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Negotiated solutions main key to successful 

behaviour change of informal providers
Ane Haaland
Abstract
Training of informal providers in “rational” drug use is gaining popularity as a potentially effective method of effective treatment of diseases in the community. Results from a pilot research project in Kilifi, Kenya, is used to demonstrate how an effective intervention can be planned and implemented. The approach is used to question the “traditional” attitude to skills training, and illustrate how training of informal providers from the private sector needs to be dealt with through respectful negotiation based on an attitude of give and take.

The author highlights attitude as a key issue through the research and implementation stages, and shows how a number of key elements need to be paid attention to. For the formative research process these are: 

1. Defining the problem and its reasons from the perspective of central actors; 

2. Selecting the most effective channel of communication; 

3. Developing solutions with the providers based on  internal reasoning for change; and 

4. Developing contents and form of the training programme through negotiation.  

For the implementation phase, central elements are: 

5. Use of participatory training methods; 

6. Learning communication skills, and 

7. Piloting and revising training methods and contents.

Background
In a pilot intervention research project through KEMRI in Kilifi, Kenya, rural shopkeepers increased the practice of giving correct advice on treatment on childhood malaria from 2% to 98% after five days’ training and subsequent monitoring over a period of one year. Mothers followed the advice: While less than 4% gave the children an adequate course of chloroquine before the shopkeepers were trained, an impressive 75% did so a year after the training (for complete results and discussion of the Kilifi project, please refer to V. Marsh’s paper in this volume).

The dramatic results need to be contextualized and be viewed with caution:  The data are from a small pilot project, and collected while shopkeepers were being observed by research assistants. Thus, they demonstrate what the shopkeepers are able to do, rather than what they will necessarily do in practice on their own.  The same is true for the mothers. However, even with this caution, the results are highly interesting, and demonstrate that the shopkeepers are a potentially very powerful channel for influencing mothers to treat their children’s malaria more effectively. The present research project in Kilifi, where regular MOH personnel and community volunteers are being trained to teach and monitor the shopkeepers, will demonstrate more realistically just how great the potential really is.

As most malaria cases in Africa are treated at home with drugs bought from the local shop or community pharmacy, training shopkeepers to give correct advice has thus an enormous potential for improving people’s health. The research in Kilifi (Marsh, 1998) and in Uganda (Odoi Adome, Whyte and Hardon 1996) show similar trends in terms of underdosing chloroquine for malaria treatment: Less than 10% give a correct dose of the drug to fever patients. 

Training of shopkeepers or informal providers is gaining popularity in several countries, as ministries of health realise that people go to local shops rather than health clinics for treatment for their most common illnesses, and that this is not likely to change. Governments slowly realise that their rules and regulations trying to regulate the drug trade are not working:   Drugs meant for hospitals only find their way to unlicensed providers, and this is also not likely to change unless some of the reasons for this practice are addressed. 

Thus, there is a need to look critically at the needs of the community for access to self treatment and the current regulations governing these to identify where changes would be safe, acceptable to the major stakeholders, and enforceable (e.g. by allowing second line malaria drugs and co-trimoxazole for pneumonia to be sold in drug shops where providers have been trained). Some progressive medical decision-makers are in the process of doing so, and may be gradually willing to loosen the tight control the medical profession has kept over drugs, and initiate rules which would to a larger extent meet the needs of the communities, and also reduce the siphoning off of drugs meant for government clinics into the open market. Informal providers perform a very useful role in community health care - a role which could be further enhanced with training. Results like those from Kilifi are likely to further encourage decision makers to support such training.

However, training of community providers is likely to fail if Ministries of health approach this task as they have approached the training of health workers: Top-down, with the contents being decided by medical professionals who have observed (or been informed about) the lack of skills among the health workers in e.g. ensuring quality of care. A closer look at and analysis of the different factors which resulted in the positive change in practice among the Kilifi shopkeepers might provide the beginning of a model for training of community providers, keeping in mind that the results need to be substantiated through the larger ongoing trial. Examples from the Uganda Community Drug Use Project  will also be used, as indications of a trend only, since this research is not yet concluded.

Attitudes: A key issue
The process of defining problems and solutions, and implementing the solutions, is dependent on an attitude of respect and trust between researchers and providers (and other community members involved). Such respect is essential when aiming at training which is to result in behaviour change, as explained in several behaviour change models (1-8). 

In PRA, personal attitudes and behaviour is now seen as a main issue influencing research and training. Robert Chambers, in his foreword to “ABC of PRA” (ABC referring to Attitude Behaviour Change), argues that “personal behaviour and attitudes are fundamental for true participation”. It is our attitudes - the professionals - which have to change: “This critical finding, and its implications, are still only recognised, let alone acted on, by a minority of development professionals. Most donor agencies, Governments, universities, training institutes, and NGOs continue to promote and practice business-as-usual with top-down blueprints, packages, targets and teaching. Only the language has changed. Many adopt the new rhetoric of participation; few change what they do. At the same time, on a vast and increasing scale, donors and Governments demand and require participation and that PRA be used, more and more universities and training institutes seek to teach PRA in the classroom; many NGOs assume that NGO status alone enables them to be good PRA practitioners; and consultants coopt the label without the substance or the spirit. The result is abuse and malpractice on a massive scale.” (11)

In this paper, I will illustrate how building trust and respect is essential throughout a participatory research process. The important elements of the research and the implementation are described, and I argue that these are essential elements for potential success when developing and implementing a training programme for  shopkeepers:

A. RESEARCH:
1. 
Defining the problem, using formative research with qualitative/participatory methods (preferably Action Research): Present perceptions about and patterns of treatment of childhood malaria among community members and shopkeepers. 

2. 
Selecting the most effective  channel of communication: Shopkeepers’ credibility with mothers was assessed, and also mothers’ interest in learning about malaria treatment from the shopkeepers. Shopkeepers’ position as business people was taken as the point of departure.

3.
Developing solutions with the providers based on internal reasoning for change 
4. 
Developing contents and form of the training programme through negotiation: Building credibility through a process of give and take, based on respecting each other

 B. IMPLEMENTATION

5. 
Use of participatory training methods in a two step programme (3 + 2 days), systematically followed up by a monitoring team visiting each shopkeeper

6. 
Learning communication skills: listening, asking questions and giving clear advice

7. 
Piloting and revising  training methods and contents

1. Defining the problem
The main task of the formative research is to define the problem as well as the perceived reasons for it, from the point of view of the different actors in the project. This is the basis for later finding practical solutions to the problem together with the people who are going to implement the solutions. Such a process requires openness and a non-judgmental attitude from the researchers.

A behaviour which changes on the surface, but where the underlying reasons and attitudes behind the behaviour are not addressed, may soon go back to the previous behaviour. For example, if a shop keeper was told he should sell a full course of chloroquine to his customers, because it gives him better income, he might try this new behaviour. However, if he did not understand well the reason behind giving a full course (other than the economic one), and was not able to motivate his customers by giving them a reason, he would most likely return to his previous behaviour of selling what they ask for. (The customers, if not given a good reason for buying a full course, would also most likely not accept the advice, but rather see it as the shopkeeper trying to make more money.)

In the Kilifi project, a number of different qualitative and quantitative methods were used to identify the problem and the perceived reasons for it (9), and a Training Needs Assessment was carried out with the shopkeepers.  A number of other major sources in the community were also consulted, like local leaders, traditional healers and community health workers.

THE PROBLEM was identified as: 

* Most fevers in children in this area are due to malaria

* Many children die from malaria

* Most community members treat fevers in children with shop-bought drugs

* These drugs are not used correctly, with a) use of antipyretics instead of antimalarials, and b) underdosing of antimalarials, as the main problems

* Community members and shopkeepers lack information about correct dosage of malaria drugs

Throughout the formative research, the process of developing trust between the researchers/trainers and the shopkeepers was going on. If  participatory training is to succeed and behaviour change is to be the result, such trust is vital. The researchers were being assessed and judged for their behaviour and sincerity by the community members and the shopkeepers. If they failed, the basis for negotiating behaviour change would not be there.

2. Selecting the Channel of Communication
The shopkeepers were selected as the main channel of communication for teaching the mothers about correct treatment for childhood fevers. The formative research showed that shopkeepers were interested and willing to learn, and that community members, local leaders, traditional healers and community health workers were positive to them being trained. 

The shopkeepers were motivated for the training for three main reasons: They would be able to treat their families better, they would know better how to sell their drugs, and it would enable them to treat community members better and thereby increase their status in the community. After prompting, shopkeepers also said they believed the training would make them likely to sell more medicines (i.e. if people took their advice of buying a full course of chloroquine). The shopkeepers were initially not positive to the idea of spending more time with the customers, and asking about danger signs for malaria. Having established these opinions during the formative research, researchers could use these as the basis for further negotiations with the shopkeepers.

Informal providers (in the Kilifi project referred to as “shopkeepers”, as they sell general items as well as drugs, while in Uganda they sell exclusively drugs) have a number of special features or characteristics which are important to consider when developing a training approach. 

The providers are very different from health workers in the Government system. Firstly the providers are businesspeople, and have to make money to survive. This is the central principle which they neither will nor can compromise on. Secondly, they are self-employed, and cannot be forced to do anything they are not convinced is a good idea. Even with legal rules dictating what they can and cannot sell in their shops, many countries do not have the means to enforce these rules, and the “ruling factor” is what the provider finds it ethically OK - and profitable - to sell. Thirdly, their perception of their own role is important: most do not see their role as “health workers” responsible for community members’ health. They have so far sold what people have asked for, and given advice when requested to do so.

At the same time, the providers see themselves as somehow standing  between the biomedical and the community systems -  some aspiring to the biomedical one, as this gives status, and potential identification with and acceptance from medical personnel. They also need to maintain their link to the community thinking - this is their basis for being acceptable to and trusted by the community. 

Mothers in Kilifi were very positive to the shopkeepers being trained. Planners thought the mothers might be embarrassed to repeat the advice about the dosage (shopkeepers were trained  to check for understanding), and that they would not wait to get advice if the shopkeeper was busy. In a Focus Group Discussion after the first training, mothers commented: “How can you be embarrassed when you have a sick child and someone is trying to help? Of course we will wait for the advice, when we know the shopkeeper has important things to tell us.”

Researchers considered also including schools and health workers as communication channels in the project, as the effect of information spread in a community is usually greater when the same information is communicated through several channels. However,  if several channels were used, it would not be possible to determine the effect of the providers’ training by itself, and thus it was decided to choose one channel only for this research.

Thus, shopkeepers were selected as the main focus for the intervention. The process so far had made it clear that there was a good basis of trust which could facilitate the further work of identifying and negotiating the solutions, and carrying out the training.

3. Developing the Solutions: Internal or external reasoning?
The way a solution to the problem is conceived and developed determines if or to what extent the solution will be implemented. A “bridge” has to be built from people’s explanatory models of problem causation to a natural scientific link, and thus facilitate the development of a solution which also addresses the scientific reason.

Most projects go wrong by failing to involve people in an effective  process of finding the right solution, without imposing their preconceived ideas. Let us look at two main strategies used to develop solutions:

A. “External reasoning” means the reason for a suggested change is based on the opinions or rationale of the planners/trainers/professionals. The participants in the training course (or project) may or may not be able to identify with this reason. (External Reasoning strategy is often linked with using a conventional research approach with mainly quantitative research methods,  and with a lack of co-operation between researchers and implementers.)

B. “Internal reasoning” means the solutions to problems are developed based on reasoning that is formulated by the participants, reasons which come from their own ways of understanding a problem and its solution. (Internal Reasoning strategy is often linked with using an Action Research approach and mainly participatory research methods, and a functional co-operation between researchers and implementers.)

We can look at how this works in practice, using training of Government Health Workers (HWs) as an example. 

External Reasoning: HWs are a favourite target for criticism: They don’t do their jobs well, they treat clients badly, are not sympathetic,  lack communication and counselling skills, etc. The response to the situation from the Government has often been: Train them. Give them skills, change their attitudes. Some good skills training programmes have undoubtedly been held - but little long term change has resulted. Some possible reasons:

# Definitions of  needed change has come from outside: People in power (consultants, supervisors, nurses, doctors, trainers) have observed how HWs function, and decided they need to change. The professionals’ perception of the need for change has been pushed on the practitioners, backed up by surveys showing clients are not satisfied with the service.

# The HWs  may not WANT to change in the prescribed way, because their observations and analysis of the problems are different from the people who are observing them, and who are often not part of the structure (or the HWs’ level). Their motivation to change may thus be limited, and they may even sabotage the suggested training.

The reasons for change were motivated by external factors.
Internal reasoning: Few professionals and researchers have asked: Why do HWs behave as they do? Is it not likely that they have good (from their perspective) reasons, and that they are also essentially interested in treating their clients well? What would motivate them to change their ways with clients?

When training needs and reasons for these are discovered by the practitioners themselves, the results can be very different. In a newly developed training methodology - “Health Workers for Change” (HWFC) (12) - the health  workers are involved in a process of identifying their problems, the effects of what they do on the  clients (especially women), and what they can do to change this. Through a process of facilitated workshops, the Health Workers decide what are their problems. They analyse and find the intellectual reasons for the problems, but also the emotional ones (using  methods like role-play). Once a problem is discovered, it is difficult to push it away. The discovery must lead to change. Most people do not like to be less than what they could be - if invited to see what they could be, and the positive implications of such changes for themselves and their environment.

The reasons for change were motivated by internal factors.
The HWFC methodology has been evaluated through a multi-country impact study which  has  just been finalised, and the results show a marked improvement in the quality of care of women patients. Health workers are empowered through this process, and deal with problems as well as interpersonal relationships among the staff in a better way (13). 

The issue of attitudes is also here a crucial factor: The facilitators leading the workshops need to be open, and respect the HWs’ opinions. The methodology functions best in a system which is open to change. Most health systems are conservative hierarchical bodies not constructed to respond to suggestions for change from below. If such change is to happen on a wider scale, the system should be in a state of reform itself, or planning for such a reform, and the management level above the HWs must be involved in the plan to change.

4. Developing contents and form of the training programme through negotiation
When a training programme is aiming at behaviour change of the participants, the credibility of the trainers is essential. Several behaviour change models emphasise this fact (1-8). Mutual trust has to be developed, based on a process of give and take on both sides. This happened throughout the research process in Kilifi, not least when the training programme was being planned: The shopkeepers were extensively consulted about the contents, venue and duration of the training. 

The negotiation process demonstrated to the shopkeepers the attitudes of the trainers as one of co-operation and respect, and of finding common ground and setting and explaining limitations for what could be taught.  One example of how a conflict was dealt with could illustrates the attitudes the researchers adopted, and is explained below. This also gives another example of using internal reasoning to develop an acceptable solution to a problem.

Researchers’ credibility was also helped by the fact that they worked for Kenyan Medical Research Institute (KEMRI), which enjoys much support and respect in the community as an effective treatment facility for children with severe malaria.

While the focus of the project was to teach shopkeepers to use chloroquine in a correct way, they also discovered that a few of the shopkeepers were stocking Fansidar and Amodiaquine, which are against the Kenyan regulations. When asked about these drugs, the research project chose the line of action to inform them about the regulations (which shopkeepers knew very well), and then giving them the information about the correct doses of these drugs. They stressed that the drugs should only be given in an emergency, e.g. when a child was brought to them late at night, and that this child should be seen immediately by a trained health worker in a clinic or hospital. The practical rationalisation of the researchers and trainers were that the project had no authority to stop shopkeepers from stocking and using these drugs, and if they already had them - knowing that they should not - they might as well know how to use them correctly.

This attitude strengthened the credibility of the researchers. It  was appreciated by the shopkeepers as real “evidence” of the attitude the project said they promoted: that they could only inform and educate about better use of the drugs, and then trust that the shopkeepers would use this knowledge to help improve the health of the community. Trusting in the stated common goal of researchers and shopkeepers was an important practical philosophy of the research project. Reaching the goal was the result of an ongoing assessment of the methods used, and an acknowledgement of the limitations of the project to determine what shopkeepers do. The researchers accepted that the only way the shopkeepers would change their practice was if they were convinced that this was the right thing to do - from their own perspective, and that adopting such practice would be beneficial to them and their communities. Thus, giving a full course of Chloroquine was acceptable, stopping the use of Amodiaquine and Fansidar was not. 

(This situation might change to some extent in the present project in Kilifi, where the MOH trainers do have the authority to monitor drug practices and close the shops. However, in a situation of increasing chloroquine resistance, it might be difficult to justify closing a shop that sells Fansidar in a correct way.)

An example of External Reasoning for this problem would be when Government professionals or decision makers decide the reasons why providers should change (e.g. “they are not qualified to handle  antibiotics or to give injections”), and the providers do not agree with the reason(s), as is the case in some parts of Uganda. Such decisions or rules can be enforced through official drug control. If the real threat to be caught and punished is big enough, people may change temporarily. As soon as the enforcement is relaxed, they will go back to what they did before. The Government can decide to fine or jail community providers who sell medicines they are not authorised to sell. They can use inspectors to enforce the regulations and punish the perpetrators. However, this is costly, and does not solve the problem of rational drug use in the long run.

Such rules can also be enforced through a training programme, but usually this will not have much effect if the participants do not agree with the rules. In Uganda, the Community Drug Use Project trained providers in Tororo district in treatment of malaria and cough, and stressed that providers should not give injections, not sell antibiotics, and not sell other antimalarials than chloroquine (to which resistance is developing fast). During monitoring, there were several indications that the advice on injections was not followed, and that providers continued to inject patients and sell “forbidden” drugs  (personal communication). In informal discussions with the providers during piloting of the training programme, several of them said they would not be able to survive economically if they were to follow the rules of the National Drug Authority (personal communication).

An Internal Reasoning strategy to this problem would be that providers are involved in a respectful process of describing the present situation,  identifying the problems - and the reasons for these - from their side and from the “other side” (e.g. the professionals’), analyse implications of the existing situation, and then identify realistic changes which would benefit all sides. For example, community providers could discuss their practices with trainers/researchers/medical professionals, learn how to handle certain medicines and diseases better, and identify with reasons to reduce over time the use of unauthorised medicines. They would also have to learn how to reason with community members who demand e.g. injections, and be convinced themselves that these arguments make sense. The authorities would also have to be willing to adjust some of their rules and allow the providers to handle drugs which they could be well trained to use (e.g. certain antibiotics, and second line antimalarials). This strategy involves “give and take” on both sides, with the authorities trying to balance the difficult task of meeting the demands of the community for safe and effective self treatment practices with their own needs to maintain safe legal drug practices. However, the strategy would not work if the suggested changes would undermine the economic basis for the providers.

The negotiation with the shopkeepers in Kilifi was a process of give and take based on mutual respect, where both sides had an agenda which included “negotiable” and “non-negotiable” issues. For the shopkeepers, the non-negotiable issue was the economic one: They would not agree to anything which would compromise their income. For the research team, a non-negotiable issue was medical ethics: They could not agree to the shopkeepers using methods they knew would be dangerous to the children.

If negotiation fails, there is a need to go back to the drawing board. During formative research, the base should have been established - whether the providers are the right channel through which to implement the planned change. If negotiation about the main training contents fails, training the providers will not result in much change.

Traditionally, Governments and projects have chosen the “External Reasoning” strategy. Experiences over the last ten years have given ample evidence that change based on internal reasoning is the most effective when it comes to promoting sustainable behaviour change. (See PRA literature).

What is “Rational” drug use?
The idea of “Rational” drug use is a good example. The concept is problematic, because it implies that there is one rationality for the use of drugs - the biomedical one. It does not acknowledge that the way community members use drugs today is based on another rationality, which has been built on a powerful fundament of experiences with trying and failing, often at the cost of life, and certainly at the cost of using scarce family resources.  The shop-bought drugs are often combined with home remedies available in the community, and affordable as relief or cure to the poor. People trusting their home remedies have often  been termed “ignorant” by medical professionals - who could themselves be blamed for ignorance of the scientific  as well as the locally experienced wizeness of many of these remedies. 

Understanding this rationality, and respecting it, is the first step towards developing and negotiating alternative solutions.

There were several “rational” reasons which influenced the community and the shopkeepers to change their practices regarding use of chloroquine. Community members wanted this information, and perceived the need for it. They want to self-medicate malaria in a more effective way, and perceived that the advice from the shopkeepers made good sense. From the shopkeepers’ point of view, there was no interest in keeping the old behaviour, there was no advantage - once they had seen the effect of the new behaviour.  Shopkeepers also really understood the rational reason for taking a full course of chloroquine - because this was presented to them through a participatory method they could relate to (see illustration). Furthermore,  because shopkeepers had good credibility with the mothers, and they were so convinced about the good reasons for the practice themselves, they could convince the mothers. Finally, shopkeepers  got gradually good feedback from the mothers who purchased the full course of chloroquine, because their children got well. This strengthened the willingness of the mothers to maintain the new behaviour, and pay the extra money for a full course. Community leaders, health workers and traditional healers were all positive about the results of the project, and wanted it to continue - and be expanded. The perceived benefit by and support from influential people in the community will presumably help to maintain the new behaviour.

Action Research - the best choice for an intervention
Action Research is progressively used as an approach when planning an intervention, or the implementation of a solution to a problem. Some main reasons for this have been described above. 

The main difference between Conventional Research (CR) and Action Research (AR) lies in the location of power in the research process: In AR, the power is to a larger extent shared with, or lies entirely with, the target population. AR bases itself on a dynamic hypothesis which changes as the researchers learn during the research process. An overview of the differences:


Participatory Research
Conventional/descriptive research

What is the research for?
Action
Understanding with perhaps action later

Who is the research for?
Local people
Institutional, personal and professional interests

Whose knowledge counts?
Local people’s
Scientists’

Topic choice influenced by?
Local priorities
Funding priorities, institutional agendas, professional interests

Methodology chosen for?
Empowerment, mutual learning
Disciplinary conventions, “objectivity” and “truth”

Who takes part in the stages of the research process?

Participatory research
Conventional research

Problem identification
Local people
Researcher

Data collection
Local people
Researcher, enumerator

Interpretation
Local people and frameworks
Disciplinary concepts and frameworks

Analysis 
Local People
Researcher

Presentation of findings
Locally accessible and useful
By researcher to other academics or funding body

Action on findings
Integral to the process
Separate and may not happen

Who takes action?
Local people, with/without external support
External agencies

Who owns the results?
Shared
The researcher

What is emphasised?
Process
Outcomes

From: Cornwall, A. and Jewkes, Rachel (1995):  What is participatory research, Social Science and Medicine Vol 41, No. 12.
Many conventional researchers trained mainly in the quantitative tradition feel that “pure” Action Research is too far removed from what they know how to handle, and that they do not have the necessary skills to use such an approach. Many also feel that AR is not “scientific”, and does not yield reliable results. The literature showing the usefulness and reliability of AR is now considerable (14-34), and does not need further discussion here.

Participatory approaches to project work has become increasingly popular over the last five years. However, as Mukherjee (1997) comments: “The notion of “participation” has to date been more philosophical than practical”. While many projects and organisations are using a variety of participatory methods in their work, few are using it in its “true” sense, where people’s empowerment and the process of learning is the goal - not a pre-determined product. Projects use  “participation” as a more soft or acceptable way to get their own ideas accepted, and are thus using the tools in a manipulative way (often with the best of intents). The political and practical implications of allowing “transformation” is too threatening and non-controllable. (Sources from Nepal, Uganda).

B. IMPLEMENTATION

5. Use of participatory training methods
Use of participatory training methods is central to the success of training community providers to gain new knowledge and use new skills. This group does not learn from lecturing, but from practice. They need to learn the concepts and reasons behind the new practice in such a way that they can teach this to customers.  When using participatory methods, relatively complex medical concepts (like the reason for taking a full course of chloroquine or antibiotics) can be explained and understood. 

Use of participatory methods demand that there is an agreement about the goal of the training, which has been reached through negotiation.

In Kilifi, a multi-disciplinary team of trainers, social scientists and medical scientists developed the draft training programme for rural shopkeepers. The programme is based on the LEPSA-method (Learner-centered, Problem-solving, Action-oriented), a well tested out approach which builds on the methods of Paulo Freire, the famous Brazilian educator who is seen as “The Father of Participatory Methods for Empowerment”. The programme uses role-plays, buzzing, demonstration, visual aids, group discussion and practising of skills with observation and feedback, as central methods (34-36). 

Freire’s view of a good educator emphasises the need for a flatter structure in the learning hierarchy, and for an exchange between teacher and learner: “The mark of a successful educator is not skill in persuasion - which is but an insidious form of propaganda - but the ability to dialogue with educatees in a mode of reciprocity.” (Freire, 1974) He  criticised agricultural extension workers  in Latin America and in the US, saying they can “communicate only by entering the cultural universe of peasants, only by becoming vulnerable and by ratifying the reciprocity which their role as genuine educators dictates” (Ibid).

Central to Freire’s thinking and its African adaptations is the use of problem-posing methods in the training, where participants are recognised as thinking, creative people with the capacity for action: “Problem-posing education is prophetic, and as such is hopeful, corresponding to the historical nature of human beings. It affirms people as beings who move forward and look ahead,...for whom looking at the past must only be a means of understanding more clearly what and who they are, so that they can more wisely build the future.” (Freire, 1970)

The training in Kilifi was carried out in two steps: three days initial course, with a two days’ follow-up course after six months. During the period between the courses, a number of monitoring visits were paid to each shop to discuss individual problems and needs with the shopkeepers, and observe how they used their new skills. During the monitoring, it became clear that certain topics were not clear to the shopkeepers, and these were further discussed in  the follow-up course. (In the present project, the initial training course is now four days, with an annual refresher course.)

Again attitude was a crucial point: Monitoring and supervision is too often practised in a critical rather than supportive manner, and serve more to confirm the power of  the supervisor than to help the shopkeeper to learn. The monitoring team spent important time clarifying their role and intentions with the shopkeepers during the first visit, and from then on the learning curve was sharp, as the shopkeepers felt free to share their problems with the team. In Uganda, monitoring of providers is carried out by district trainers, including the District Drug Inspector. This has created some initial problems, as it is naturally difficult for an inspector to completely forget his role as a law enforcer when encountering illegal action by the providers. However, the role of a supportive supervisor requires a different attitude, and the Uganda team is now discussing how to cope with such problems.

6. Learning communication skills
Communication skills are central to trainers as well as community providers. Research has shown that people who communicate well are using two main skills: Listening actively, and asking open questions. These are key skills which are taught in the Kilifi training programme, to trainers as well as shopkeepers. In the present training, communication is taught by breaking up the transaction between a customer and the provider into five key areas: Assessing the mood of the customer (through listening with eyes, ears and heart), asking questions and listening carefully, giving clear and accurate advice, discussing to reach an agreement, and checking for understanding.

The providers are reacting well to these concepts, which are linked to local culture through examples. For example, the idea of asking open questions is linked to the Swahili custom of asking about someone’s family, health etc. when they meet. In this situation, open questions are used. Through discussion, it becomes clear that these questions generate a lot of information, and makes the respondent feel good, and feel listened to.

Communication is taught as a special skill, as well as integrated in all the topics taught. During role-play practice, participants are assessed by the contents as well as the form of their communication. To most, communication is a “new” skill, one which they have not thought about as important. Becoming aware of the possibilities they have in communicating more effectively, and practising these new skills, is a main element in the course (37-40). 

7. Piloting and revising training methods and contents
The training contents and methods used in Kilifi were critically tested and modified over a significant period of time, starting with the pilot project in 1996, and continuing into the present project where the methods and approach are being implemented through the local health system. The careful attention to how the modules work in practice is a necessary process which is not often undertaken by projects. The modules for the trainers’ course as well as the providers’ course have been tried and revised in co-operation with senior trainers, the present trainers from the health system, and the providers. 

Conclusion: The approach, and the changes
In the Kilifi project, essentially conventional medical researchers embarked on what could be called a “moderated Action Research approach”, where their main “AR weapon” was the attitude to the community and the problem, and a sincere interest in helping to solve the problem. This was combined with a realistic assessment of their own lack of skills in some of these areas, and they pulled in social scientists and trainers for extended periods to cooperage in the planning and implementation of the project. The outcome of the pilot project is a powerful set of results from quantitative and qualitative methods, where behaviour change among shopkeepers and mothers has been quantified, and results from the qualitative research has been used to triangulate the data and further inform the results. This approach is more acceptable to sceptical medical researchers and decision makers than  “pure” AR, and the results are therefore likely to be taken seriously among those with the power to make important policy changes. While the results are expected to be modified under the present operational research project which is carried out under more “real” conditions, the approach to the training and the research are essentially the same as they were for the pilot.
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