the health department, such as in planning health curriculum contents, 
teaching aids and teacher training. At local level health workers can bring 
community health projects to the school, thus providing valuable learning 
experiences for the pupils. 

The parent-teacher association can plan a potentially important role 
by forging a link between the home and the school so that the school and 
the home influence can be co-ordinated and chanelled to assist in the develop
ment of sound health knowledge, attitudes and practices among the pupils. 

Finally the school health committee at local level, comprising represen
tatives of the school parents and community will be able to play an important 
part in lending community support to the overall school health programme so 
as to assist in the physical, mental and social development of the pupils. 
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APPENDIX 15 

DEVELOPING A HEALTH EDUCATION CURRICULUM 

IN SCHOOLS 

by 

Mr. S.V.J. Ponniah 

Director (Higher Education), Ministry of Education, 

Malaysia. 

1. Introduction 

Curriculum development is a co-operative and continuous process. 
Health education should develop around the needs of the individual and his 
group as he grows from childhood to maturity and around the problems of 
living created by his inter-action with his environment. Many of these needs 
and problems are common to the majority of boys and girls in that they evolve 
from the basic needs of a living organism in the Malaysian culture. As in 
the other areas of instruction, the organisation for the curriculum in health 
education is a part of the organisation for constant school-wide and system
wide planning. The outcomes sought are attitude and behaviour changes 
resulting in improved living for the individual as well as the improvement of 
society. It should be stressed that there can be no substitute for a planned, 
organised curriculum in health education providing for depth, breadth and 
continuity of experiences if the school is to fulfil its purpose of attaining self
realisation, improved human relationships, economic efficiency and civic 
competence. 

Health Education is concerned with the general problem of conserva
tion of human resources. It has long been recognised that good health is the 
principal source of individual happiness and national strength. The general 
objective of health education is to help boys and girls become increasingly 
capable of making intelligent decisions about their own health problems and 
those of the community. The present day health education is a far cry from 
the "Hygiene" of the past where the concepts were limited to the prevention 
of disease and infirmity. The objective now is to give meaningful health ex
periences to help children at their respective maturation levels to meet their 
needs, concerns and problems in their own environment, both as individuals 
and as members of a group. Such interests are developed around the interests 
and abilities of the learner. If carefully planned, these experiences enable 
children to maintain and protect their own health as well as the health of 
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those for whom they will be responsible, thus contributing to the civic res
ponsibilities related to health. Such experiences should also provide for an 
understanding of an insight into the health problems of a constantly 
expanding environment-home, school and community. Some of the expe
riences, of course, are individual ones and help a child to meet his special 
health problem; some are planned for small groups interested in a particular 
problem; others are for all boys and girls since certain health needs are 
common to all. 

2. Health Education Committees 

Two Health Education Committees were recently set up by the Minis
try of Education with a view to modifying the present Health Education Sylla
buses for Primary as well as Secondary Schools in line with modern concepts 
in Health Education. In order to promote effective teaching of Health Educa
tion in the schools, the present syllabuses have been modified to include 
modern concepts in Personal, Emotional and Social Health, and Community 
Health. Guide-notes for teachers incorporating not only health aspects but 
also teaching and learning experiences, information for teachers and resource 
materials have been prepared. In the modified versions of the Health Educa
tion Syllabuses, the content of health education includes all aspects of living, 
including an outline of the anatomy and physiology of the human body and 
the maintenance of personal health, emotional needs of the individual, 
maintenance of emotional and social health, personal health problems such 
as diseases, injuries, environmental hazards, school and community health 
problems such as safety, sanitation, air and water pollution, water purification, 
and the control of communicable diseases. 

In the modified syllabuses the above concepts are grouped into three 
major areas, namely, personal health, emotional and social health, and com
munity health, but all the three areas are closely inter-related. 1n· addition to 
providing learning experiences for the pupils, there is also provision for en
suring the child's maximum fitness through the detection and recording of 
early deviations from normal health, reference to the proper authorities for 
correction of remedial defects for rehabilitation, informing parents of the
health status of their children and the conducting of follow up care of child
ren who require special health supervision. 

The success of implementing the Health Education Curriculum in the 
schools depends to a large extent upon the teachers as well as the parents. 
Apart from understanding the concepts as laid down in the syllabuses, tea
chers should play an important part in the preservation and promotion of 
pupil health. They should participate helpfully in the school health services, 
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develop significant health instruction and help pupils to live healthfully. 
The teacher therefore has certain fundamental responsibilities which in
clude:-

(a) Responsibilities in the school health programme 

In addition to knowing what constitutes an adequate school program
me, the teacher is required to know the basic facts of health and safety, 
be familiar with a wide variety of teaching materials and methods, 
and be acquainted with appropriate types of health instruction for 
various age levels. 

(b) Responsibilities for pupil health 

In addition to observing pupils carefully and being informed of 
their health status, the teacher is required to understand what cons
titutes the school health services and the relationships of the various 
health specialists in school health work. The teacher should also have 
simple training in simple first-aid. 

( c) Responsibilities for maintaining a healthful school environ
ment 

The teacher is required to have a knowledge of the optimum 
standards of healthful living-what they are, where they may be found 
how they are applied in school and where to seek help in making 
environmental adjustments. 

( d) Responsibilities for teacher's own health 

In addition to teaching health education with interest and enthu
siasm, the teacher is required to maintain personal health standards 
and practices which will be an inspiration and guide to the pupils. 

3. The Role of Parents and Community 

Proper attitudes and habits, which will result in healthy living and 
high standards of personal hygiene, must be built up from an early age. 
It is the task of the school to inculcate such attitudes and habits, and in this 
respect, co-operation from the home and parents is essential. Otherwise 
children may have two standards- one for the home and the other for the 
school. Schools and parents therefore should function as a team for the 
successful implementation of the health education curriculum. Both are 
concerned with protecting and promoting the health of the children. Rather 
than relieving parents of their responsibilities, the curriculum is designed 
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to encourage parents to devote attention to child health, to acquaint them with 
health problems of which they are unaware and to encourage them to utilise 
the services of their medical, dental and community health agencies. 

As children enter school, their environment extends increasingly to 
include not only personal hygiene but also the wide relationship of com
munity living. Co-ordination among the school, the home and the com
munity is essential in helping to make desirable health behaviour as well as 
knowledge and appreciation of health which is a vital part of all school ex
periences. 
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APPENDIX 16 

A PROPOSED PILOT PROJECT TO CONTROL WORM INFESTATION 
IN RURAL SCHOOLS. 

by 

Dr. Raja A. Noordin. 
Assistant Director of Medical Services (Health Education) 

1. The Problem 

In 1964 over 113,000 cases of worm infestation were treated at hospi
tals, health centres and clinics in West Malaysia, of which over 70,000 (or 
62 %) were chiidren. These were mostly incidentally discovered cases, and 
probably represented only a small proportion of actual cases suffering from 
worms. 

No full-scale surveys have yet been done to determine the severity 
of the problem in rural areas. From the findings of the school worm surveys 
done in Province Wellesley (1) and in Kelantan, it can safely be said that at 
least 4,000,000 people living in the rural areas suffer from worms, and that 
at least 80 % of school children in rural areas have worm infestations, particu
larly involving hookworm and round worms. 

Worm infestations is the result of poor sanitation particularly lack of 
sanitary latrines and safe water supply and the habit of not wearing foot
wear. Worm treatment alone will not control worm infestation in school child
ren. It is also necessary to improve the sanitation not only of the school 
but also of the surrounding kampongs, and to encourage the habit of wearing 
shoes and other footwear. To enable this to be done close co-operation between 
the school, health department and the community is necessary. 

2. Objectives of the pilot project 

2.1 General Objective. To prepare for an expanded programme in 
controlling worm infestation among school children. 

2.2 Specific objectives 

(a) To provide worm treatment to school children. 
(b) To make school children, teachers, parents and the community 

aware of the relationship between wo.-m infestation and poor 
sanitation and the non -wearing of shoes. 

(1) Kim Do Jung et. al. Experiences with a school health project in rural schools 
in Province Wellesley. Working paper presented at School Health Seminar, 
Kuala Lumpur, K.K. 29640/(7 /) 28 March 1968. 
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(c) To stimulate community action to improve school and kampong 
sanitation and to treat worm infestation. 

( d) To develop good sanitary habits and the habit of wearing foot
wear among school children. 

(e) To develop and pre-test educational materials. 

3. Implementation 
The pilot project is being sponsored by the Joint School Health Com

mittee and will be conducted jointly by the Ministry of Health and the Mi
nistry of Education. It is planned that the project will be carried out in the 
same areas as the environmental health pilot project now in progress, so that 
resources of the sanitation project may also be utilised for the anti-worm 
campaign. 

4. Phases in campaign 
The project will be preceeded by a base-line stool and sanitation survey 

of the schools in the project area as well as by a sanitation survey of kampongs 
covered by the schools. This will be followed by an intensive educational 
campaign of school children, parents and the community by the health and 
education departments, with emphasis on efforts to organize the schools and 
community towards mutual co-operation and action to improve the sani
tation not only of the schools but also of the kampongs covered by them. 
Worm treatment will be given to the school children, efforts will be made to 
provide worm treatment to other children if feasible. R e-surveys will be 
carried out periodically to assess the effects of the campaign in terms of better 
sanitation and lower incidence of worm infestation. 

The phases in the campaign is summarised diagramatically as below:-

Educational 
campaign 

Baseline Survey 
(stool + sanitation) 

I I Worm treatment I 
I Re-Survey ·1 
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5. Getting community involvement 

The success of this project will depend on the degree of involvement 
and co-operation between the health and education officials, on the one hand, 
and the parents and community on the other. It also hinges on the degree of 
financial involvement in worm treatment, since it costs money to treat worm 
infestation. 

The Joint School Health Committee will have to be extended down to 
state, district and local levels. At district and local levels it is necessary to 
operate within the framework of Gerakan Maju, involving the District De
velopment Committee and Kampong Committees. At local level the Local 
School Health Committee should involve community participation by in
corporating representatives of the Kampong Committee, PT A, active local 
voluntary bodies as well as community and religious leaders. 

One role of the school in this pilot project may be to provide demon
stration to the community of sound sanitary practices which are adapted to 
local conditions and customs. The pupils as well as the PT A provide a poten
tial link between the school and the home so that the families of the pupils 
may identify the health practices (such as wearing of shoes etc.) as desirable 
practices in a progressive and forward-looking community. 

Likewise the community's role in this project may be to assist the 
school to improve its physical environment and sanitation facilities so that 
these will provide pupils with learning experiences for sound health habits. 
Also the community may assess its role in providing treatment of worm in
festation for children other than school children. 

6. Summary 

It is seen that the proposed pilot project to be conducted jointly by 
the Ministry of Health and the Ministry of Education to control worm in
festation in rural schools is an example of school-community co-operation 
for health. 
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APPENDIX 17 

Speech by Hon'ble Minister of Health at the official opening of the 

School Health Seminar held at Arts Concourse, University of 

Malaya on Thursday 4 April, 1968 9.00 a.m. 

1. It gives me great pleasure to be present this morning to say a few -words 
on behalf of the Ministry of Health, at the official opening of the School Heal
th Seminar. 

2. I am told that this Seminar is being held this week in order to coincide 
with the world-wide celebration for World Health Day and with the 20th 
Anniversary of the World Health Organisation, which falls on 7th April. 
The theme for this year's World Health Day is "Health in the World of 
Tomorrow". This theme is indeed an appropriate setting for this seminar, 
because as we look ahead at tomorrow's world we cannot but help thinking 
of today's children who will be the citizens of the future. 

3. As we are all aware, our population in Malaysia is a young one, with 
50% of our population below the age of 21. The majority of these young 
people are those of school going age. This is the period when, unlike adults 
who have already developed set attitudes and habits, our school children still 
have pliable minds which can be moulded, so that they learn to develop de
sirable attitudes and health habits. 

4. My Ministry has, like our colleagues from the Ministry of Education, 
felt for some time the need to coordinate our efforts, so that we can bring to 
bear whatever resources we have together with the resources of the com
munity to help improve the health of our school children. It is realised that 
the school children especially those in the rural areas are beset by many health 
problems such as malaria, malnutrition, water-borne diseases and worms. 
For example it is estimated that at leat 80% of the school children in rural 
areas suffer from worms. It is obvious that a combination of these factors 
will impede the capacity of our children to study. These diseases cannot be 
controlled by treatment alone, but need special campaigns to tackle them. 
Thus we have embarked on an eleven year malaria eradication campaign. 
costing $85 million which is at the moment starting in Perlis and parts of 
Kedah and Penang. We have already launched a pilot project in eleven states 
to improve environmental sanitation. Plans for an applied nutrition pilot 
project involving the co-ordinated efforts of various ministries including edu-
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cation, are in an advanced stage. We hope to launch together with our educa
tion colleagues a pilot project to control worm infestation in rural schools. 
In these pilot projects we hope to gain experience which will form the basis 
of nation-wide mass campaign later on. In these campaigns the full participa
tion of the people is necessary to eradicate malaria, improve sanitation and 
produce and eat more nutritious food. But one of the ways to get better parti
cipation of the people can be through the schools, which can reach parents 
through their children. My ministry therefore feels that close collaboration 
between the health and education workers is very necessary, not only to 
improve the health of the school children, but also to reach the people through 
their children at school. 

5. A first step in this collaboration is the setting up of the Joint School 
Health Committee in March last year, composed of members of both Minis
try of Health and Ministry of Education. The Joint School Health Committee 
has prepared a blue print for a co-ordinated and integrated School Health 
Programme. I am informed that this Seminar, organised by the Joint Com
mittee and attended not only by education and health representatives but 
also by other interested parties, will deliberate on the problem of how best 
to implement the School Health Programme based on available resources. 
I feel sure that the findings of this Seminar will be very useful to both minis
tries in planning the implementation of the School Health Programme. 

6. I feel that this 20th Anniversary Year of WHO is an important land
mark, in that it will usher an era of close collaboration between my ministry 
and the Ministry of Education. I trust that this Seminar will be followed by 
other Seminars and conferences, and by joint projects which will aim at im
proving the health of our school children. 

7. With this, I now have pleasure in calling upon my colleague the 
Minister of Education to officially declare open the School Health Seminar. 
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APPENDIX 18 

Uchapan Y.B. Enche Mohd. Khir Johari, 

Menteri Pelajaran pada Majlis Pembukaan 

Seminar Kesihatan Sekolah di-Dewan Sastera, 

Universiti Malaya pada 4hb. April, 1968 jam 9.oo;pagi. 

Tuan Pengerusi, Tuan2 dan Puan2: 

Saya amat gembira mendapat peluang ini untok beruchap kapada tuan2 
sakalian di-dalam Majlis Pembukaan Seminar yang akan berlangsong sa-lama 
tiga hari ini. Tajok Seminar ini, Kesihatan Sekolah, ada-lah satu tajok yang 
mengenai kita semua. Khusus-nya bagi Kementerian Kesihatan dan Kemen
terian Pelajaran, tajok ini ada-lah merupakan satu aspek yang amat penting 
di-dalam urusan mereka. Akan tetapi perkara Kesihatan Sekolah ini ada-lah 
satu perkara yang meliputi berbagai2 segi dan memerlukan tenaga2 bersama 
dari lain2 pertubohan, pertubohan2 dermawan, dan tidak ketinggalan juga 
pertubohan2 antarabangsa. Kesihatan Sekolah ada-lah satu aspek yang me
libatkan ranchangan jangka panj:mg dan sudah pada tempat-nya seminar ini 
di-adakan pada masa ini. 

Suka-lah saya menyatakan di-sini bahawa perkara Kesihatan Sekolah 
ini ada-lah satu perkara yang sangat saya pentingkan. Kementerian Pelajaran 
berpendapat ada-lah perlu di-adakan pelajaran yang boleh menjadikan mu
rid2, guru2 dan ibu-bapa insaf bahawa Pelajaran Kesihatan itu bukan samata2 
satu mata-pelajaran akademi, akan tetapi ia ada-lah mustahak di-dalam alam 
sa-keliling sekolah, rumah, dan yang arnat penting sa-kali, kapada diri sa
saorang itu. 

Menurut ta'rifan Pertubohan Kesihatan Sa-Dunia, Kesihatan ada-lah 
"satu keadaan baik dari segi jasmani, aka! dan kemasharakatan, dan bukan 
sa-mata2 bebas dari penyakit atau kelemahan". Jika kita mengikut ta'rifan 
kesihatan ini jelas-lah bahawa kita mempunyai chukup bidang untok mem
perbaiki lagi keadaan baik murid2 sekolah kita. Kementerian Pelajaran sangat 
sedar tentang keperluan bagi kesihatan dan telah melaksanakan beberapa 
dasar serta amalan untok memudahkan peroses memperbaiki lagi kesihatan 
murid2 sekolah. 

Dengan panjang lebar, kesihatan sekolah boleh di-majukan hingga ka
satu peringkat yang tertentu dengan chara memberi murid2 segala bantuan 
dan nasihat pada tiap2 peringkat penyuboran-nya. Dari segi ini bimbingan 
ada-lah memainkan satu peranan yang amat penting. Oleh itu perkhidmatan 
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bimbingan yang di-adakan di-sekolah2 rendah dan menengah ada-lah ber
tujuan untok menolong murid2 di-dalam pelajaran, pergaulan kemasharakat
an, serta penyuboran lateh-kerja. Boleh-lah di-lihat bahawa tujuan bimbingan 
itu pada sa-bahagian-nya ada-lah bersesuaian dengan Ranchangan Kesihatan 
Sekolah. Oleh ha! yang demikian, satu ranchangan bimbingan yang berkesan 
ada-lah satu chara yang boleh menjayakan ranchangan Kesihatan Sekolah. 

Suka saya menyatakan lagi bahawa Kementerian saya memang sedar 
akan kesulitan2 yang di-hadapi oleh separoh murid2 sekolah kita. Jelas-lah 
bahawa bagi separoh murid2 itu kemiskinan, kekurangan kemudahan2 di
rumah, dan mas'alah2 rasa hati yang terbit daripada kedua2 perkara itu, 
mendapati susah untok mengikuti pelajaran di-sekolah. So'al yang timbul 
di-dalam fikiran pakar2 pendidekan ada-lah ini: Sa-takat mana-kah kemiskin
an di-kalangan murid2 sekolah dan sa-takat mana-kah kemiskinan itu boleh 
menggangu pelajaran mereka? Kementerian Pelajaran telah menjalankan satu 
siasatan yang bertujuan untok menentukan ada-kah hubongan penting di
antara makanan dan penchapaian akademi. Siasatan itu telah di-jalankan 
dengan chara menghantarkan so'alan selidek kapada separoh murid2 sekolah. 
Pada masa ini, ma'lumat yang telah di-terima itu sedang di-peroseskan. 
Apabila siap kelak, siasatan ini boleh memberi keputusan tentang hubongan 
di-antara kesihatan dan pelakun di-dalam lapangan pelajaran akademi. 

Di-dalam pengupasan mu'tamad nanti, hanya penyelidekan yang di
adakan dengan teliti sahaja boleh menunjokkan keadaan kesihatan murid2 
sekolah yang sa-benar-nya. Keputusan dari penyelidekan saperti itu boleh 
mengadakan dasar2 yang berguna bagi pelaksanaan untok masa hadapan. 

Sunggoh pun mas'alah2 kesihatan itu boleh di-ketahui, namun bagitu 
bukan-lah berma'ana semua mas'alah2 itu boleh di-selesaikan. Bagaimana 
yang telah saya sebutkan tadi, mas'alah2 kesihatan perlu di-ketahui, tindakan 
perlu di-ranchangkan dan kemudian (mungkin yang penting sa-kali) hubongan 
rapat dengan pertubohan perlu di-adakan supaya mas'alah2 kesihatan seko
lah ini boleh di-selesaikan bersama. Masa Ranchangan Kesihatan sekolah 
hendak-lah mengandongi dua segi. Yang pertama patut di-adakan unsor 
menyangka dan mengambil langkah2 menjauhkan keudzoran. Yang kedua 
langkah2 positib perlu-lah di-ambil untok menyedarkan murid2 tentang ta
bi'at2 yang patut di-ikuti, anggapan2 yang betul serta nilaian2 yang sesuai
Jika sa-kna-nya "otak yang sihat di-dalam badan yang sihat" hendak di-cha
pai maka ranchangan kesihatan sekolah yang "rialistik" sangat-lah perlu di
adakan. 

Tugas yang tuan2 dan puan2 akan jalankan di-dalam seminar ini ia-lah 
untok menyusun Ranchangan Kesihatan Sekolah dan tidak shak lagi kepu
tusan2 dari perbinchangan tuan2 dan puan2 kelak sangat-lah penting. Usaha 
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bersama di-antara Kementerian Kesihatan dan Kementerian Pelajaran boleh 
mendatangkan faedah bersama kapada kedua2 Kementerian ini. Boleh-lah 
di-jangka ia-itu jika satu ranchangan Kesihatan Sekolah di-lancharkan ber
ma'ana-lah bahawa pada tahun2 yang akan datang ini kita akan menpunyai 
satu warga negara yang lebeh kuat, baik dari segi jasmani mahu pun aka!, 
dan lebeh gembira di-dalam penghidupan mereka sa-hari2. Satu ranchangan 
kesihatan sekolah walau pun tidak dapat menyelesaikan semua mas'alah2-
nya boleh-lah menubohkan asas bagi mengadakan satu warga negara yang 
lebeh mengambil berat tentang kesihatan. Jika, melalui perbinchangan2-nya, 
Seminar ini boleh menyedarkan murid2, guru2 dan ibu bapa supaya lebeh 
mengambil berat tentang kesihatan, maka Seminar ini akan berjaya. 

Akhir sa-kali suka-lah saya menyat:ikan betapa gembira-nya saya me
mandangkan bagitu ramai pertubohan2 yang mengambil bahagian di-dalam 
Seminar ini. Gembira juga kita memerhatikan bahawa sa-lain daripada Ke
menterian Kesihatan dan Kementerian Pelajaran, Perkhidmatan Kebajikan 
Masharakat, Pembangunan Luar Bandar, dan Peranchang Keluarga ada-lah 
juga menghantarkan wakil2 mereka sa-bagai pemerhati. Juga kita berasa gem
bira melihatkan bahawa pertubohan2 sukarela serta pertubohan2 antarabang
sa juga ada wakil2 mereka di-dalam seminar ini. Penyertaan serta pengum
pulan tenaga2 dan perkhidmatan pakar2 dari semua pertubohan2 ini ada-lah 
di-harapkan dapat menubohkan satu Ranchangan Kesihatan Sekolah yang 
benar2 berkesan. Suka saya mengambil peluang ini untok menguchapkan 
selamat berjaya di-dalam perbinchangan2 tuan2 dan puan2 dan saya yakin 
tuan2 dan puan2 akan dapat menchapai satu chara yang peraktik melaksana
kan ranchangan kesihatan sekolah ini. 
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APPENDIX 19 

Speech by Seminar Organizer at the closing 
of School Health Seminar on 6 April 1968 

Mr. Chairman, 
The Hon'ble Minister of Health 
Seminar participants & observers 
Ladies & gentlemen. 

1. Last year in March the Joint School Health Committee was formed by 
the Ministry of Health and Ministry of Education, following a need for closer 
co-ordination between the two Ministries, not only to improve the · health 
of school children, but also to instill in them desirable health knowledge 
attitudes and habits as citizens of the future. 

2. The Committee formed a Sub-Committee on School Health Program
me under the Chairmanship of Mr. S.V.J. Ponniah. Last December this Sub
Committee submitted a blue-print for a co-ordinated School Health Program
me embracing four aspects, - school health services, healthful school envi
ronment, school health education and school-community co-operation for 
health. 

This blue-print was approved by the Joint Committee. The Seminar 
which ends today is the first step in implementing the School Health Pro
gramme, where senior health and education officials as well as others involved 
in school health work have had a chance to exchange views and experience 
and to think in terms of priority in implementation, based on available re
sources. 

3. These last 3 days have seen a high level of discussion and participation 
not only at plenary but also at workshop sessions. I think we all should con
gratulate ourselves on this high level of discussion and participation. I think 
this has been in no small measure due to the high standard of working papers 
submitted-14 in all. I would like to take this opportunity to congratulate the 
various speakers and to thank them for their contribution to the Seminar. 

4. I think out of these discussions a number of things have become clear:

( a) There is a recognized need for teacher training both at basic and 
in-service training, at all levels, to prepare them for their new role 
in the School Health Programme. 

(b) A need is felt for better co-ordination between the two minis-
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tries-not only in the form of joint committees at all levels, but 
also in the form of assigning specially trained personnel, if possi
ble, to supervise and co-ordinate our efforts. 

(c) There is a recognition that we are dealing not only with physical 
environment, but also with social and emotional atmosphere 
in the school-in order to see our children develop physically, 
socially and emotionally at school. 

( d) The role of parent-teacher associations is now more clearly de~ 
fined, to serve a link between the 'home and the school. 

( e) There is also a growing awareness of the special role of the school, 
in community health development, not merely a role of getting 
the pupils to pass examinations. 

5. The planning of this seminar took less than 6 weeks, but we have been 
able to do it through the formation of 2 committees- the technical and the 
working committees. l would like to pay a tribute to all members of these 
Committees as well as other helpers for the hard work put up in preparing 
for the Seminar. I would like to single out- Mr. Tan Seng Chye and Miss 
Chiew Peck Lin who have been responsible for the efficient working arrange
ments for the Seminar. 

6. The secretariat has played a magnificient part, under Mr. Eddy 
Chung and Enche Zainuddin, to get all documents ready for the Seminar. 
I would like to take this opportunity to thank all members of the Secretariat 
for their hard and efficient work. 

7. 1 would like to make a special mention of Md. Yunus bin Abu and his 
assistants for the initial work in preparing the bulk of documents 2 weeks 
prior to the Seminar. 

8. The staff of the Public Health Institute too deserve special mention 
for their hard work in assisting in the Seminar. 

9. Finally I would like to acknowledge the assistance of the following for 
making the Seminar successful :-

-Asia Foundatic;n for a donation of $1,500/-. 
- Rothmans for ash-trays. 
- Nestle's for refreshments. 
- University of Malaya, authorities and staff especially the Vice 

Chancellor, Dean of Arts, Dean Faculty of Education, Registrar, 
Public Relations Officer, Engineer, Security Officer and others, 
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for providing us with all facilities to hold the Seminar at the U niver
sity of Malaya. 

-The Traffic Chief Kuala Lumpur for traffic arrangements. 

10. I would also like to thank all others not mentioned who have contri
buted to make this Seminar a success. 

It is a privilege for me to be the Seminar Organizer. I hope that this 
Seminar will usher in a period of close and fruitful relationship between the 
Ministry of Health and the Ministry of Education. Thank you. 

118 



Chairman, 

APPENDIX 20 

Speech by Hon'ble Minister of Health 
at the closing of the School Health Seminar 

sponsored by the Ministry of Health, Ministry 
of Education, at Faculty of Arts, 

University of Malaya on Saturday 6th. April, 1968 

Seminar Organizer, 
Ladies & Gentlemen. 

1. It is indeed a great pleasure for me to be here this morning to close the 
School Health Seminar which has been jointly sponsored by the Ministry 
of Health and the Ministry of Education. 

2. This Seminar has gone on for 2½ days. I have been told that 14 Work
ing Papers were read which stimulated a lot of discussion. Also I have been 
told that the 6 working groups which met in the last 2 afternoons also had 
good discussions. I am really very pleased to hear this. This is the first time 
that senior officials of both Min: ~tries both at federal and state levels as well 
as senior officials of health and teacher training institutic•.!S, have met together 
on a seminar like this, together with observers from various local and inter
national organisations. Coming from different backgroLnds and varied ex
periences, you must have had very interesting exchanges of views and expe
riences. Although my colleague the Minister of Education is not here today, 
I know that, like myself, he is also waiting to see the report of this Seminar 
as early as possible which I am sure will help both our Ministries to plan 
joint projects together to implement the School Health Programme. 

3. It goes without saying that my Ministry is very keen to improve the 
health of children of school-going age, who form almost half the total popula
tion of this country. Our experiences in community health projects have 
shown us that while it is possible to get some participation from adults to 
improve their own health and sanitary conditions, it is to the children who 
are the citizen of the future, that we must look to effect permanent changes 
in the health of the future generation. However it has to be realized that my 
ministry officials cannot improve the health of the school children alone. 
Full collaboration is necessary with our education colleagues to improve the 
health of the school children. I think teachers have a great potential for effec
tive work not only in improving the health of the school children but also of 
the community at large. This is because, of the various categories of exten-
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sion workers, I would say that teachers have the greatest number on the 
ground. In addition teachers can work closely with the community through 
the pupils and their parents. 

4. As you are aware our government fully realizes that all our efforts to 
provide services to the pupil will not be fully effective unless we have the 
full support and active participation of the people. I am sure that both health 
workers and teachers can work together through the school to get this done. 
A number of community projects are now in the planning stage, where the 
school can definitely play an important part to get better community participa
tion. For example in the proposed applied nutrition pilot project, the school 
may, by demonstration of growing nutritious food plants and by having a 
school nursery, spark off action by the people to have their own home gar
dens. In the proposed pilot project to control worm infestation in rural 
schools, the schools, through the pupils and the parent-teacher association 
as well as through the School Health Committees, may be able to get more 
community support to improve sanitation at home. 

5. Talking of the implementation of the School Health Programme and 
the looking at the resources that both the Ministries of Health and Education 
have, I realize that we don't have full resources at the moment. However this 
should not mean that both Ministries cannot launch the School Health Pro
gramme at all. I understand that the Seminar has discussed certain priority 
areas in the implementation of the School Health Programme, and I think 
we may be able to implement our School Health Programme according to a 
list of priorities, based on existing resources. As our resources grow we will 
then be able to improve the standard and scope of the services that we offer 
to the school children. 

6. I would like to take this opportunity to congratulate the Joint School 
Health Committee, and particularly the Seminar Committee, for the very 
fine job done in organizing this Seminar. I hope there will be more meetings 
of this nature in future, not only at federal level but also at state and district 
levels, so that the concepts that we are propagating will seep down to the 
grass root level of our health and education personnel. I also hope that this 
Seminar will be followed by actual joint projects and demonstrations, so 
that we will gain more experience as we go on with our School Health Pro
gramme. 

7. With this I have pleasure in declaring this School Health Seminar 
officially closed. Thank you. 
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APPENDIX 21 

FINAL LIST OF PARTICIPANTS 

I. Ministry of Health 

1. Dr. S. Appudurai, ADMS (Communicable Disease Control) 
2. Dr. Ibrahim b. Mohd. Yassin, ADMS (Dental) 
3. Dr. (Miss) Saraswathy, ADMS (Maternal & Child Health) 
4. Dr. Raja Ahmad Noordin, ADMS (Health Education), Director 

Public Health Institute. 
5. Che Rosina binti Haji Karim, Asst. Principal Matron. 
6. Dr. (Mrs) Dora Tan, Institute of Medical Research. 
7. Enche Ng Teck Meng, National Tuberculosis Centre. 
8. Dr. (Miss) Lilian Lim Kin Lan, National Tuberculosis Centre. 
9. Dr. Chellie Sundram, Principal Dental Nurses Training School. 

10. Dr. P.L.F. de Livera, MOH Public Health Institute. 
11. Dr. Chong Chee Tsun, MOH, Public Health Institute. 
12. Dr. Siti Hasmah binti Mohd, Ali, MOH Rural Health Training 

Centre, Kedah 
13. Dr. J. Verghese, MOH Rural Health Training Centre, Rembau, 

N.S. . 

14. Dr. Ahmad Shah, MO i/c Perlis. 
15. Dr. K.L. Verghese, CM & HO Kedah. 
16. Dr Tow Siang Yeow, Senior MOH Perak. 
17. Dr. Lim Do Jung, M & HO Kubang Semang, Penang. 
18. Dr. Abdul Khalid Sahan, Senior MOH Selangor- Rapporteur 

General 
19. Dr. A.S. Sandhu, CM & HO Negeri Sembilan. 
20. Dr. M.L. Gupta, CM & HO Pahang. 
21. Dr. Abdul Talib bin Latiff, Senior MOH Pahang. 
22. Dr. SJ{. Biswas, CM & HO Kelantan. 
23. Dr. S.K. Mukherjee, CM & HO Trengganu . 
24. Dr. E.J. Jesudason, CM & HO Johore. 
25. Dr. Kong King Chong, Dental Officer Perlis. 
26. Dr. S.R. Samuel, PDO Kedah. 
27. Dr. N. Subramaniam, PDO Perak. 
28. Dr. Hussein b. Ahmad, PDO Penang. 
29. Dr. Mohd. Yunus bin Mohamed, Asst. PDO Penang. 
30. Dr. Haji Nuruddin, PDO Selangor. 
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31. Dr. Tai Yen Hooi 
32. Dr. Stanley Keong Hean Phek, PDO Pahang. 
33. Dr. A.C. George, PDO Kelantan. 
34. Dr. Hu Wei Hsien, PDO Trengganu. 
35. Dr. Aziz Durairatnam, PDO Malacca. 
36. Dr. Tan Miang How, PDO Johore. 

II Ministry of Education 

1. Tuan Haji Hamdan bin Sheikh Tahir, Chief Education Adviser. 
2. Tuan Haji Mohd. Salleh bin Ahmad, Ag. Chief Federal Inspector. 
3. Enche Yap Hong Kuan, Ag. Director of Schools. 
4. Che C. White, Chief Supervisor (Special Schools). 
5. Enche Chang Min Kee, Director, Teacher Training. 
6. Enche S.V.J. Ponniah, Director, Higher Education. 
7. Enche Ariffin bin Mohd. Nam, CEO, Perlis. 
8. Enche S.K. Nayagam, CEO, Kedah. 
9. Enche Tan Teik Beng, CEO, Pulau Pinang. 

10. Dato' Idris bin Babjee, CEO Perak. 
11. Enche Ong Poh Kee, CEO Negeri Sembilan. 
12. Enche Khoo Eng Choon, CEO, Malacca. 
13. Enche R. Vivekananda, CEO, Selangor. 
14. Enche K.G. Yogam, CEO, Johore. 
15. Enche D.S. David. 
16. Enche Cheah Tat Huat, CEO, Kelantan. 
17. Enche Saw Chee Leng, CEO Terengganu. 
18. Enche Kum Boo, Director Education Sarawak. 
19. Enche J.E.B. Ambrose, Director Education Sabah. 
20. Enche Chye Kooi Ngan, Principal Malayan Teachers' College, 

Penang. 
21. Enche Abdullah Sultan, Principal, Language Institute, K.L. 
22. Enche Ong Teng Keong, Principal Malayan Teachers' College, 

K.L. 
23. Tuan Syed Jamal, Principal Specialist Teachers' Training Insti-

tute, Kuala Lumpur. 
24. Enche Chin Ping Seng, Principal Technical Teachers' Training 

College, Kuala Lumpur. 
25. Enche V. Somasundram, Principal Malayan Teachers' College, 

Johore Baharu. 
26. Enche Mohd. Zain bin Abdul Rashid, Principal of Sultan Idris 

Training College, Tanjong Malim, Perak. 
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27. Enche Ee Tiang Hong, Principal of Teachers' College Kota Bharu 
Kelantan. 

28. Che E.M. Perera, Principal of Malay Women Training College 
Melaka. 

29. Enche P. Navaratnarajah, Education Planning & Research Officer. 
30. Enche Abdul Aziz bin H. Omar, Senior Lecturer, Malayan Tea-

chers' Training College, Pulau Pinang. 
31. Enche Rahmat Hussein, Senior Lecturer, Language Institute, KL. 
32. Enche Teoh Teik Lee, Senior Lecturer, Specialist Institute, K.L. 
33 . Inche Wong Choon Sing, Senior Lecturer, Language Institute. 
34. Enche Lim Hock Han, Senior Lecturer, M.T.C. K.L. 
35. Enche John G. Variyan, Lecturer, Technical Teachers' Training 

College, Kuala Lumpur. 
36. Enche Khong Sze Chun, Principal, D.T.C. Kuala Lumpur. 
37. Enche George Komatt, Lecturer i/c P.E., D.T.C. Kuala Lumpur. 
38. Enche S. Ramayah, D.T.C. Kuala Lumpur. 
39. Enche Ong Kong Gee, Federal Inspectorate. 

III Malayan Medical Association 
1. Dr. N.N. Ling 

IV Malayan Dental Association 
1. Dr. G.F. de Silva 

(Total= 77 participants) 

FINAL LIST OF OBSERVERS 

1. Y.M. Raja Teh Zaitun, Ministry of Welfare, K.Lumpur. 
2. Enche Hussain bin Hasssn, Kementerian Pem. Negara & Luar 

Bandar, K.Lumpur. 
3. Dr. M. Subbiah, Family Planning Board. 
4. Dr. Nor Laily, Family Planning Board. 
5. Dr. Chong Weng Hoon, Dental Officer of Health, Selangor. 
6. Mrs. G.M. Paranjothy, Public Health Institute, K. Lumpur. 
7. Dr. Soong Foong San, Faculty of Medicine. 
8. Dr. (Mrs.) Chen Siew Tin, Faculty of Medicine. 
't. Che Sukatiah Tamrin, Malaysian Red Cross. 
10. Enche Mohd. Noor bin Mat, Malaysian Red Cross. 
11. Enche Fuad bin Ariffin, Malaysian Red Cross. 
12. Che Winnie Ng Swee Wan, Central Welfare Council Malaya. 
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13. Toh Puan Sambanthan, Women Institute, P.Jaya. 

14. Mrs. Daisy Lee, MAPTB. 
15. Puan H.L. Lee, Malayan Association for the Blind. 
16. Dr. T.T. Choon, Malaysian Dental Association. 
17. Mrs. E. Joseph Judd, American Peace Corps. 
18. Mr. Ralph E; Harris Jr. Asia Foundation. 
19. Mr. D.G. Atwood, Director, Care Medico. 
20. Mrs. Mona F. Sedkey, Secretary, Fulbright Commission. 

21. Dr. L.W. Woobury, WHO 
22. Enche J. Woodhull, Lecturer, M.T.C., K.Lumpur. 
23. Dr. B.J. Dalal. 
24. Enche Y.C. Strachan, 
25. Enche Abbas Rashid. 

(total=25 observers) 

Participants = 77 
Observers = 25 

Grand Total = 102 

MEMBERS OF SEMINAR SUB-COMMITTEE OF JOINT SCHOOL 
HEALTH COMMITTEE 

1. Dr. Raja A Noordin, Ministry of Health (Chairman) 
2. Dr., Abdul Khalid Sahan, Ministry of Health. 
3. Dr. (Miss) B. Saraswathy, Ministry of Health. 
4. Dr. Ibrahim bin Abdul Yassin, Ministry of Health. 
5. Dr. Pius Martin, Malayan Medical Association. 
6. Miss Chiew Pek Lin, Ministry of Education 
7. Mr. Yap Hong Kuan, Ministry of Education 
8. Mr. Eddy Chung, Ministry of Education. 

Technical Committee 
1. Dr. Raja A. Noordin (Chairman) 
2. Mr. Yap Hohg Kuan. 
3. Dr. Abdul Khalid Sahan. 
4. Dr. Ibrahim bin Abdul Yassin 
5. Che Lily Majeed 
6. Mr. M. Thilagaretnam 

Working Committee 
1. Mr Tan S~ng Chye (Chairman) 
2. Miss Chiew Pek Lin 
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3. Dr. P.L.F. de Livera. 
4. Dr. (Miss) B. Saraswathy. 
5. Mr. Eddy Chung. 
6. Enche Rahmat Hussein 
7. Miss Marian Choong 
8. Enche Kaus (Public Relation Officer) 

Members of Secretariat 
Rapporteurs 

Dr. Abdul Khalid Sahan, Rapporteur General. 
Dr. Chong Chee Tsun, Secretary. 
Enche T. Oommen, Secretary. 

Administration 

Enche Eddy Chung, Officer-in-charge. 
Enche Zainuddin Abdul Bahari, Assistant 

Stenographers 

Typists 

Che Annie Ng. 
Enche P.R. Nair. 

Che Azizah Abdul Wahab 
Che Zahara Bibi Y acob 

Clerical Staff 

Enche Mohd. Yunus Abu. 
Enche Yahaya Mohd. Salleh. 

Office Boys 

Enche Hashim Abdullah 
Enche Abdul Mahat Wahab. 

Van Drivers 

Note:-

Enche Zainal Harun 
Enche Venketasan 
Enche P. Muniandy. 

The order in . which the name:, appear in the list of participants does not ne
cessarily reflect the order of seniority. 
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