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Preface

This monograph is essentially the outcome of corporate endeavour on the part of
members of the Committee on Public Education of the International Union against
Cancer, from the decision taken in September 1963, via a lengthy and arduous rework-
ing of the first draft in Philadelphia in 1964 to its final editorial meeting in September
1965. In between there has been a continuous exchange of ideas, suggestions, advice and
material for inclusion. Nevertheless, as chairman I should be remiss if I did not
acknowledge the Committee’s indebtedness to Mr. MicHAEL S. GoopsTaDT, formerly
of the University of Manchester, who worked with me in Manchester and undertook
the painstaking search of sources of published information and compiled the draft on
which this monograph is based. If there are omissions from the bibliography, it is not
for want of industry in seeking them out: our difficulty has been to obtain original
material from certain sources.

We hope that the material assembled here will both offer useful guidance to those
engaged in public education about cancer and provide a baseline from which future
research in this neglected field may stem.
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Introduction

Public Education in Cancer Control

There has been an increasing realiza-
tion in recent years that education of the
public about cancer is an essential ele-
ment of cancer control and prevention.
In 1963 an Expert Comittee of the World
Health Organization said in its report
Cancer Control: “Health education of
the population and of patients is an inte-
gral part of a cancer control programme
and an essential element in the success of
most control measures. Experience in
many countries indicates that there is
considerable public interest in the sub-
ject and widespread readiness to cooper-
ate with the health authorities in the pre-
vention, detection, diagnosis, treatment
and after-care of cancer when the prob-
lems involved are properly understood”.
In 1964 another W.H.O. Expert Com-
mittee, reporting on Prevention of Can-
cer, reinforced these comments by its ex-
pressed belief that prevention is impos-
sible without education. The report con-
tinued “The combination of medical ac-
tion and health education, which has been
so effective in combating infectious and
nutritional diseases, can now be applied
in the field of cancer prevention.” The
Expert Committee also drew attention to
a serious deficiency: “The educational
problems of cancer prevention have not
received as much attention as other
aspects of cancer. There are wide gaps
in our knowledge of social, psychological
and educational factors that inhibit the
utilization of preventive knowledge, and
expenditure on research in health educa-
tion concerning cancer is negligible.”

While it is true that research of this
kind is still woefully inadequate, there is
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a considerable body of useful material
available; but much of it has appeared in
journals that are either not readily acces-
sible, or unfamiliar, to workers in the
field of cancer. For this reason, the Com-
mittee on Public Education of the U.I.C.C.
decided at its meeting in Geneva, 19—20
September 1963, to undertake the com-
pilation of a Monograph which would
bring together in convenient form some
of the more important studies relating to
public education.

Many of the publications discussed or
listed in this monograph are concerned
directly with aspects of the cancer prob-
lem. Others bear either on the general
principles of health education and be-
havioural change, or on the similar dif-
ficulties encountered in other health prob-
lems in which fear, emotion and prejudice
play a large part. There are, for example,
several parallels to be drawn between
public attitudes to mental health and to
cancer.

It would be convenient if public edu-
cation about cancer could be reduced to
some simple formula that would fit all
countries. Unfortunately, no such easy
solution is possible. As in all forms of
health education, a number of general
principles can be formulated, but how
they are put into practice must always
depend on local beliefs, conditions and
resources. It would be pointless, for ex-
ample, to make generalizations about the
use of newspaper publicity, since the
distribution of newspapers and the de-
gree of literacy in the population varies
so much from country to country. Every
medium of publicity can be employed,
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from the large-scale use of newspapers,
films, radio and television to the more
personal forms of persuasion exercised by
doctors on their patients. There is no spe-
cial magic in any one medium of publi-
city: it cannot be said that lectures are
better than films, or that pamphlets are
better than posters. All can play their
part in informing the public, but these
are merely the tools of the health edu-
cator. Their effectiveness lies solely in the
skill and aptness with which they are ap-
plied to the problems to be solved.

The main purpose of this Monograph
is to make available, particularly to those
whose initial training has been in other
fields, an introduction to the considerable
body of published knowledge available
from the disciplines now commonly
grouped under the heading ‘behavioural
studies’, i.e. psychology, sociology, social
anthropology and educational theory. We
cannot hope to present all these findings
in concise form, but we have tried to
direct workers in the field of public edu-
cation about cancer to some of the most
interesting and profitable sources of in-
formation basic to their craft. This publi-
cation therefore takes the form of an ex-
tensive annotated bibliography rather than
a self-sufficient text. While so many gaps
remain in our knowledge, some of the
findings are contradictory. Often the ideal
situation visualized by the researchers has
to give way to expediency, and sensible
compromise becomes necessary. Never-
theless, for all their shortcomings, these
findings are stimulating and cannot be
ignored.

In view of the immense current interest
in the subject, readers may be surprised
to find no detailed treatment of research
into ways of changing smoking habits,
particularly in the young. This omission is
not because the subject was not consid-
ered important, but because we felt that
it could not be treated adequately within

the framework of the present monograph.
The Committee has already decided that
a further report devoted solely to health
education and tobacco smoking should be
prepared as its next major undertaking.

In introducing this report, the Com-
mittee wishes to put on record its deep
conviction that education of the general
public is vital if the full potential of our
present preventive measures, diagnostic
tools and treatment methods is ever to be
achieved. Prompt treatment for cancer is
essential, and as long as people delay be-
fore seeking a doctor’s advice for symp-
toms which may be caused by cancer,
thousands of needless deaths — estimated
at about 92,000 annually in the U.S.A.
alone — will continue to occur. People
cannot act in the ways most likely to help
them if they are either ignorant of the
facts, or afflicted by a paralysing fear
of cancer. Public education, using what-
ever resources are available locally, has
the task of creating a climate of accept-
ance of the benefits of seeking medical
advice promptly. It must encourage a ra-
tional view of cancer as a group of dis-
eases, many forms of which are highly
curable if treated at an early stage, even
though other forms remain difficult to
treat successfully. It may also, as has hap-
pened in the past, provide an effective
spur to official action or to the moulding
of medical opinion.

But these are secondary though wel-
come by-products of educating the pub-
lic. The main aim, in simple words, is to
reassure people and to teach them to act
appropriately, to reduce cancer in the
public mind from its present fearful emi-
nence to the level of other serious but
controllable diseases.

References
Cancer Control, Wid. Hith. Org. techn.
Rep. Ser. 251 (1963).

Prevention of Cancer, Wid. HIth. Org.
techn. Rep. Ser., 276 (1964).



Section I

Attitudes to Cancer
1. The Nature of Attitudes to Cancer and General Medical Practices

This chapter will deal with topics re-
lated directly to attitudes to cancer and
other diseases; the nature, sources, and
extent of these attitudes both in the me-
dical profession and in the general popu-
lation.

A number of studies have been con-
cerned with the nature of attitudes to
disease, but for obvious reasons, priority
is given here to those attitudes concerned
with cancer. To forestall any objections
that the meaning of the term “attitude”
has not been clarified, let it be said here
that we have thought it preferable to
leave such theoretical considerations until
after the objective experimental results
have been presented.

Few studies have been concerned solely
with people’s attitudes to cancer; those
which do exist are concerned with evi-
dence for or against the existence of wide-
spread cancerophobia. However, indirect
reference to and evidence about attitudes
to cancer can be found in studies con-
cerned with the public’s state of know-
ledge, with reactions to having cancer and
being told the diagnosis, and with delay
in seeking medical care. Studies concerned
with cancer education also throw some
light on the subject. All these aspects will
be discussed in detail later. More direct
evidence is provided by LeviNe (1962)
and NunnNaLLy (1961), who found that
cancer was rated highest in producing
anxiety compared with other diseases.

References: Attitudes to cancer

DarGeNT, M., (1962). La cancérophobie.
Acta Un. int. Cancr. 18,709.
476 cases of cancerophobia, one third of
which were neurotic, two-thirds had a
normal fear. Only 3.5%o of the 476 in fact
had a neoplasm.

DarGeNT, M., and VauterIN, C. (1961).

La cancérophobie. Sem. HEp. Paris.
37,2417.

DonaLpsoN, M. (1955). Cancer: The
psychological disease. Lancet i, 959
and later correspondence.

DonaLpsoN, M. (1958). Early diagnosis

of cancer. A psychological problem.
Lancet ii, 790.
“Although true cancerophobia is rare,
both personal apprehension (which can be
prevented by education) and impersonal
cancer apprehension (‘fear of creating
fear’) are almost universal.”

1*

Leving, G. N. (1962). Anxiety about
illness: Psychological and social bases.
J. Hlth bhum. Bebav. 3, 30.

National sample of 2970. Cancer more
feared than polio, cerebral palsy, arthritis,
birth defects and T. B. Positively corre-
lated with fear of cancer were the factors:
knowing a victim, knowledge about the
disease, perceived prevalence, perceived
expensiveness of treatment. Negatively
correlated with fear of cancer are educa-
tion and possession of adequate commu-
nity medical resources.

NUNNALLY jr., J. C. (1961). Popular con-
ceptions of mental bealth: Their devel-
opment and change, New York: Holt,
Rinehart & Winston, Inc., p. 62.

Incidental to the author’s examination of
attitudes to mental health, he found that
methods for treating cancer aroused the
most anxiety when compared with meth-
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ods for treating broken bones and mental
illness.

Same, R. J. (1962). Physician poll on
cancer preventon. Opinions and re-
actions of over 1,400 Doctors. J. Amer.
med. Ass. 179, 1001,

Evidence that “generally the ideas of pre-
venting cancer seem novel, ineffective, and
speculative” to doctors.

TraomMas, A. (1952). Typical patient and

family attitudes. Publ. Hlth. Rep.
Wash.) 67, 960.
The author highlights the psychosocial, in-
formational and experiential factors in a
person’s reaction to terminal cancer. A per-
son’s attitude to cancer will, in turn, affect
that of other patients and families.

W AKEFIELD, J., and DavisoN, R.L. (1958).
An answer to some criticisms of can-
cer education: A survey among gene-
ral practitioners. Brit. med. ]. 1, 96.

The Authors found no cancerophobia re-
sulting from an intensive cancer education
programme.

World Health Organization (1964). Pre-
vention of cancer. Wld. Hith. Org.
techn. Rep. Ser. 276.

“The warnings that cancer education might
create cancerophobia have proved a myth”

(p. 31).

The Doctor Looks at the cancer program
(1956). J. Amer. med. Ass. 160, 1171.
An editorial review of a report of National
Opinion Research Center interviews with
500 physicians, named by their patients
as family doctors in an earlier random
sample study of adult U.S. population.
Study indicates that the “average phy-
sician strongly endorses the American Can-
cer Society’s injunction to ‘go straight to
your doctor at the first sign’ of any of the
‘seven danger signals.”” Despite minority
criticism, “great majority of practicing
physicians in the United States regard the
major voluntary health agencies as useful
allies in the continuing fight against ignor-
ance and disease.”

Opinion surveys on cancer

A much richer source of information
concerning attitudes to cancer is to be
found in the several surveys which have
specifically attempted to assess the state

of knowledge among the general popula-
tion. These surveys ask questions, some
of which require factual answers and
others which call for answers that are
more often a statement of opinion than
of fact. Some of the stated opinions
border on expressions of attitude. It is
these opinions, and the general correctness
or otherwise of the public’s knowledge,
that are of great importance to the health
educator, since ignorance of the facts
cannot help in producing reasonable be-
haviour and will often hinder it. Even
more serious is the possession of over-
pessimistic information, for this will
almost certainly be a barrier to acting in
the way reasonably demanded by the
situation. This is not to be confused with
the kind of ignorance that is combined
with awareness of that ignorance, which
often leads, for example, to going to the
doctor to be advised about unusual symp-
toms. Thus, without postulating that un-
desirable attitudes always underly faulty
knowledge, it is clear that the resulting
behaviour will often be the same in both
cases.

The four major series of surveys re-
viewed and summarized in this section are
from (1) Manchester, England (1954,
1958, 1964); (2) Canada (1955, 1961);
(3) United States (1948 — summarized in
the 1956 report, 1956, 1964). (4) Perth,
Australia (1965). There are also surveys
from Poland (1963), Argentina (1963)
and TItaly (1963), and a very interesting
study from the U.S.A. reported by LE-
VINE (1962). The surveys discussed here
are listed in detail at the end of this sec-
tion. For convenience, they are referred
to in the text merely by the place of ori-
gin. The dates quoted are the years of
publication of the Survey findings, not
the years in which the surveys were car-
ried out.

1. The true position of cardiac and
vascular diseases as the main cause of
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death in the countries where the surveys
were carried out (Manchester 1954; Ca-
nada 1955; see also CARTWRIGHT 1958)
is not reflected in the replies to the que-
stion “which illness kills the most people
in this country?” Canada (1961), and
even more so Perth (1965), showed that
people’s knowledge concerning the morta-
lity rates for the different diseases was
more correct than that shown in earlier
surveys.

2. Answers to other questions demon-
strate the anxiety associated with cancer,
and also the fact that correct knowledge
is no guarantee of fear-free attitudes.
Two-thirds to three-quarters of those
interviewed think cancer is the most
alarming or serious of several specified
diseases (Manchester 1954, 1958, 1964;
Canada 1955, 1961; Perth 1965; Argen-
tina 1963); the same holds true in the
Polish survey and in the one reported by
LevINE (1962).

3. People’s opinions on the curability
of cancer ought to reflect their general
opinions on cancer. The results of this
question show variations according to (a)
country (b) year asked. In the latest Man-
chester interim survey (1964), there was
a continuing tendency for the proportion
of people who still regard cancer as
wholly incurable to fall to the lower
levels of the Canadian survey (about
309%o). The percentage for Perth (1965)
was 409/0. Reviewing the American sur-
veys HorN and WAINGROW (1964) report
that whereas 25.8% in 1940 thought
that cancer is always incurable only
73.5% did so in 1962. Interestingly,
however, more people in Canada than in
the U.S.A. thought that cancer is always
or sometimes curable. In the Argentine
survey 399, and in the Italian 93.3 %%
of the factory workers and 80.80 of the
senior students regarded cancer as incur-
able. The phrasing of the question in the
Italian survey may have accounted for

these extraordinarily high percentages.
The form of the questions about curabi-
lity differed slightly in the various sur-
veys: they were as follows:

Canada, Manchester and Perth: “Can
any of them (five listed diseases) be cured
or not?”

United States: “Do you know whether
there is anything the doctor can do to
cure cancer?”’

Argentina: “What possibilities of cure
do you think exist?”

Italy: “Do you think a cancer patient:

a) can, if treated, be definitely cured?

b) can hope only for temporary relief?

c¢) will in any case die of cancer?”

4. Another important indication of
the general climate of public opinion re-
garding cancer is the response to questions
about the efficacy or otherwise of prompt
treatment, that is, treatment begun as
soon as possible after the patient has first
noticed signs or symptoms. Again the
level of hopeful opinion varies with the
country and year.

The Manchester figures have shown an
improvement from 57 %o to 70%/o and the
Canadian from 809/ to 87 %/o, in the pro-
portion who believe that early treatment
increases the chance of cure; the figure of
68 %/o in Perth is comparable. Yet this still
leaves 10°/0—209/o who think that early
treatment does not help. The figures were
similar in the Argentine survey, which
also showed that men held this opinion
more than women, but in the Italian sur-
vey only 459/ of the factory workers be-
lieved that early treatment helps.

5. Questions regarding experience of
cancer among those interviewed showed
that in Manchester about three-quarters
knew of a close friend or relative who
had suffered from cancer; in America the
figure was 509 in 1948 and 1956, and
629 in 1964. Levine (1962) concludes
that “people who know a victim of a
disease — particularly someone close to
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them — are more likely to say they fear
the maladies ‘a lot’ than those who do not
know a victim”. However, there were
less than 30% in England and America,
3799 in Perth, and 5090 in Canada, who
said they knew or had heard of someone
being cured of cancer. The correlation be-
tween experience with cancer patients and
fear of cancer, and belief in curability,
was brought out much more clearly in the
Argentine survey. It should be noted
here that the lay conception of cure is
difficult to define: in general it means
being made better and having no further
trouble from that particular disorder.
Doctors accept this but require more pre-
cision for their professional discussion and
statistical evaluations of treatment. They
therefore use as their criterion the fact
that a patient is alive and without evi-
dence of the disease 5 years or more
after treatment, so allowing for the pos-
sibility of recurrence in certain types of
cancer.

6. In all surveys, questions were asked
about the signs and symptoms of possible
cancer. Although there were large varia-
tions between the surveys, three findings
stand out: (a) most respondents knew the
significance of a lump in the breast; (b)
far fewer knew the significance of vagi-
nal bleeding, or discharge after the change
of life: (c) signs or symptoms affecting
other parts of the body are relatively and
often absolutely less well-known. LEVINE
1962 found that people who knew a
cancer victim tended to regard themselves
as knowledgeable about the disease.

7. Except in the Argentine survey,
only a very small minority of those inter-
viewed were wholly ignorant of the treat-
ment for cancer (Manchester 1954, Ca-
nada 1961, America 1948, 1956, Perth
1965, Poland 1963).

8. In most of the surveys, questions
were asked regarding the cause of cancer.
Although there has been overall improve-

ment with time, and more people are
aware of cigarette smoking as a cause of
cancer, there are still large pockets of
superstitious opinion.

About 259/ still believe cancer is here-
ditary (8 surveys), 7—159 believe it to
be contagious (8 surveys), 12—20%o be-
lieve it to be connected with hygiene
(4 surveys), and for 15—259 it has
overtones of immorality (4 surveys).
There is evidence that a considerable
number of people still believe cancer can
becaused by everyday knocks and bumps.
(cf. also CARTWRIGHT and MARTIN, 1958;
and TocH et al., 1961).

9. In the 1961 Canadian and the
two early American surveys, a question
was asked about why people delay going
to see the doctor if they suspect cancer.
The results show that, of those who
thought a person would delay, 709/o be-
lieved they would do so because of fear.
The deep-seated nature of fear of cancer
is shown in the Manchester surveys (1954,
1958), in which the question was asked
why women are more often frightened of
getting cancer than, for example, heart
trouble; nearly three-quarters of them
expressed fatalism (40°), fear of pain
(20—309/0), unspecified fear (10%).

10. In two American surveys (HoOrRN
1956), a question was put asking why
people think others delay. To the que-
stion “If a person thought he might have
cancer, would he go to the doctor right
away, or would he wait?” The number
who replied “Would wait” fell from
219/p to 129 in the 7 years between the
two surveys, though the answer “Go
right away” remained almost constant
at 699/ and 70%.

11. In the 1954 Manchester survey
and the two Canadian surveys, respon-
dents were asked if there is anything a
person can do to prevent himself getting
cancer: about 6090 said there is nothing
one can do. In the 1964 Manchester sur-
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vey, 50%0 held the same opinion about
prevention of cancer of the womb. A
national survey carried out in the U.S.A.
in 1964 showed a marked improvement
in knowledge and use of several cancer
detection tests. The proportion of women
in 1964 who had heard of the tests were
as follows: chest x-ray 849, skin ex-
amination 689, proctoscopic examina-
tion 569, breast examination 83 9%,
Papanicolaou test 779%. For men the
proportions were: chest x-ray 83 9/o, skin
589/, and proctoscopic 46 %o. (American
Cancer Society 1964). The Perth survey

showed that though 809 of the respon-
dents (male and female) had never had
a cancer check-up, an even higher pro-
portion were favourably disposed to
such measures.

12. In all the surveys except those in
Canada, a correlation was found be-
tween the state of knowledge or attitudes
and the socio-economic level of the
respondents. This finding is important,
because for some forms of cancer those
lowest on the socioeconomic scale con-
stitute the high-risk groups (e. g. cancer
of the uterine cervix).

References: Major public opinion surveys on cancer

(N.B. The dates refer to publication: in
each instance the survey was carried
out earlier.)

Argentina:
1964: SEEBER, A. B. de S., Public opinion

on cancer in Argentina. U.I.C.C. Bull.
2, No. 4, 3, (1964).

Australia, Perth:

1965: A social survey of community atti-
tudes to cancer. Cancer Council of
Western Australia 1966.

Canada:

1955: PHirrips, A. J. Public opinion on
cancer in Canada. Canad. med. Ass. ].
73, 639, (1955).

1961: PHiLLIpS, A. J., and TayLor, R. M.
Public opinion on cancer in Canada:
A second survey. Canad. med. Ass. ].
84, 142 (1961).

England, Manchester:

1954: PATERSON, R., and AITKEN-SWAN,
J. Public opinion on cancer: A survey
among women in The Manchester
Area. Lancet ii, 857, (1954).

1958: PATERSON, R., and AITKEN-SWAN,
J. Public opinion on cancer: Changes

following five years of cancer edu-
cation. Lancet ii, 791, (1958).

1964: Women’s knowledge of and opinions
on cancer. An Interim Pilot Survey
for the Manchester Comittee on Can-
cer (Manchester: Derek Roe Associates

Ltd.)

Italy:

1963 : MoranNDI, G., Vivori, C. e MENGON,
M., Le conoscenze e gli orientamenti
del pubblico in tema di tumori ma-
ligni [Public opinion and knowledge
about cancer]. Riv. med. Trentina 1,
69, (1963). (Italian text.)

Poland:

1963: Sawicki, F. Opinia publiczna o no-
wotworach [Public opinion about neo-
plastic diseases]. Zdrow. publ. 12, 599,
(1963). (Russian and English Summa-
ries.)

United States of America:

1948: Summarized in 1956 and 1964 (be-
low).

1956: Horn, D. et al. Public opinion on
cancer and the American Cancer So-
ciety: A report of a national Sample
Survey. New York: American Cancer
Society Inc. 1956.

1964: HornN, D., and WaINGrROW, S. What
changes are occuring in public opinion
toward cancer: National public opin-
ion survey. Amer. . publ. HIth. 54,
431, (1964).

Otber references

Amer. Cancer Soc. (1964). The public’s
awareness and use of cancer detection
tests. A Survey for the American Can-
cer Society. (Gallup Organization, Inc.
Princeton, New Jersey.)

CARTWRIGHT, A., and MarTIN, F. M.
(1958). Some popular beliefs concern-
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ing the causes of cancer. Brit. Med. ].
12, 592.

CARTWRIGHT, A., MarTIN, F. M., and
THOMSON, J.G. (1958). Public opinion
concerning tuberculosis. Med. Off. 99,
73.

KEGELES, S. S., KirscHT, J. P., HAEFNER,
D. P., and Rosenstock, I. M. (1965).
Survey of beliefs about cancer detec-
tion and taking Papanicolaou tests.
Publ. HIth. Rep. 80, 815.

Behavioural scientists at the University of
Michigan School of Public Health, analy-
sing a national probability sample of whom
884 were women, confirm earlier reports
that low socio-economic groups and wom-
en over 65 are least informed of the
value of cervical tests. Those who know
the benefits of tests tend to have them
more regularly. The authors feel tests

should be the subject of education at the
time when women visit physicians and
clinics. Physicians must explain to women
the importance of these tests as they give
them and must emphasize the benefits of
early diagnosis. A greater mass informa-
tion effort is needed.

LeviNg, G. N. (1962). Anxiety about Ill-
ness: Psychological and social bases.
J. Hith. hum. Bebav. 3, 30.

TocHu, H.,, ALieN, T., and Lazer, W.
(1961). The public image of cancer
etiology. Public Opinion Quarterly
25, 411.

WAKEFIELD, J., and Baric, L. (1965). Pub-
lic and professional attitudes to a
screening programme for the preven-
tion of cancer of the uterine cervix.
Brit. ]. prev. soc. Med. 19, 151.

Other studies

In addition to the large-scale opinion
surveys dealing exclusively with cancer,
there are a number of studies of some
interest to health educators in this field.

LA PoiNTE etal. (1959), a team of
psychiatrists assessing the effects of a
cancer education programme in a Cana-
dian town, describe a before-and-after
study which included a questionnaire
similar to those used in the Canadian
national and Manchester surveys. Apart
from providing confirmatory evidence for
the surveys already summarized, this
study offers some insight into the psycho-
logical mechanisms involved in what
people “know” about cancer and into the
effects of cancer education.

Additional information about the
American public’s knowledge of the
“seven danger signals’” featured in the
publicity of the American Cancer Society
is provided by HorN and SoromoN
(1957).

Articles by PraTT etal., (1958) and
Samora etal. (1962) are instructive in
revealing the generally low level of
health knowledge among the people

studied. Equally interesting is the fact
that physicians underestimated the pa-
tient’s knowledge and generally failed to
give a systematic explanation of prog-
nosis, tests or treatment. Brief refer-
ence has already been made to the
study by LeviNe (1962) of the psycho-
logical and social bases of anxiety about
illness, but it is worthy of further com-
ment. LEVINE found that knowledge
about a disease (cancer, polio, cerebral
palsy, arthritis, T.B., or birth defects)
seems to be associated with fear; which is
cause and which effect is by no means
clear. Perhaps, he suggests, it is a vicious
circle, with anxiety increasing a desire for
knowledge, and the newly-acquired
knowledge further increasing the anxiety.
One of his major findings is that there is
a positive high correlation between per-
ceived prevalence and anxiety. It is
interesting to note, however, that the age-
susceptibility or prevalence factor makes
little difference in the case of cancer; this
disease is much feared irrespective of
whether a person thinks he has a chance
of getting it in the near future. The au-
thor’s evidence points to the influence



Studies of the Reasons for Delay in Treatment of Cancer 9

that similarity of social position and of
personal experience has in producing
similar attitudes and beliefs. In addition,
the community or area in which a person
lives “exerts a subtle impact on his ideas
about illness”, as shown by the effect that
extensiveness of medical facilities has on
anxiety: the more extensive they are, the
less anxious a person is about getting a
particular disease.

In concluding this section on attitudes
to cancer, mention should be made of a

survey carried out by Davison (1965) on
a large sample of public health nurses in
northern England. He found strong evi-
dence that “many public health nurses
experience feelings of frustration and de-
spondency about cancer and that these
may be passed on to laymen”. Com-
parable studies among doctors, which
would be of great importance and inter-
est, are not yet available (but see the
study by HENDErRsON, WITTKOWER and
LOUGHEED, 1958, referred to in Chapter 2),
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2. Studies of the Reasons for Delay in Treatment of Cancer

This chapter will be concerned not
with studies specifically designed to reveal
attitudes to and beliefs about cancer, but
with research which has thrown a pene-
trating light on these matters by a less
direct approach — by examining the rea-
sons why people delay before seeking
medical advice for conditions which they
suspect may be caused by cancer.

Such investigations date back to the
beginning of this century; but they take
their present form from the study carried
out by Pack and GaLro in 1938, who set
the pattern by taking three months as the
criterion of delay by the patient when
unusual symptoms are present. For delay
by the doctor, their criterion was a period

of one month during which he did not
refer the patient to a specialist or hospital
for further examination when he was
unable to make a diagnosis, or was un-
successful in treating the condition. Most
of the subsequent studies have used the
same criterion of delay and have also
obtained their evidence by interviewing
a number of cancer patients after they
had been referred to hospital. An impor-
tant exception, however, is the study by
KuTNER and GorpaN (1961). Some of the
studies used methods designed to pene-
trate a person’s awareness with more
depth, a necessary stipulation, at least as
a control, since it is to be expected that
there are potent mechanisms at work in
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a person who has delayed as long as is
humanly possible, using all sorts of de-
fence mechanisms to avoid facing up to
the situation. The less superficial forms of
interview would seem to be especially
necessary in discovering the reasons why
an individual has delayed. (cf. ArTken-
Swan and PaTERSON, 1955; Coss et al.,
1954; DRELLICH et al., 1956; HAMMER-
SCHLAG et al., 1964; HENDERSON et al.,
1958; SHANDS etal., 1951; SuGar and
WaTkins, 1961; TITCHENER et al., 1956;
YOUNGMAN, 1947).

The importance of these latter studies
in telling us more about people’s attitudes
is that they represent an attempt to
discover the forces motivating a person
to delay or not. These forces are not
solely of a practical or material nature,
and to the extent that it is possible to
penetrate to these presumably psychologi-
cal forces, studies of this kind will in-
crease our understanding of people’s at-
titudes and beliefs.

A comprehensive summary of all the
work done on this topic will not be given
here. Instead the reader is referred to the
two comprehensive reviews by KuTNER
et al. (1958) and BLackwELL (1963), sum-
maries of which are given below with the
bibliographical notes. Mention should
also be made of the studies which have
followed in the wake of the Pack and
Gallo study at the Memorial Hospital:
LeacH and Rossins (1947), ROBBINS et
al. (1950 and 1953), also KiNG and LEacH
(1950 and 1951). Two other series of
delay studies were those carried out in
conjunction with the Philadelphia Com-
mittee for the Study of Pelvic Cancer
(Howson, 1948 a and b; 1950); Howson
and MONTGOMERY, 1948,1949; SCHEFFEY,
1953) and those carried out by MiLLER
in Michigan (MiLLER, 1940, 1943, 1948;
MiLLer and HENDERSON, 1946, 1948).
MILLER’s studies are particularly interest-
ing in that they are among the few that

take into account the doctor’s evidence
about delay. Delay, judged by the criteria
given above, has usually been found to
occur in 709%—=8090 of the cases where
it could have been avoided.

Some of the major factors investigated
in relation to delay have been: (1) the
responsibility for delay; (2) psychological
factors, especially fear and anxiety; (3)
the individual’s general level of educa-
tion (4) the level of cancer education and
the effect that ‘knowledge’ has on length
of delay; (5) the site of the cancer; (6)
general medical habits and their relation-
ship to cancer; and (7) various aspects of
delay by the doctor, e.g. failure to ex-
amine, pessimism, diagnostic failure,
wrong treatment.

Of special importance is the finding
that the mere dissemination of informa-
tion will not necessarily lead to effective
action; (cf. AITKEN-SwAN and PATERSON,
1955; GOLDSEN et al., 1957 ; HENDERSON
et al., 1958; SHANDS et al., 1951; TITCHE-
NER et al., 1956). One must also distin-
guish between the positive and the nega-
tive effects of fear. Fear can often be a
source of motivation towards positive ac-
tion that is appropriate to the situation,
but it can also function in a negative
way, by fostering the use of defence me-
chanisms (e.g. denial, repression), which
only serve to put off the dreaded moment
temporarily and, by non-adapted behav-
iour (i.e. inappropriate to the situation),
make the individual even less adapted to
the situation. A number of studies have
suggested that this is what may happen
when an individual is faced with the pos-
sibility of cancer. (cf. AITKEN-SwAN and
PATERSON, 1955; BARD and SUTHERLAND,
1955; CoBB et al., 1954; DRELLICH et al.,
1956; KING et al., 1950; SHANDS et al.,
1951; TITCHENER et al., 1956). HARMS et
al., (1943) suggested that fear played only
a small part, guilt being the most im-
portant factor. Unfortunately, although
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many studies emphasize the importance
of fear in causing delay, the nature of the
fear is usually left unspecified.

Of special relevance to the question of
‘knowledge’ and the part played by emo-
tional factors and defence mechanisms are
the studies of delay by doctors suffering
from cancer (ALvAREZ 1931, Byrp 1951,
RoBBINs et al. 1953). ALvarez’s study
showed considerable delay by doctors
with cancer of the stomach in spite of
symptoms; BYRD found that they delayed
more than the general population; and

Rosains et al. found that the doctors did
not delay significantly less than the lay
sample. Studies by Dublin et al. (1947,
1948 a and b) of the mortality figures for
medical specialists, physicians and the
general population showed that physi-
cians died of cancer significantly less than
did the general population, and surgeons
significantly less than physicians. But it
should be noted that these studies were

concerned with death — rates and not
with the temporal factor of de-
lay.
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3. Having Cancer and Undergoing Treatment

This section includes a mixture of
studies dealing with the emotional im-
pact of having cancer, and various aspects
of treatment, especially the psychological
effects of surgery. They shed light on the
meaning which cancer has for both the
sick and the well.

There are attitudes and emotional re-
actions that spring to the fore as soon as
a person suspects he has cancer, and as
soon as he knows he has cancer. Informa-
tion about the attitudes of cancer patients
to the disease and its treatment might
therefore be assumed to reflect, to some
extent at least, the dormant attitudes of
those who are well. And the extreme re-
actions to having had cancer and treat-
ment will inevitably have repercussions
upon the general public when cured pa-
tients return to circulation after leaving
hospital.

Some of the most significant work on
treatment and surgery for cancer has been
done by SutHERLAND and his associates,
nine of whose works are listed in the
bibliography. A readily-available sum-
mary of their findings and views is to be
found in a chapter by SuTHERLAND in
Volume 6 of Cancer, edited by R.W.
RaveN (1959).

An extremely thorough and interesting
study of surgical patients has been made

by Janis (1958)); this work can be recom-
mended as a reference book on the prob-
lems to be encountered in this area. For a
shorter but nevertheless excellent con-
sideration of the social and psychological
implications of surgery, the reader is re-
ferred to KuTnNer (1958).

Some of the factors involved in re-
actions to having cancer and undergoing
treatment include: (1) psychological make-
up of the patient; (2) habitual modes of
reaction to stress, and habitual health at-
titudes; (3) the part of the body in which
the cancer is situated and the associated
guilt feelings, especially in the case of
cancers of the sex organs; (4) the meaning
surgery and loss of body-parts has for the
individual; and (5) the various emotional
reactions and defence mechanisms in-
volved.

An important unifying concept is that
distress is caused by the threat to the in-
dividual’s patterns of adaptation (expect-
ancies regarding life and significant ele-
ments of one’s life, e.g. family). Where
this threat cannot be dealt with, or where
the idea of cancer cannot be integrated
into one’s patterns of adaptation, the sit-
uation can only be dealt with by a defence
mechanism, whether it be attack or retreat.

The importance of the body-part af-
fected by cancer lies in the meaning and
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significance it has for the person con-
cerned. This is what has been referred to
as “body-image”. Thus the same type of
cancer and treatment can affect different
people in different ways. Perhaps the
most obvious example in this field is the
female breast. The possibility of surgical
removal is not merely the prospect of a

physical trauma, but also an assault on
the woman’s own image of her femininity.
SuTHERLAND’s work, for example, has
shown that reaction against surgical re-
moval of the breast was most extreme in
those women for whom their femininity
played a large part in their relations with
society.
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consequent on surgery are produced mainly
in four ways: (1) by disrupting or threat-
ening to disrupt a major pattern of adapta-
tion to life; certain organs (e.g. sexual)
often play an important part here; (2)
by activating a system of beliefs, assump-
tions, values and other notions which be-
come explicit determinants of action (e.g.
concerning the function of a particular
organ); (3) by attacking an organ whose
function has been guiltily maintained
throughout the patient’s life; and (4) by
constituting one more serious difficulty in
the life of a person already overloaded
with frustration and sorrow. All the indi-
vidual’s behaviour is geared to minimizing
the disruption of established patterns of
adaptation to life as he sees it. These pat-
terns include activity, beliefs, values, orien-
tations etc.; physical organs play a greater
or lesser part in this adaptation, and so

threat involving these organs will result in
the use of mechanisms of defence propor-
tional to the perceived disruption and
possible loss. This view of the behaviour
of the patient is considered in the various
conditions of the pre-operative, surgical,
reparative and post-operative phases.

SUTHERLAND, A. M., and OrsacHh, C. E.
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and cancer surgery: 11 Depressive
reactions associated with surgery for
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SUTHERLAND (1959).
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mary of findings. Cancer (Philad.) 5,
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4. Delay in Seeking Treatment for Diseases other than Cancer

This chapter will consider the evidence
regarding delay in treatment for other
serious diseases, since it is important to
know whether or not delay in seeking
care for cancer is merely a reflection of
general patterns of behaviour and parti-
cularly medical habits, or whether cancer
delay is a special case in which unrea-
sonable attitudes result in abnormally
long delay.

Evidence that delay or non-delay in
seeking care for cancer is determined by
a person’s general pattern of behaviour
concerning medical matters receives sup-
port from several studies (Coss et al.,
1954; GOLDSEN et al., 1957; HENDERSON
et al., 1958; and KinG and LeacH, 1950).
Contrary evidence comes from SuGaAr
and WaTkiNs (1961) and TITCHENER et
al., (1956), who found that non-cancer
cases delayed less than cancer cases, but
did not analyse their findings in terms
of general health habits. The importance
of such an analysis is brought out by
GoLDpsEN (1963), who further analysed
the findings of KuTNer and GoOrDAN
(1961) that people with cancer symptoms
delayed more than those with non-cancer

2%

symptoms. GOLDSEN showed that those
who did not delay when they had symp-
toms suggestive of cancer had “good me-
dical habits”, and of those who delayed,
significantly fewer fell into this category.
This question needs more study to distin-
guish between delay in cancer and non-
cancer cases, and also between those with
good and bad medical habits.

Studies of delay in the treatment of
other diseases are almost non-existent.
BrackweLL (1963) found a few tangen-
tially relevant works concerned with
cardiac cases.

The most relevant of these was by
JARVINEN (1960), who found that delay
was much greater in the case of males
following an attack of acute myocardial
infarction, and was also greater when
the attack occurred at home.

WiTTkOWER (1949) found that delay
in the treatment of tuberculosis resulted
from the unwillingness of the patient to
admit that he was ill, and from his denial
of the seriousness of his condition. Bau-
MERT and Horpe (1958) found the same.
(cf. similar reasons for not taking part in
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a tuberculosis X-ray programme (HocH-
BAUM, 1959) and a poliomyelitis vacci-

nation programme (ROSENSTOCK et al.,
1959).
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More details of the papers for which only
the authors are quoted above are given in
the list of references at the end of Chap-
ter 2.

5. The Individual in Society and Being II1

This chapter looks at studies of what
1s understood by “being ill”, since this is
an integral part of the situation that the
health educator must have before him in
designing and executing his programme.
What is it that society accepts as illness?
What does it mean to the healthy person
and the sick? How does hospitalization
affect the patient and his immediate circle,
and what part does the doctor play in this
complex interaction of factors?

Parsons’ theoretical approachhasstim-
ulated a great deal of work on the mean-
ing of illness and its consequences. In his
book, The Social System (1952), he tries
to explain the particular social system
which operates when a person is ill. The
normal member of society has certain
obligations to society and wvice wversa;
when he becomes ill, society releases him
from some of his obligations and imposes

others on him. One of the new obliga-
tions involved in being ill (or, in the cur-
rent jargon, as a result of assuming the
sick-role) is that of getting well again.
Hence the importance of the part played
by the doctor in this special social system.
Parsons and subsequent authors (e.g.
MEcHANIC, 1962; BrunN, 1962; Hovr-
LINGSHEAD and REebpricH, 1958; Such-
MAN, 1965) have developed various as-
pects of the theory of roles (see also
Chapter 9), an important element in our
understanding of how individuals and
groups interact in the face of disease.

There have been several studies of the
meaning of health and illness for people
living in various family and socioeco-
nomic conditions. Sociological and an-
thropological studies emphasize the social
nature of the sick-role, and the ways in
which communities employ myths to fill
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the gaps in their medical knowledge. This
is particularly relevant to our under-
standing of the origin and persistence of
prejudices and assumptions that are not
based on objective reality.

The concept of the sick-role is of parti-
cular importance to health educators. It
refers not only to the partially-isolated
individual (e. g. as a patient in hospital)
but also to the study of all that illness
means for society, and for the individual
as a member of that society. It seeks to de-
fine the breakdowns in proper functioning,
either physical or mental, which are ac-
cepted as illness and so permit the indivi-
dual to assume the sick-role. It also tries to
clarify the position which illness occupies
in the larger hierarchy of role-demands.
What society expects of the sick person
varies considerably from country to coun-
try and even from region to region in the
same country. In one place, he is expected
to stop work and seek treatment as soon
as certain accepted symptoms appear; in
another, with a tradition of stoicism, he is
expected to work on and fulfil his normal
tasks until he is physically incapable of
carrying on. The health educator who, in
such a community, seeks to introduce
prompt referral to a doctor for symptoms
which are in no way disabling faces an
impossible task unless he is aware of the
accepted norms of behaviour in the com-
munity and bases his efforts on gradual
change. Those who prematurely introduce
screening of healthy people for pre-
cancerous lesions in such communities must
be prepared to face a blank wall of in-
comprehension; for they cannot expect
their own values to be accepted when
they run counter to the whole structure
of roles in the recipient society.

The attitudes of the medical profession
are of paramount importance in any
health education programme. Not only is
active co-operation by the profession a
vital element of such work, but the at-

titudes of doctors and educators to the
problem must also be in agreement if the
programme is to have any hope of suc-
cess. Doctors play an important part in
the social definition of the sick-role, and
in the general education of the public
on matters of health. The close personal
relationship of doctors with their patients
makes them a potent source of influence
on the general public. (See chapter 11,
section on “The Communicator”). That
influence can be for good or ill, according
to the doctors’ own attitudes to the prob-
lems at hand and to the solution envis-
aged by the educator. Unless the doctors
in the community can be persuaded to
lend their support, whether moral or
practical, to a public education program-
me, it cannot succeed.

Reviews of Sociological aspects of disease
and medicine.

In other sections of this bibliography,
we have found it necessary to list re-
ferences to important studies at some
length. Fortunately, however, in this im-
portant section dealing with the psycho-
logical and social implications of illness
and medical care, it is possible to list a
few excellent works which either review
particular areas of the field, or cover a
considerable part of the whole field in a
collection of invited or reprinted chapters
by well-known workers.

Two excellent recent reviews of work
in sociology and anthropology in relation
to medicine have been written by PoLGAR
(1962) and ScorcH (1965); the latter
covers the two years succeeding Polgar’s
review. An earlier review was done by
CaupiLL (1953).

Five books which are highly recom-
mended to the reader are Health, Culture,
and Community, edited by B. D. PauL
(1955), Patients, Physicians and Illness,
edited by E. G. Jaco (1958), Sociological
Studies of Health and Sickness, edited by
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D. ArrLe (1960), and Handbook of Me-
dical Sociology, edited by H. E. FRree-
MAN et al., (1963). Together these four
works provide one hundred and thirteen
chapters or articles. A book which takes
a different form is Sociology in Medicine
by M. W. Susser and W. WarTson (1962).
Unlike the others, this is not a collection
of readings, but a well-documented con-
sideration of the interaction of sociology
and medicine in both peasant and in-
dustrialized societies. STOECKLE, ZoOLA
and DaviDsoN (1963) have made a useful

review of studies relevant to the decision
of patients to visit the doctor.

Finally, there are two bibliographies
which merit special mention. The first is
by Marion PearsALL (1963), and the se-
cond, included as a chapter in FREEMAN
etal. (1963) was compiled by O. Smm-
MoNns. They provide an excellent starting
point for anyone who wishes to undertake
library research into any aspect of the
literature concerned with the social set-
ting of disease.
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Section 11

The Behaviour of the Individual and Motivation

This section of the monograph is treat-
ed differently from the rest. It has been
possible in other sections to prepare either
detailed bibliographies of published work
on the study of attitudes to cancer, as in
chapter 1, which called for no more than
an accurate presentation of what facts
have so far been uncovered; or to present
a guide to some of the accessible and up-
to-date reviews of research in other dis-
ciplines, as in Chapter 5, in which our aim
has been to refer readers to authoritative
compendia of information rather than to
provide a substantial commentary of our
own.

In the present section, however, deal-
ing with the psychological and socio-
psychological aspects of what the health
educator and physician must regard as
inappropriate behaviour, we have found
it impossible either to present a guide to
reliable reviews of the situation, or to
attempt the task of summarizing all cur-
rent trends of thinking. There is so much
disagreement among specialists within the
field of psychology that the nonspecialist
would be courting disaster by advocating
one line of argument or another.

In this chapter, therefore, we have not
tried to give a balanced view of psycho-
logical theory, but to present a number
of pointers to the explanations offered for
certain types of behaviour. Given the for-
mat of this monograph, such a review
cannot hope to be comprehensive, but we
hope it will be stimulating to someone
coming new into the field of cancer ed-
ucation and provocative to those who
have been involved in it for some time.
It is not intended for the specialist.

The emphasis throughout is on point-
ing the way to published work which
seeks to explain the barriers to rational
action. We know that there are people
who, when faced with disturbing signs or
symptoms, visit the doctor promptly as
a means of resolving their anxieties. But
people of this kind are 7ot the ones who
pose real problems for the health edu-
cator. Our concern is necessarily with
the people who do not behave in the most
sensible way when threatened by the signs
and symptoms of disease.

Whenever a health-educator plans a
campaign or a lesson, he does so with
certain preconceived notions about man’s
nature and mode of functioning. When
he makes appeals of an emotional, rational
or other kind, he is, in fact, presuming
that man is of such a nature that he will
respond to the appeals in a particular
manner. The health-educator does not sit
down to have a philosophical or psycho-
logical “think” about the nature of man
as a preliminary to his work, though his
campaign might sometimes benefit if he
did so. MENDELsSOHN (1964) does pre-
cisely this from the point of view of those
involved in the planning and directing of
public education in safety campaigns;
his controversial but stimulating remarks
could be read with equal profit by those
involvedin public education about cancer.

One of the most important reservations
to keep in mind in considering any psy-
chological treatise is that the author is
dealing with an extremely complex being
in an equally complex situation. In con-
sequence, whatever starting point he tak-
es, whatever aspect he considers, whatever
concept he uses, and whatever tools or
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methods of study he employs, he is limited
to a greater or lesser degree in the overall
coverage of his subject and in the gener-
ality of his conclusions. This should, how-
ever, not prevent him from always at-
tempting to see man, his behaviour, and
his environment as an interacting whole.

Man is a complex of inherited physical
and psychical characteristics and disposi-
tions, able to learn new pieces of behav-

iour and concepts, and greatly influenced
by his social environment. Such a descrip-
tion of man includes those aspects usually
considered by psychologists under the
headings of heredity, drives, personality,
learning, motivation, perception, cogni-
tion, and the social and behavioural con-
cepts of groups, roles,communication, and
attitudes. It is with these that we will be
dealing in the succeeding chapters.
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6. Motivation

Probably one of the most obscure and
at the same time most important concepts
in psychology is that of motivation. It
is obscure to the extent that it is ill-defined,
and important in so far as it asks the key
question of psychology: why does man
behave as he does? The definitions of
motivation are as diverse as the ap-
proaches to this question, and as the dif-
ferences in emphasis placed on various
aspects of behaviour. Psychologists have,
however, been interested to a greater or
lesser degree in motivation of behaviour
as demonstrated by new or increased ac-
tivity, and/or they have been concerned
with the reasons or causes (i.e. the “why”)
of behaviour.

The structure of those theories con-
cerned with the “why” of behaviour de-
pends to a large extent on the sample of
behaviour that is examined. Thus “drive”
theories of motivation, that see all be-
haviour as the effect (direct, or indirect
e.g. as a result of learning) of a number
of primitive drives (hunger, thirst, sex,
etc.), are proposed mainly by those psy-
chologists concerned with lower animals.

On the other hand, those psychologists
who are especially interested in man in his
social setting will see his behaviour as
influenced by his surroundings in the
form, for example, of social roles, re-
ference groups etc.

One of the most pervasive ideas about
motivation is that it can be compared to
a hydraulic system: pressure or level
builds up until it flows over in the form
of behaviour. Such a view was taken by
early psycho-analysts and appears to be
generally supported by many theorists and
by everyday experience. This, surely, is
something of an oversimplification; the
inadequacy of the hydraulic analogy
would appear to lie in its failure to take
into account (1) the effect of learning on
the establishment of the hydraulic set-up
(often called “equilibration” or “equili-
brium”), and (2) the influence of factors
external to the person, especially, in the
case of man, social influences.

For the present purpose, however, it
has been decided to discuss a few impor-
tant aspects of motivation, rather than to
concentrate on theoretical issues.
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(i) Conflict

A frequent characteristic of behaviour
is conflict, which can be either between
possible but incompatible actions, or be-
tween ways of doing them (see CoreRr and
ArpLEY, 1964). Some people are able to
resolve conflict by appropriate action, but
it is with those in whom conflict is not so
resolved that cancer education is most
concerned.

Two of the most prominent researchers
into conflict have been LEwin (1931, 1935,
1938; also LEeEper, 1943) and MILLER
(1944,1951; DoLLARD and MILLER, 1950).
LewIN analysed conflict in terms of over-
lapping fields, forces and directed move-
ments in the psychological space that
included the person concerned and all he,
the individual, considered to be important
to himself. This view led to a classifica-
tion of conflict into three main types: —

1. approach — approach: i.e. the posi-
tive actraction of two incompatible goals.

2. avoidance — avoidance: i.e. both
choices are unattractive.

3. approach — avoidance: i.e. the am-
bivalent situation in which a person is
both attracted and repelled by the same
object.

These three types of conflict have dif-
ferent characteristics. In the approach—
approach situation, the conflict is only
really a problem to the extent that the
attraction to the two goals or objects is
nearly equal, since otherwise the more
attractive one would soon predominate
over the less attractive. The most im-
portant characteristic of avoidance—
avoidance is that the person in such a
situation will attempt to flee from both
objects, and can only be kept from doing
so by means of barriers (physical or psy-
chological). Another characteristic of such
conflict is that, unlike approach—avoid-
ance and to some extent approach—ap-
proach, the conflict is never resolved and
is often increased. There is often vacilla-

tion between the two undesirable goals.
Having said that the conflict is never
resolved, two reservations are necessary:
(1) that the barriers must remain impene-
trable, and (2) the individual may escape
psychologically from the situation. An
example of such psychological escape is the
use of defence-mechanisms by a person
who experiences great fear or anxiety
whichever way he turns (e.g. 2 woman’s
going to see a doctor versus living with
the possibility that she has cancer — she
may deny that she has any symptoms, or
rationalize them away, etc.). A typical
reaction of both animals and men in
grossly fearful and inescapable situations
is to “freeze” and do nothing.

The approach—avoidance experience
is perhaps the most common of all; very
rarely does an action seem attractive from
all points of view. No barrier is involved
here, since one is attracted towards the
goal, but also kept from it by the re-
pelling force associated with the goal.
Even more so than in avoidance—avoid-
ance, vacillation is the characteristic of
this conflict. Such conflict is particularly
interesting in the light of Miller’s work
in analysing conflict in terms of gradients
of approach and avoidance. He has pos-
tulated and demonstrated a number of
important hypotheses:

(1) the tendencies to approach or to
avoid increase the nearer the person is to
the goal; hence more effort is made at
the end of a course to obtain a desired
goal; but, on the other hand, one backs
away more from an undesirable or noxious
goal the closer one gets to it. (2) The
tendency to back away increases much
more than does the tendency to approach,
the nearer to the goal one is. A conse-
quence of this is that to reduce the tend-
ency to avoidance (e.g. by removing a
frightening warning-signal) will result in
a greater lessening of tension than will
be obtained by increasing the degree of
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attraction to the goal. (3) The strengths
of the approach and avoidance tendencies
depend on the underlying drives, and so
can be varied. Because of the character-
istics of the two gradients, changes in
either of them will have different results,
as mentioned already in (2) (see LEWIN,
1958). A small but important point is that
the distance from a goal is not strictly or
solely spatial, but psychological or tem-
poral. Important in any situation where
there are both positive and negative mo-
tivations is the level of achievement to
which a person aspires.

Mention has already been made of the
vacillation or hesitation that may occur,
especially where there is conflict between
two attractive goals, or between the at-
tractive and non-attractive aspects of the
same goal. This is a sufficiently common
phenomenon to merit special mention. In
this situation there is a critical point at
which the attractive and repulsive quali-
ties of an action will seem equal to the
individual. At such a point he will hesi-
tate most, perhaps even stopping alto-
gether. This is the moment of greatest in-
decision, and thus most crucial in any
decision to go on or go back. To continue
pursuing a course of action after this
point of commitment can result in in-
creased suffering, pain, loss, cost, or what-
ever is discouraging him from going to-
wards the goal. An example of this would
be the build-up of hesitation when some-
one finds that he has a symptom sugges-
tive of a feared disease. He will hesitate
and put off going to the doctor, and when
he finally does reach the consulting-room
he experiences a mounting conflict be-
tween, on the one hand, telling the doctor,
with all the possible sequelae of telling
(e.g. being told he has cancer, hospitaliza-
tion, painful treatment, or even death),
and, on the other hand, saying nothing
and being spared (for the moment!) all
such unpleasant results.

There are, of course, those who cope
with the situation and find appropriate
relief from these conflicts by putting
themselves into the hands of doctors
whom they trust. Fortunately, there are
many such people, but the numbers who
do not are still distressingly large, and it
is with the psychological background to
their inaction that we have been con-
cerned here.

(it) Frustration and reactions to frustration

In considering conflict we have, in
fact, been dealing with those situations
where one or other possibility open to a
person is hindered or frustrated. A great
amount of work has been done in study-
ing the effects of frustration in animals
and, to a lesser extent, in man.

One of the earliest examples was ob-
served in PavLov’s laboratories (PavLov,
1927): a dog was fed after being shown
a circle but not after an ellipse; as the
difference between them became less, the
animal found it increasingly difficult to
discriminate between them, until finally
its behaviour deteriorated to such a degree
that the effects have been called “experi-
mental neurosis”. Without examining in
detail the pros or cons of such a descrip-
tion, we can note the interesting effects
of ambiguous stimuli which are sometimes
associated with reward and sometimes
with punishment, and ask whether there
are not some similarities with possible
symptoms of feared diseases. For a fuller
treatment of “experimental neurosis” see
WATERS et al., (1960). At the human level,
psychoanalysts have attempted to show
that neuroses in adult life stem primarily
from unresolved conflicts in childhood.
There is evidence that conflicts are at the
root of psychosomatic ailments.

Although the suspicion of cancer does
not necessarily produce the extreme
forms of reaction to frustration discussed
here, these possible reactions are discussed
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in some detail to provide a theoretical
background to the problems of those who
behave unrealistically when confronted
with the threat of cancer. Different re-
search workers have emphasized different
reactions to frustration, some of which
are considered below:

(a) Repression.This can most easily
be described as “motivated forgetting”.
The extreme case of this is amnesia which
occurs when a motive is too threatening
and so results in high anxiety. There is
evidence for this in the Yale communica-
tion studies (e.g. HOVLAND et al., 1953.
See (i) p. 46 of present work) and in stud-
ies of perception (see chapter 7), as well
as in the classical psychoanalytical writ-
ings (see FrEuD, 1937). A relevant ex-
ample is the denial by a cured patient
that she has ever had cancer or been
told the diagnosis (AITKEN-SwAN and Eas-
SON, 1959).

(b) Rationalization. Another way of
dealing with a threatening situation is by
explaining away the fear-provoking be-
haviour. This is called “rationalization”,
for which abundant evidence exists in
everyday life; for example, the woman
who finds “good” reasons for not going
to see her doctor, or who finds alternative
but less frightening explanations for a
possible cancer symptom.

(c) Projection. This, basically, is the
placing of responsibility for one’s own
unwanted motives (which may be repress-
ed) or behaviour on others. Such a defence
is often to be found in prejudiced people
who put the blame for their own views
on the group they are prejudiced against.
An example of this would be a woman
who claims that she derived her attitudes
opposed to cytological examination for
cancer from her doctor.

(d) Aggression. Probably one of the
most common reactions to frustration is
aggression. Such a reaction is not strictly

a defence mechanism in that it need not be
covert, but it is designed to defend the
person frustrated, and it may lead to un-
conscious reactions. For example, the ag-
gression may be turned towards oneself
in self-blame, or it may be displaced and
directed against something else. Aggres-
sion is a frequent component in the re-
actions of a patient who has undergone
major surgery.

(e) Displacement.By this mechanism
a person is able to vent his (hostile) feel-
ings on someone other than the frustrating
person. This is the basis of the “scapegoat”
system. An obvious example of displace-
ment in the field of medical care is the
anger which is sometimes visited on doc-
tors when they are unable to help a patient
who has delayed too long in seeking help.

(f) Reaction formation. As the name
implies, this defence involves reacting to
the fear-arousing situation by overtly
going to the opposite extreme in one’s be-
haviour or expressed feelings (while the
real ones are repressed). It has been sug-
gested that the good response by people
to appeals by cancer organisations for
support and for voluntary help might be
a case of reaction formation.

(g) Regtression. This is par excellence
a psychoanalytical concept (FREUD, 1949)
and refers to the phenomenon of a person
who, when faced with a problem, employs
methods which were formerly successful
but which are no longer suitable. Regres-
sion may be seen in a person’s way of
dealing with his environment when under
great stress. For example, before or after
undergoing a major surgical operation, a
patient may adopt the purely passive role
of childhood in relation to his doctors and
treatment (see SUTHERLAND, 1959).

(h) Fixation. The final defence-me-
chanism to concern us here is the response,
or lack of it, to a situation in which the
individual moves neither forward nor
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back; he appears to “freeze”. This is also
a psychoanalytical concept, but much
animal-laboratory evidence is available
(e.g. MAIER, 1949,1956) to show the fixat-
ing effect of frustration. An example of
this type of defence-mechanism would be
a man who for a long period of time, and
in spite of contra-indications, had recourse
to quack-medicines for cancer symptoms.

(iii) Fear or anxiety

One of the most potent barriers against
escaping from a frustrating situation, and
one of the most frequent stimuli leading
to avoidance, is fear. Mowrer (1960 a
and b) has put fear at the centre of his
learning theory; by learning or condition-
ing it permits a person to anticipate dan-
ger, or other noxious situations. It can
be detached from its original association
with a painful stimulus and, by secondary
learning, become attached to new situa-
tions. In this way it is a powerful tool
and source of motivation. On the other
hand, the learning theorists have demon-
strated that fear-provoked behaviour is
often very resistant to change, even when
the painful stimuli are no longer present
(e.g. electric shock). Such evidence sheds
light on the persistence of human be-
haviour which is quite obviously mal-
adaptive: it was probably once successful
in reducing fear.

Mowrer was influenced in his views by
FrEUD’s theory of anxiety (synonymous
here with fear) (FrREUD, 1936, 1949). For
FrEUD, anxiety was central; it was the
warning signal that there was danger for
theindividual from the outside real world.
Freup distinguished between real, neu-
rotic, and moral anxiety. In the last an-
alysis all anxiety stems from reality, and
Freupn’s distinction rests on the psychic
media by which it is experienced, but it
does have value in distinguishing between
fear of the known danger (real anxiety)

and fear of the unknown danger (neurotic
and moral anxiety). The individual must
take action to reduce anxiety since it is
painful to him. If, however, he does not
know the source of his anxiety, he can
only reduce it by one of the mechanisms
we have already discussed — repression,
rationalization, etc. It is in this sense that
one can say that the reactions of many
people to cancer symptoms are neurotic;
they are reacting not to the physical
symptoms themselves, but to the neurotic
and moral anxiety created by false ideas
about having cancer. It is with such “un-
reasonable” and often excessive fear that
health-educators and doctors may have
to contend.

Without going too deeply into the
arguments in support of various lists of
basic motives, it is clear that many im-
portant “motives” are probably derived,
or receive their motive power, from un-
derlying fear.

It is important to stress that we are
dealing with fear almost to the exclusion
of other basic emotions and motives, not
because it is the only or most effective
one, but (a) because of its crucial role in
matters concerning health, (b) because it
is often an easy way to motivate people
(but not necessarily to make them act!),
and (c) because of its peculiar and often
contrary effects. From the earlier discus-
sion of the mechanisms used to defend
against anxiety, it is clear that the use
of fear as a motivator is quite likely to
result in failure if the fear is unavoidable
or irreducible by normal means, that is,
if all attempts to leave the situation are
frustrated and the only possible exits are
fear-associated. No-one would deny that
fear is a necessary source of adaptive be-
haviour, particularly when an isolated
and immediate action is desired (LEVEN-
THAL and Kares, 1963), but studies in
several areas of psychology demonstrate
its limitations:
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Psychologists, in their experiments
with animals, have shown that if fear is
too intense it is likely to impede rather
than assist performance. A “law” (quite
old for psychology) was stated by YERKES
and Dobson in 1908, indicating a rela-
tionship between task-difficulty and op-
timal level of motivation. Activation
Theorists, who see motivation in terms
of intensity of activation or arousal, have
demonstrated that as arousal (e.g. due to
“fear”) increases, so does efficiency, until
an optimal or best point is reached, fol-
lowing which there is a decline in effi-
ciency as arousal continues to increase.
(Durry, 1932, 1957, 1962).

Communication Studies carried out at
Yale (HovLanD et al., 1953) demonstrat-
ed the inefficacy of the use of fear ap-
peals; a more recent study (LEVENTHAL
and KAFEs, 1963) using antismoking com-
munications has produced further support
for this finding. They found that accept-
ance of a communication increases as the
amount of fear increases up to an optimal
point, after which acceptance declines as
fear increases. We shall deal with this
more fully when considering the effects
of communications on the changing of
attitudes (see page 46 below).

Some workers have suggested (see p. 10
for discussion) that people delayed not
out of ignorance of the facts, but out of
fear. There is also direct evidence from
Russia (OrLOVSKY, 1957) that the use of
fear as the stimulus in cancer compaigns
was a failure and in consequence was
abandoned (see also La PoINTE etal.,
1959). The importance of these considera-
tions for health educators is summarized
in Health Education Monographs No.6.
by R. S. Lazarus (1959).

Before leaving the topic of fear a
word or two must be said about how it
is learned. How does a person come to
fear a particular thing, or object, or ex-
perience? It may be as a result of personal

experience, or via the usual channels of
communication that exist in any society
or culture, or by association with some-
thing that is already feared. In other
words, we come to fear something accord-
ing to the usual principles of learning (see
the later section on “learning”, page 35).

There are many motivating drives
apart from that of fear, which are evident
in adult behaviour. Some of these, such
as hope, can be seen in relation to fear, or
as functioning in an inverse way. There
has been a growing realization among
psychologists, especially those influenced
by psychoanalysis, that man develops be-
yond the stage at which he is at the mercy
of his instincts, and past the stage where
he is concerned with bringing them into
line with reality; his control increases to
the point at which he can take an auto-
nomous, dynamic, and creative stand in
respect to his environment and himself.
Two forms of motivation which have
been the concern of social psychologists to
an increasing extent are man’s desire to
be with other people physically, psycho-
logically, and socially (affiliation motiva-
tion), and secondly the level of achieve-
ment or success that a person requires of
himself (achievement motivation).

Finally, and most important of all,
the health educator should not become
disconcerted because people do not react
in the way we (or any other “reasonable”
person) would expect in a particular situa-
tion. Men react according to the way they
see the situation, how it affects them, their
values and possessions, and not accord-
ing to the logic of the doctor, the lawyer,
or even the health educator.

Helpful references for studies of moti-
vation are Corer and APpPLEY’s (1964)
excellent book Motivation: Theory and
Research, ATKINSON’s An Introduction to
Motivation (1964), also the reviews by
MowreRr, Corer, and IRWIN in The
Annual Review of Psychology for the
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years 1952, 1959 and 1961, respectively.
McCLELLAND’s Studies in Motivation
(1955) is a useful and interesting collec-
tion of readings. For a fuller coverage of
the field with contributions from almost
every area, the Nebraska Symposium
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7. Perception

Perception refers to the way sensory
experiences are assimilated and under-
stood by the individual. BERELsON and
STEINER describe it as “the more complex
process than sensations by which people
select, organize, and interpret sensory
stimulation into a meaningful and coherent
picture of the world”. (BEreLsoN and
STEINER, 1964, p. 88).

The main aspect of perception to be
dealt with here is that there is no one-to-
one correspondence between what the
senses experience as a result of stimulation
and what the person experiences. Our
present task is to examine some of the
factors which bear on this.

The first thing involved in perception
is the manner in which the person attends
to his environment. But attention itself is
subject to a number of factors. Since it is
dependent, to a certain extent, on the sen-
ses and supporting bodily functions, it
will necessarily be subject to the normal
laws of fatigue — 1. e. attention will be
less when one is physically tired, or when
one has been at the task a long time,

though length of time is not all that is
involved. Interest is the most obvious fac-
tor involved in how long we persist in a
task and how hard we try at it. The inter-
est involved in attention or vigilance can
be affected by whether or not we feel that
we may benefit by it, or by our being
emotionally involved in it (e. g. because it
affects something we value), or by there
being a need that may be fulfilled by it —
which all boils down to its being suffici-
ently important to us. A third factor in-
volved in strength of attention is our ex-
pectation or anticipation that a particular
event will take place. This factor is syn-
omymous with the concept of “set”; there
will be a predisposition to perceive things
in a fixed (or set) way under the influence
of, for instance, bias, attitudes, prejudice
and special interests. This has been dis-
cussed by several authors in different ter-
minology, e.g. schema (BARTLETT, 1932),
assumptions (AMES, 1955), hypotheses
(BRUNER, 1951). Expectation, however,
has two sides to it: it will sometimes
enable us to observe something which we
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would otherwise miss (e.g. we expect to
see an unpleasant look on our enemy’s
face), but it also makes a novelty more
noticeable (e.g. a fair Latin, or a dark
Anglo-Saxon). The fourth and final fac-
tor influencing attention is the strength
and other characteristics of the sensory
input from the stimulus; a powerful
stimulus will attract our attention more
readily.

Closely related to attention is selec-
tion: what the individual selects from the
innumerable bits of information he re-
ceives about his environment via his sen-
ses. Obviously he cannot attend to all his
physical and social surroundings at once,
hence the functioning of attention as out-
lined above. Further selection is made
along similar lines, until finally only a
relatively small area of the whole possible
perceptional field reaches the person.
Through the influence of motives, inter-
ests, values, emotions, etc., selection is
made of the relevant objects; (see JENKIN
1957); defences are put up to prevent the
perception of unpleasant or potentially
disturbing or irrelevant objects. (See Bru-
NER and PostMmAN, 1947; McGINNIES,
1949; BrowN 1961). There is abundant
evidence that these perceptual processes
affect the perceived characteristics of the
object. Thus BrRUNErR and PosTMAN
(1948) demonstrated that positive and
negative values (of a dollar sign and a
swastika) led to the subject’s overestimat-
ing the size of the plastic discs on which
these were drawn as compared with a
neutral (geometric) sign. (see, also Lam-
BERT et al., 1949). PosTMAN et al. (1948)
demonstrated that personal value-systems
(e. g. religious, economic) can affect one’s
perception and memory (cf. also PosTMaN
and SCHNEIDER 1955). McCLELLAND and
ATxINsON (1948) have shown the effects
of hunger on the perception of volunteers:
food-related objects (e.g. fork, table) in-
creased in frequency (up to a point) when

the subjects were asked to relate what
they perceived, when in fact nothing was
there. PosTMAN and BRUNER (1948) have
shown the effect of stress on perception,
resulting in a kind of perceptual reck-
lessness. ATkiNsoN and his co-workers
have shown that motivation to achieve-
ment (i. e. to succeed) can affect recall of
an unfinished task (ATkINsON, 1955).
There is also evidence about the effect
that racial attitudes and one’s own colour
can have on perception. (SEELMAN, 1940;
MaRrks, 1943). The processes of perception
will have similar effects on what is learn-
ed and what is remembered.

It is important to note that perception
is amenable to training. Examples of this
in everyday experience are not hard to
find: the doctor examining a slide under
a microscope or an x-ray; the farmer
noticing the finer points in his animal’s
condition, breast self-examination for
cancer symptoms. There is also experi-
mental evidence for this from Hac-
GARD and Rosk (1944), and ScHAFER and
MurpHY (1943) among others. Much of
the research into the discrimination of
different stimuli and learning to discri-
minate between different stimuli and
patterns of stimuli is in fact research into
perception. (see WooDWORTH and SCHLOS-
BERG, 1955, p. 582 ff.; Oscoop, 1953, p.
350 ff.). A third source of evidence re-
garding the element of learning in per-
ception is to be found in the many social,
cultural and anthropological studies of
attitudes. (e.g. PauL, 1955) and prejudices
(ArrLE, 1960; HurLOCK, 1964; RAaAB and
LipseT, 1959; SHERIF, 1935; also the many
studies on social conformity.) As a result
of experiments, especially with visual
objects, a law of perception has been pro-
posed which states that, particularly
where there is ambiguity in the stimuli,
one will organize what one sees according
to one’s expectations and needs; that the
part will be seen in relation to the whole,
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that is, in context; and there will be a
tendency to homogeneity, so that there
will be symmetry, regularity and sim-
plicity of perception.

Extending these laws to the non-sen-
sory, we can see that they have obvious
application to the organization of in-
formation, to memory, (see BARTLETT,
1932), and to such things as the compo-
sition and functioning of social groups.
Regarding the effect that perception has
on the reception and acceptance of com-
munication, we shall have more to say
later. Man’s activities in his society, and
even the society itself, are, to a large ex-
tent, governed by the way he perceives
his environment. We follow men we per-
ceive to possess the qualities we expect
in a leader, and whom we perceive to
promise satisfaction of our needs. We
listen to men we perceive to possess the
necessary qualifications of reliability, and
who will not contradict what we hold
strongly. We associate with men we per-
ceive are like ourselves, satisfy our desire
for comradeship, etc. We blame men we
perceive to be the cause of harm to us.
For an extensive consideration of this we
refer the reader to Person Perception and
Interpersonal Bebaviour, edited by Taci-
urt and PetrRULLO (1958). (See also
BruNErR and TAGIURI, 1954; TAGIURI et
al., 1958; Jones and DECHARMs 1958.)
WoopworTH (1958) places great stress
on the interaction between man and his
environment, and emphasises the function
of perception in man’s “dealing with the
environment”. [See KurNer (1958) for
social perception in the patient-surgeon
relationship.]

The usefulness of these findings has
been greatly increased by recent evidence

for the existence of a relationship between
personality and perception. If it is true
that certain types of people perceive in a
particular way, or even that people tend
to perceive in a fairly consistent way,
then our powers of prediction of people’s
behaviour are enormously increased. (See
ALLPORT, 1958; BLAKE and RAMSEY, 1951;
WrTkIN et al., 1954.)

For the health-educator, the way a
person or potential patient perceives the
educator, doctor, hospital, illness, etc.,
is of crucial importance. (See Chapter
Five on this subject). The factors of ex-
perience, learning, and expectations are
important, for example, in the current
situation, where the public is aware
mainly of those cancer cases that are
fatal.

For a comprehensive review of the
theories of perception and research in
this field, the reader is referred to F. H.
ALLPORT’s book, Theories of Perception
and the Concept of Structure (1955). For
a consideration of the research with less
emphasis on theory he is referred to VEr-
NON (1952). Oscoop (1953) has an ex-
cellent section (pp. 191—298) covering
all aspects of perception and some of the
theoretical problems involved. Various
sections of BERELSON and STEINER (1964)
give useful summaries in the different
areas of psychology. A useful and yet not
too advanced book is ABERCROMBIE’S The
Anatomy of Judgment (1960). A lecture
given by G. W. ALLporT to health edu-
cators on “Perception and Public Health”
is issued as one of the Health Education
Monographs (1958). HocHBERG (1964)
deals with perception briefly, simply and
interestingly.
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8. Learning

The expression “learning theory” will
be used here to refer loosely to those parts
of psychology that deal with the way in
which individuals learn. There have been
relatively few attempts to draw conclu-
sions from this field of study and apply
them to health education. Learning theory,
though a specialised field in itself, has
never really surmounted the hurdle pre-
sented by the sheer complexity of human
behaviour. As a result, it has tried to
simplify its object of study by using lower
animal species and also by theoretically
isolating the elements of behaviour (e. g.
incentive, drive, habit, inhibition, etc.).
Little can therefore be validly extra-
polated for application to human be-
haviour. But there are two ways in which
learning theory may be of assistance. We
may be able to glean a few indications
or clues to guide us to the human sit-
uation. Secondly, we can examine the one
area in which human subjects have been
studied extensively — the process of re-
membering.

One of the corner-stones of all learn-
ing theories has been the concept of rein-
forcement, and though psychologists differ
in their views about the nature of rein-
forcement, it is one of the most prominent

3%

aspects of learning in everyday life. Any
attempt to define “reinforcement” will
depend on whether one takes a pragmatic
or a hedonistic point of view. From the
pragmatic viewpoint, reinforcement refers
to anything that increases the probability
of a certain action being performed. From
the hedonistic viewpoint, reinforcement
is seen solely in terms of pleasure and
pain, pleasure increasing (reinforcing)
the likelihood that an action will be per-
formed, and pain reducing it (negatively
reinforcing). For our present purposes a
combination of both is probably most
useful. People are more likely to do things
that are pleasurable and avoid those that
are painful; but one must remember that,
although some things are generally agreed
to be pleasurable or painful, there are
many occasions on which more than one
interpretation is possible, and it then be-
comes a personal, subjective matter. Prior
study is, then, required to discover just
what people regard as pleasurable and
what as painful, and to what extent they
do so. Thus, going to see the doctor may
be pleasurable (or rewarding) for some
individuals, classes of individuals, or sec-
tions of society, but painful (or punishing)
for others. There are, for instance, some
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societies — such as peasant communities
in Greece — which regard seeking medi-
cal advice as a sign of weakness; yet some
tribal societies in Africa regard prompt
care of the breadwinner as an urgent and
vital duty. The two norms of behaviour
would colour the views of individuals in
those communities regarding what con-
stitutes rewarding or punishing activity.
Psychologists usually talk in terms of re-
ward and punishment. Bearing in mind
what we have said above, these two terms
may, with care, be used as alternatives for
pleasure and pain.

Ignoring variations in the points of
view of different psychologists concerning
the definition of ‘reinforcement’ and the
part it plays in learning, one can say that
reward and punishment have their own
characteristic effects in the learning situ-
ation. Careful consideration should be
given to what behaviour one wishes to
produce. Taking a simple situation of
doing or not doing a certain action which
we will call A, the aims of the educator
can be (i) Not to do A — and, by infer-
ence, doing anything else but A; or (ii)
not to do A but to do B or (iii) to do A.
There are several possible combinations
of reward and/or punishment which may
be used to achieve (i), (ii) or (iii). For (1)
it should be sufficient merely to punish
the doing of A. (ii) can be achieved by
making a reward attached to the per-
formance of B sufficiently attractive to
exclude that of A; it may be necessary,
though, to punish any attempt at A. For
(iii) one must either reward A, or exclude
by means of punishment all other alter-
natives. It must be pointed out, however,
that the above is one of the simplest of
situations. There will usually be more
than two possible courses of action, and
each one will be more or less attractive
or repulsive. Furthermore, the importance
of the strength of the punishment must be
stressed, for, if it is too great, there is a

possibility that it will have a paralysing
effect, and (in (ii) for example) the sub-
ject when punished for doing A will
“freeze” and be unable to follow the
alternative course of action, B. Without
taking sides with one theory or another,
this is the effect that has been found both
in experiments by learning theorists and
also in communication studies which use
fear as a motivator.

MowRER calls attention to the different
consequences of the use of the two types
of reinforcement. Discussing the effect of
what he calls danger signals? (stimuli, ob-
jects, or situations repeatedly associated
with punishment) he says “a teacher (or
any other person) who is constantly
emitting danger signals will tend to drive
students away from her (and from the
school situation in general), whereas a
teacher who emits safety signals and pro-
mises (which are confirmed tends to at-
tract them. And this is important educa-
tionally” (Mowrer, 1960).

Animportant experimental finding sup-
portswhatone would expect from common
sense; punishment that is avoidable is
much more effective than that which is
unavoidable. This is important in every-
day life, in which going to the doctor
when something serious is suspected may
seem to involve unavoidable punishment
if the patient believes that nothing can
be done, or knows that treatment will be
long or painful. There is also evidence
that subjects prefer a situation in which
there is a warning signal of danger that
permits avoiding action. It is likely that
when punishment is unavoidable other
defences will be attempted. In the case of
human beings these will often be mental

t It should be noted that Mowrer’s use of
the term “danger signals” is in no sense syno-
nymous with the use of the same term in the
public education programmes of the American
and Canadian Cancer Societies.
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defences, such as denial or withdrawal.
(See page 26 of this work.)

Just as certain stimuli obtain their
significance from association with punish-
ment, others associated with reward or
the avoidance of punishment can act as
safety signals, or can in themselves be
reinforcing by means of what is termed “se-
condary reinforcement”. This is a crucial
concept in all learning theories, if not in
all learning, and has been used to explain
all sorts of anomalies.

One of the most important factors in
reinforcement is what has been called the
“schedule” of reinforcement i.e. how
often and when an action is reinforced
or punished. There is a great deal of evi-
dence to show that an action that is rein-
forced intermittently (i.e. not on every
occasion) is harder to extinguish than an
action reinforced on every occasion. This
is possibly due to the effect produced
when a person finds that a situation no
longer holds true; a single exception can
disprove a rule stated as universally true,
but will not have such an effect on a rule
only claimed to hold in certain cases —
hence the inadvisability of making false
claims in educating the public, as, for ex-
ample, giving the impression that all
cancers are curable.

The delay between an action and the
reward of punishment of that action
should, from common-sense and experi-
mental evidence, diminish the power the
reinforcement has. Only infrequently in
everyday life do all the good and bad
results of behaviour follow immediately
or even closely after its completion. It is,
therefore, a crucial problem in the most
significant areas of social learning to
bridge the gap between act and conse-
quence. In cancer education an obvious
example is the often lengthy time-lag
between the first seemingly trivial symp-
toms that lead to delay in seeing a doctor
and the onset of painful or incapacitating

symptoms. The problem is even greater
when the relationship between actand con-
sequence is further obscured by imme-
diate satisfaction, as in the case of ciga-
rette smoking.

An interesting situation arises when
elements of both reward and punishment
are present. The individual concerned
may either exaggerate the reward of
his action (maximize the gain), e.g.
by going to the doctor, regardless of his
belief that treatment may be painful or
financially crippling; or he may play
down the punishment aspect (minimize
the loss) by staying away and offsetting
the danger to his health by his continued
freedom from painful treatment and fi-
nancial loss. It has been suggested that
how the individual will assess the situa-
tion may well be a question of personality.
No one form of education can therefore
hope to encompass all the possible vari-
ants of human response, and it is impor-
tant for the educator to be constantly
aware of this in designing his programme.

An important aspect of any learning
situation is the extent to which the learn-
ing is aided or hindered by the similarity
of present circumstances and actions to
those of previous learning situations. It
is evident that when a new response has
to be learned there is a problem of habit-
breaking. A habit will be more difficult to
break the older it is, or the more it has
been practised. It will also be difficult to
break if the new and old responses are
incompatible. It is therefore obvious that
a health educator will find great difficul-
ty in changing old-established patterns of
behaviour or attitudes when they are in-
compatible with the new response (e.g. the
old habit of denying the existence of an
illness and the desired new response of
seeking prompt medical care).

The topic of remembering is only one
part of the complex field of learning, but
in many respects it is the most important
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aspect of the eductional process. No at-
tempt will be made here to summarize the
enormous amount of work that has been
done since the earliest days of modern
experimental psychology. For an ex-
cellent review and critical consideration
of this, the reader is referred to chapters
12 and 13 of C.E. Osgood’s book Method
and Theory in Experimental Psychology
(1953).

Recognizing that we shall leave our-
selves open to the criticism of over-
simplication, we nevertheless think it is
useful to consider some of the main ele-
ments involved in remembering. The first
is a short-term temporal factor, which ac-
counts for the build-up and dissipation
of inhibition. The inhibition referred to
here is the sort that develops throughout
the performance of an action or with re-
peated performance, that is, a type of
fatigue. This temporal factor helps to ex-
plain the phenomena of the bow-shaped
curve of learning, reminiscence, and the
superiority of distributed practice. We
shall deal only with the last of these
phenomena.

Distribution of learning refers to the
way in which it is spread out through
time. Thus a person learning a list of
words must decide (i) how slowly he
will read each word, (ii) how many
words he will read before taking a rest,
and (iii) how many times he will read
the entire list before resting. The ex-
perimental evidence demonstrates the
superiority of distributed learning as op-
posed to massed learning. In practical
terms these results mean that it is ad-
vantageous to procede slowly, with pau-
ses sufficient to allow for the dissipation
of “fatigue”.

The second factor is known as inter-
ference. The basis of this is the similarity
between (i) elements of the material to
be learned e.g. the similarity of words in
a list of words, or (ii) the similarity be-

tween the learned material and subsequent
material. For instance, the learning and
remembering of a list of words will suffer
more interference if the subject is faced
with the highly similar task of learning
another list of words than if he is called
on to learn the dissimilar task of driving
a car. Constant exposure to similar learn-
ing tasks accounts for the cumulative loss
in retention of material with time.

There are also other factors that both
common-sense and experimental evidence
tell us must influence learning and re-
membering. The meaningfulness of mate-
rial is one such. It is obviously easier to
learn ten words which form a meaningful
sentence than ten unconnected words.
Trite though this statement may seem, it
is too often disregarded in preparing ma-
terial for the general public. It is all too
easy for the specialist in medicine or
health education to frame his message in
the language of his own reference group.
Even when a conscious effort is made to
avoid mishap, only careful testing of the
material will ensure that it conveys the
meaning intended without the intrusion
of uncomprehended factors. Another such
factor is motivation, which plays as large
a part in learning as in any other field of
human behaviour. We remember better
those things in which we are personally
involved. The educator must therefore dis-
cover and make use, in his educational
programme, of the hopes, fears, social
norms and existing beliefs of his audience,
so that his message will appear to have
the most personal appeal possible to the
recipient.

Before closing this section, we should
mention the important influence that per-
ception may have on the processes of
remembering and learning. Perception, as
used here, does not refer to the use of the
five senses, but to the way in which com-
munications are grasped at the intellectual
level. The two forms of perception,
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though distinct, are in many ways an-
alagous, and some of the principles de-
rived from the study of sensory per-
ception apply equally to intellectual per-
ception. One of the most important of
these principles is that of “set”, which we
have already defined as a predisposition
to perceive things in a fixed (or set) way,
under the influence of, for instance, bias,
attitudes, prejudice, and special interests.
This principle is also included in laws put
forward originally by the Gestalt psy-
chologists, and summed up by the law of
prignanz, according to which “psycho-
logical organization will always be as
‘good’ as prevailing conditions allow”. In
simple terms, this means that the way in
which people perceive, receive and or-
ganize the information offered will tend
to follow a pattern of symmetry, regu-
larity and simplicity. They tend either to
make communications fit in with what
they already believe, or to complete the
(to them) unfinished picture by a series of
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9. Roles

We shall deal later with the function-
ing of groups. Studies of groups have
importance for many reasons. They are,
first of all, the unit of society in which
all behaviour takes place: men never act
in a vacuum, they are always members
of a number of groups, and their actions

will have an effect on some at least of the
members of some of these groups. Second-
ly, the attitudes of the individual are to a
great extent derived from, and reinforced
or maintained by, the relevant groups to
which he belongs and with which he in-

teracts. Lastly, we stress the importance
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of group-studies because the health edu-
cator is so often concerned with influ-
encing the individual through the group
(for example, the audience or the dis-
cussion-group). In dealing with group-
studies we will have cause to mention the
effect of a person’s status or position in
the group on the power the group has
over his behaviour and attitudes.

In any group there is an uneven distri-
bution, if not of power, then at least of
status or ranking (which can be based on
any number of different criteria). There
is also a distribution of functions or tasks
according to the aims, values and needs
of the group. Certain members of the
group, therefore, have to perform certain
tasks when called upon to do so either
formally by the members or rules of the
group, or less formally as a consequence
of being 2 member of the group, or pos-
sessing the qualities or skills necessary to
carry out the task. In this way the group
and its members come to expect the per-
formance of certain actions by different
members. When this happens, the person
in question fills a role in the group which
entails the fulfilling of certain duties by
that person in line with the expectations
and rights of the group. Roles within a
group (e.g. family) are sometimes speci-
fied and controlled by the wider cultural
environment in which a person exists.

The mere fact that a group expects the
holder of a role-position to act in a par-
ticular way does not necessarily imply
that he will either be aware of this, or
that, being aware of it, he will act ac-
cordingly. In this case, as in many others,
the way a person perceives the role and
its associated expectations will be of para-
mount importance. A distinction must
therefore, be made between roles and
role-behaviour.

It is not uncommon to find that two
individuals occupying similar role-posi-
tions will behave in different ways as a

result of different interpretations of the
duties involved. On the other hand, a
role is very often independent of the oc-
cupier of the role, since the role can con-
tinue to exist in spite of there being a
number of different individuals holding
the role-position over a period of time,
or even if there is no one occupying the role
at all. We can say, therefore, that there
is a certain continuity associated with a
role. Since an individual occupies many
positions simultaneously (e.g. father,
worker, patient) there will be several ex-
pectations to be fulfilled at any one time.
Sometimes these expectations will be in-
compatible with each other or with those
of another person; on other occasions con-
fusion will arise from the lack of agree-
ment by members of a group about the
expectations of a particular role. In such
cases of conflict or confusion a person
will have to solve the conflict by the use
of one or more of the following: relin-
quishing one of the roles, redefining the
expectations, or limiting the function of
the roles so as to ensure a separation of
the conflicting roles.

We have been talking about roles in
terms of the group. It must be made clear,
however, that groups are as diverse in
their characteristics as are the forms of
interaction and relationships between two
or more people. Whenever two or more
individuals interact socially there are al-
ways a number of expectations (expressed
or understood) about the behaviour of the
one with respect to the other, and to this
extent a person is always occupying some
role (e. g. Superior-inferior, older-youn-
ger) when he interacts with other people.
Roles are thus the link between an indi-
vidual and society.

The lesson from all this for the health-
educator is that a person never acts in
isolation but is always a member of a
group, whether itbe a formally constructed
one or merely the informal interaction
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between two people (e. g. health educator
and recipient).

The educator should ask himself what
the recipient of his communication ex-
pects of him in the role of health-edu-
cator, doctor or any other role he might
be seen to occupy. The recipient’s expec-
tations about his own behaviour as a re-
sult of being in the role of recipient,
patient, pupil, etc., must also be ex-
amined.

Of perhaps greatest use to the educator
in the planning of a health education pro-
gramme is a clear perception of the struc-
ture of the society or community in which
he is working. By means of an exami-
nation of the roles filled by various mem-
bers of the society, one can identify the
key positions at which to direct one’s cam-
paign. Such positions are usually filled by
those occupying the roles of leaders in the
community, whether it be in terms of
economics, religion, scholarship, govern-
ment or any other criterion of status and
leadership. This analysis must be made
(not necessarily academically, but at least
superficially) down through the entire

social structure. All the role-positions an
individual holds and the role-expectations
that go with them (e.g. work, family,
government) will have an effect on his
behaviour, including that associated with
his health. (See Chapter Five on the “sick
role”). Such an analysis is even more ne-
cessary, since, when working with a so-
ciety or part of a society with which one
is not familiar, one can never presume
that positions in the different societies, or
even in different parts of the same society,
are similar in the duties, rights, and ex-
pectations that go with them.

For works on the subject of roles the
reader is referred especially to L. R. SAr-
BIN’s review in Lindzey (1954), also rele-
vant chapters in Human Society by K.
Davis (1949), and in Sociological Theory
and Social Structure by R.XK.MEerTON
(1957). Napev’s The Theory of Social
Structure (1957), NEIMAN and HUGHES’s
“The Problem of the Concept of Role —
a Re-Survey of the Literature” (1951),
and PaRrsoN’s The Social System (1952)
should also be consulted.
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Section II1

Attitudes and Communication

10. Attitudes; Definition and Theory

In the first chapters of this work we
presented evidence to show that many
people react to the idea of cancer in a
largely negative and unwarranted manner.
This is only one example of what is com-
monly termed an attitude. Other examples
abound: racial prejudice, political and
religious attitudes, etc. Before any attempt
can be made to change a person’s attitu-
des, as clear an idea as possible is required
of what an attitude consists of. Although
there is no unanimity among psycho-
logists on this point, we shall attempt to
outline those points on which agreement
exists.

First of all, attitude is not a tangible
or even an observable thing; it is, rather,
a concept used to describe something that
isinferred from observable behaviour. The
element common to nearly all definitions
of an attitude is the consistency in the
way a person acts when confronted with
a particular object or class of objects
(persons or ideas). Observation must be
made of a representative sample of be-
haviour; that is to say, the observations
must be spread over a period of time, on
a number of occasions, and in relation to
several members of the same class of ob-
jects, if generalization of one’s findings
is to be made to a whole class of objects.
So, for example, we judge a person’s
racial attitudes from observing his be-
haviour on several occasions when he
meets individuals of a different race, and
from seeing if he behaves in a consistent-
ly negative (or positive) manner to people

of one racial group as compared with
those of another.

The concept of “attitude” is often
rendered vague by failure to define its
meaning. It should be possible, however,
to eliminate much of this vagueness by
using behaviour as the criterion. To make
an accurate assessment of behaviour is no
easy matter, but it is certainly a safer
guide to attitudes than the verbal evidence
of interested parties. Attitude scales and
other forms of attitude measurement are
only valid to the extent that they agree
with observed behaviour.

Given a broad description of attitudes,
we may now ask: of what is an attitude
constituted? Theoreticians in this field
have distinguished cognitive, affective
(emotional), and behavioural components
of attitudes (e. g. Katz, 1960).

The supposed presence or absence of
these, their interrelations, and the em-
phasis placed on any of them, differentiate
the theories of attitudes and attitude-
change.

A governing principle behind several
of the theoretical approaches is that when-
ever there exists an inconsistency between
the elements of an attitude, or between a
number of attitudes, there is a natural
tendency to remove the inconsistency. An
example of inconsistency between the
elements of an attitude is the conflict bet-
ween what people know about the dangers
of cigarette smoking and their persistence
in the habit. Another example is the dis-
crepancy between the good one knows
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about a person and the ill-feeling one has
for him (the basis of much prejudice). An
example of the inconsistency between two
attitudes is the coexistence in one indivi-
dual of belief in universal suffrage along-
side an opposition to votes for a particu-
lar section of the community.

How inconsistency is removed will
depend on the situation, the attitudes in-
volved, and the individual concerned, his
personality etc. A possible solution will be
to bring one of the inconsistent elements
or attitudes in line with the other. Some-
times this will be done in the most reason-
able way, resulting in the individual do-
ing what he knows is best (e. g. by not
smoking, or by acting without bias in
agreeing to votes for everyone). Such a
solution of inconsistency is, unhappily,
more of an ideal than a fact. One does
not have to look far for examples of
irrational solutions. We make frequent
use of the defence-mechanisms of re-
pression, rationalization, projection etc.
(see page 51 et seq. of this work) to elimi-
nate the conflict. A typical example is
to argue away or repress the evidence
against cigarette smoking (See FEATHER,
1963). Alternatively, the wrong element
is sometimes brought into line with the
other, as when someone distorts what he
knows about another person to lend
support to his hostile feelings towards
that person. Another example of this,
from the field of health education, is
provided by people who quote examples
of fatal cases of cancer in support of
their view that all cancers are inevitably
fatal, ignoring the many cases where a
successful cure is achieved.

Theories that postulate a principle of
the sort outlined above are:

1. Cognitive Dissonance (FESTINGER,
1957, 1964; Breum and CoHEN, 1962).

2. Principle of Congruity (Oscoob,
1960; Oscoop et al; 1957).

3. Principle of Balance (CARTWRIGHT
and HarARY, 1956; HEIDER, 1946, 1958;
McGUIRE, 1960; ROSENBERG, 1960, 1965).

4. Strain to Symmetry (NEwCOMB,
1953, 1956).

5. Structural Balance Model (FEATHER,
1964.

6. Homeostatic Theory of Attitude
Change (Maccosy and Maccosy, 1961).

7. Cognitive  Summation  Theory
(FisHBEIN, 1963; FisuseiN and HUNTER,
1964).

The listing of the theories in this way
should not lead the reader to under-
estimate the theoretical differences in-
volved. But, on the other hand, it seems
safe to say that they are to a great extent
complementary, and all have implications
for the use of communications in the
changing of attitudes. They emphasize the
ways in which such communications (e. g.
health education programmes) can lead
to discrepancies between attitudes, and
between elements of an attitude.

They also suggest possible measures
that may be taken, whether rational or
irrational, to resolve these discrepancies.

If the reader now sees an attitude as
a concept much less simple than was
previously imagined, this is perhaps a good
thing. An attitude is not something that
can be easily manipulated and dealt with
in isolation. Attitudes, as KaTz (1960) has
stressed, serve a purpose in the general
complexity of the needs of individuals.
Thus, when people have negative attitudes
to cancer, the educator must be aware of
all their needs (e. g. to preserve life, to
protect the family and possessions, etc.)
before venturing on any attempt to alter
those attitudes.

Worthy of special mention is the re-
search that has been carried out under
the Yale Communication and Attitude
Change Program. This research has in-
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corporated much of the underlying theory
alluded to in this section, and has involved
a systematic study of the many factors
involved in the use of communications
for the changing of attitudes. The main
findings are summarized in the next
chapter. (See HovLaND et al; 1953; Hov-
LAND and Janis, 1959; ROSENBERG et al;
1960; SueriF and HovLanD, 1961; see
also SHERIF et al; 1965).
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11. Attitude Change and the Effects of Communication

The treatment of this area of the be-
havioural sciences will differ from that
in preceding sections. Following BERELSON
and STEINER (1964), the findings are
presented in the form of short summary
notes, each of which is supported by ap-
propriate references.

The several factors involved in a com-
munication are succinctly expressed in the
question: “who says what in which
channel to whom with what effect”.
(SmrTH el al., 1946).

The communicator

This is not a factor about which much
is known. A great deal of research has
been carried out into the characteristics
of leaders; to the extent that it is often
the leader that communicates, these studies
are relevant. But the health educator is
often, at best, only a temporary leader;
of more relevance to him are those studies
concerned with characteristics of the
communicator and how they affect accep-
tance of a message. Again we must stress
the importance of the physician as a
health educator, even when he does not
wholly appreciate this inevitable outcome
of his communications with his patients.
This has been clearly demonstrated in cer-
vical cytology screening programmes

(BresLow and HocHsTiM, 1964; GaLLup,
1964; MARTIN, 1964; WAKEFIELD and
Barié, 1965; KEGELES et al., 1965).

1. Although the credibility, trustwor-
thiness, fairness or prestige of the source do
not have any effect on the learning of
factual material, such a source will re-
sult in greater attitude change than a
neutral source, but this effect will wear
off as time helps to dissociate the source
and content. Dissociation can also occur
when a highly credible source advocates
a disliked attitude. Trustworthiness in the
present case refers especially to the extent
to which a person feels he is being mani-
pulated by a communicator.

See: ALLYN and FESTINGER, 1961;
FESTINGER and MAaccoOBY, 1964; HOovLAND
et al., 1953; Hovianp and MANDELL,
1952; HovLanDp and Weiss, 1951; KEL-
MAN and HovLaND, 1953 ; KERRICK, 1958,
1959; Manis, 1961'b; MERTON, 1946;
MiLrs and ARONSON, 1965; PASTORE and
Horowitz, 1955; TANNENBAUM, 1956;
WALSTER and FESTINGER, 1962; WEIss,
1955, 1957; Weiss and Fing, 1956.—
Negative finding, Apawms, 1960.

2. Recipients of a communication
tend to agree with a well-liked speaker,
and disagree with a disliked one.
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See: KELMAN and EAGLEY, 1965; MiLLs
and AronNsoN, 1965; Oscoop and TAN-
NENBAUM, 1955; WinTHROP, 1956, 1958.

3. Within limits of acceptance, the
greater the difference between the com-
municator’s position and that of the com-
municatee, the greater the change of the
latter’s position.

See: ARONSON et al., 1963; BERGIN,
1962; BreuM and CoHEN, 1962; FESTIN-
GER, 1957; GOLDBERG, 1954; HovLaND
and PriTzKER, 1957; SHERIF and Hov-
LAND, 1961; E. E. SMITH, 1961; ZIMBAR-
Do, 1960.

The limitations referred to here in-
clude:

Personality characteristics of the recipient:
VipuLicH and Kamvman, 1961.
Assimilation — contrast effects; boome-
rang: BrREHM and CoOHEN, 1962; BREHM
and LipsHER, 1959; Brock, 1965; COHEN,
1962; DiLLEHAY, 1965; HARVEY and
RuTtHERFORD, 1958; HELSON, 1964;
HoviLanDp et al., 1957; KELMAN and
EAGLEY, 1965; MANIs, 1960, 1961a, 1961b.
SueriF and HovLaND, 1961; SHERIF et
al., 1965; Weiss, 1961b; WITTAKER,
1964.

Amount of coercion: BrexaM and
COHEN, 1962; FESTINGER and CARLSMITH,
1959.

Amount of commitment, and change
possible: BRErnM and CoHeN, 1962.

Credibility of the communicator:
doubtful credibility will lead to resistance:
ARONSON et al., 1963; BERGIN, 1962;
FisuEr and LusiN, 1958. HOVLAND et al.,
1953; HoviLanp and WErss, 1951. — Ne-
gative findings: FINg, 1957; KAMENETSKY
and ScumIDT, 1957.

Involvement: FREEDMAN, 1964 ; SHERIF
et al., 1965.

The communication

The communication is concerned with
what is said and how it is said. Typically,

a communication intended to change an
attitude employs arguments and/or posi-
tive or negative emotional appeals. LE-
VENTHAL (1965) has reviewed current
evidence regarding the effects of fear in
health messages.

(i) Type of Appeal

1. Fear-arousing appeals are effective
only in so far as they are meaningful to
the individual, and only if they are ac-
companied by a reassurance that the thre-
at can beaverted, and hence the emotional
tension reduced, otherwise there is a like-
lihood that they will be resisted and de-
fended against.

See: DE WoLrE and GOVERNALE, 1964;
Fing, 1957; GoLpsTEIN, 1959; HovLAND
etal., 1953; Janis and FEsHBACH, 1954.
Janis and MILHOLLAND, 1954 ; LEVENTHAL
and K AFEs, 1963; LEVENTHAL and PERLOE,
1962; MALFETTI, 1962.

2. The effectiveness of fear-arousing
appeals in producing acceptance of a com-
munication decreases at higher levels of
fear.

See: CumMING and CuMmMING, 1955;
HAEFFNER, 1956; HOVLAND et al., 1953;
Janis and FesuBacH, 1953; Janis and TER-
WILLIGER, 1962; NUNNALLY and BOBREN,
1959. WEiss and LieBERMAN, 1959. —
Negative finding: McNurty and WAL-
TERS, 1962,

3. The minimal fear-appeal is the most
effective in producing a stable change, re-
sistant to counter-propaganda.

See: HOVLAND et al., 1953.

4. The unfavourable effects of a strong
fear-appeal occur predominantly among
the chronically most anxious, the non-
copers.

See: GoOLDSTEIN, 1959; HovLAND et
al., 1953; Janis and FesHBACH, 1954. —
Negative finding: LEVENTHAL and PERr-
LOE, 1962.
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5. A strong fear-appeal can be more
convincing than a weak one when:

a) the communication is of low inter-
est value and the dramatic nature makes
it more interesting;

b) the communication is of low rele-
vance to the actions of the audience.

See: Berkowitz and COTTINGHAM,
1960.

6. Controversial material is more re-
adily forgotten.

See: LEVINE and MurprHy, 1958. Lk-
VINGER and CLARK, 1961. — Negative
finding: FrTzGERALD and AUsBEL, 1963.

(it) Form of Communication

The forms a communication may take
are many. Consideration will be given
here to the superiority or otherwise of

a) primacy versus recency of commu-
nication,

b) climax wversus anticlimax of com-
munication,

c) one-sided wversus two-sided argu-
ments, and

d) explicit versus implicit conclusion-
drawing.

1. There is no general law of primacy
or recency in persuasion, i.e. sometimes
it is the argument presented first that is
most effective, and sometimes the se-
cond.

For law of primacy see: ANDERSON
and Barrios, 1961; Lunp, 1925; Spon-
BERG, 1946.

For law of recency see: ANDERSON,
1959; CrROMWELL, 1950.

For lack of consistent findings. see:
Hovianp, 1957; HoviaNDp and MAN-
DELL, 1952.

2. The superiority of primacy or re-
cency will depend on the individual’s
motivation to learn, on what and how
he learns, on the temporal factors in-
volved in measuring persuasion, on his at-
titude to the communicator, on his public

and private commitment, and on his
initial position.

See: ANDERSON and Barrios, 1961;
Hovranp, 1957; HovLAND et al., 1953;
INsko, 1962, 1964; MiLLER and Came-
BELL, 1959.

3. Arousing needs first and then pre-
senting relevant persuasive material is
more effective than vice versa.

See: CoHEN, 1964; HovLAND, 1957.

4. Putting the highly desirable message
before the less desirable is more effective.
See: HoviLaNDp, 1957 ; McGUIRE, 1964.

5. Familiar topics are most effective
when put first; unfamiliar when last.

See: LaNa, 1961; also THOMAS et al.,
1961.

6. Contradictory material presented
by the same communicator in the same
communication tends to follow a law of
primacy.

See: HovLAND, 1957.

7. What has been said in (1) and (2)
above applies also to climax versus anti-
climax, i.e. presenting the most powerful
arguments last or first.

See: HOVLAND, 1957 ; SPONBERG, 1946.

8. Where a person disagrees with the
communicator’s position, or will be ex-
posed to counter-propaganda, presenting
both sides results in greater initial ac-
ceptance, or more resistance to future
counter-propaganda, so long as the coun-
ter-propaganda employs different argu-
ments from those presented in the con
side of the communication.

See: CRANE, 1962; HovLaND, 1957;
HovLaND et al., 1949; HovLAND et al.,
1953; LumspaINE and Janis, 1953; Mc
GUIRE, 1961 a; McGuUIRE and Para-
GEORGIS, 1961.

9. Presenting only the arguments in
support of a communication is more ef-
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fective in strengthening acceptance of a
communication than is presenting a re-
futation of opposing arguments.

See: HOVLAND et al., 1953 ; McGUIRE,
1961 a.

10. The effectiveness of one-sided or
two-sided communications increases with
the recipient’s comprehension of, or fa-
miliarity with, the facts.

See: THISTLETHWAITE and KAMENETS-
KY, 1955.

11. Presenting a refutation of counter-
arguments produces longer-lasting resist-
ance to counter-propaganda than merely
supportive arguments.

See: McGuUIRE, 1962.

12. It is more effective to state the
conclusions of a communication explicit-
ly, especially in situations where the in-
telligence of the audience is not very
high, or where the matter is complicated
or unfamiliar.

See: FINE, 1957; HOVLAND etal.,1953;
Hovianp and MANDELL, 1952; THIST-
LETHWAITE et al., 1955.

13. Selectivity of information, espe-
cially the seeking of supportive infor-
mation where belief has been shaken.
See p. 54.

Channel of communication
(i) The Media of Communication

Almost as important as what a com-
municator says is how he says it. We have
already considered, to some extent, the
“how” of communication; a special aspect
of this is the means of promulgation or
the channel of communication by which
this is done. While all the possible media
of communication have been employed
and evaluated and some comparative
studies done of the different forms, we
shall be concerned mainly with those

forms of communication that can rightly
be included in the behavioural sciences.

For reviews of the media of communi-
cation the reader is recommended to con-
sult the following: HovLanp, 1954;
McLunaN, 1964; ScuramMm, 1960;
ScHrAMM, 1962; YouNG et al., 1963 (A
S.O.P.H.E. monograph).

Some workers in the field of com-
munications have strongly questioned
whether mass media communications can
directly change or affect attitudes at all.
These critics have emphasised the impor-
tance of “mediating” factors between the
mass communication and the audience’s
reaction and have expressed a general
dissatisfaction with the over-simple ex-
perimental set-up of the Yale studies. There
is more to the formation and changing
of attitudes than the mere presentation
of a communication and the measuring
of the effect that this has on a person’s
attitude. Having noted this criticism, we
must say that it would be unfair to the
Yale workers to leave the reader with the
impression that they were unaware of
the many factors that are at work bet-
ween the communication and the audi-
ence. We deal with many of these in the
course of our summary. Of special im-
portance are the individual differences
and predispositions a person brings with
him to the communication situation (see
p.54 No. 3), the influence of the different
way in which individuals perceive the
many aspects of a communication (see
p. 311.) (e. g. the communicator’s charac-
teristics and position, see p. 45 ff.), and the
crucial importance of the part played by
groups and interpersonal communications
in the transmission and the acceptance of
information and new forms of behaviour.
It is with this last mediating factor that
many of the critics already mentioned
have been concerned. (see KaTz and
LAzarsreLD, 1955; KLAPPER, 1960; and
RoGERs, 1962).
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(ii) Group Studies

An individual exists in an environ-
ment made up of social groups to some
of which he belongs. These groups may be
categorized in many different ways (e. g.
according to size, intimacy, role relation-
ships, task, etc.), and studied by different
means and from different points of view.
We therefore find that groups are studied
by different disciplines in different ways;
thus the sociologist, the anthropologist,
the economist, the industrial psychologist,
the clinical psychologist, and the social
psychologist all study groups of different
kinds in different ways. Over and above
this diversification of studies we also
find that, for ease of management, the
area of study is dissected into smaller
elements; for example, conformity, co-
hesion, leadership, structure, function, etc.

This section will be concerned main-
ly with the social-psychological aspects
of groups. There is a constant interaction
between the individual and any number
of the many groups to which he belongs.
The interaction sometimes takes the form
of an exchange of information and some-
times a two-way flow of forces to con-
form. It is for this reason that the groups
to which a person belongs are of such im-
portance in any attempt to communicate,
especially when the aim is to change be-
haviour or attitudes.

In an effort to analyse the forces at
work in the group-individual relation-
ship, social psychologists begin by arti-
fically creating small groups and exam-
ining the interaction processes. These arti-
ficial groups have the advantage that they
can be manipulated in the laboratory;
but, at the same time, their artificiality
must cast doubts on the generality of
their findings. Social psychologists have
not been unaware of the drawbacks of
using artificial groups, but it is beyond
doubt that they do permit useful theore-
tical beginnings. Not all of the work in

4 UICC Vol. 5, Public Education

this field has been carried out in the
laboratory set-up; natural groups have
been used, especially in industrial and
psychotherapeutic situations.

The groups to which a person belongs
may be classified in different ways; some
are natural (e. g. family, neighbourhood)
and some are artificial (e. g. the psycho-
logists’ experimental groups). From an-
other point of view some groups are pri-
mary (e. g. the family), and some are se-
condary (e. g. a man’s workmates). A-
gain, from the point of view of organi-
zation, a group may be formal or in-
formal. Common to all these differences
is the fact that groups exist or are formed
for different reasons, to achieve different
goals, to perform different tasks, to ful-
fil different needs, or to provide different
satisfactions for the individuals and for
the groups. The origins and structure of
a group will have important effects on
the importance of the group, and the re-
lative power of the group in influencing
the behaviour and opinions of the indi-
vidual.

The power and functioning of a group
depends ultimately on the motivation that
membership of the group has for the indi-
vidual. Such motivation includes the at-
tractiveness of the group members, the
desirability of the goals of the group, the
satisfactions provided by the group, the
usefulness of the group in fulfilling the
individuals’ needs and goals, the ability
of the group to allay anxiety, and finally
the pressures from within and without the
group to become and remain a member
and to conform to the requirements of
membership.

At any one time a person belongs to
many groups of varied characteristics. He
may, however, be influenced by the val-
ues or actions of a group to which he
does not belong, but which he respects
or to which he imagines himself to belong
or to which he aspires. A useful concept
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to include all these aspects of group
membership is that of reference group.
(see Apawms, 1960; GIEBER, 1960; HarbY,
1957, Hovianp et al., 1953, HyMmaN,
1942,1960; KELLEY, 1952; MERTON 1957,
MerTON and Kirr, 1950; NEwcoOMB,
1950; SHERIF, 1948, 1953; SuHErIF and
SHERIF, 1964; SIEGEL and SIEGEL, 1960).
A reference group may be any group that
has power to influence a person.

It should be evident that the field
and extent of influence varies with the
group, but generally a reference group
serves to provide the individual with
factual information, with norms of be-
haviour as a member of the group, and
with a standard of behaviour, opinion or
ability against which to compare himself.
(see AscH, 1958; CoHEN, 1964; DEuTSCH
and GErARD, 1960; FESTINGER, 1954;
HovianD etal., 1953; KELLEY, 1952;
KLEIN, 1963; SHERIF, 1958).

It is the normative function of a group
that is to a large extent responsible for
the conformity or uniformity of attitudes,
opinions, behaviour or abilities that is
characteristic of group membership. The
individual need not necessarily be con-
scious of such group pressure. He is like-
ly to be conscious of them when there is
pressure to further the ends of the group
or to provide members with a valid
standard against which to compare them-
selves. Pressure by the group will often be
unconscious when the forces arise from
a person’s perception of his deviance
from the opinions or actions of the group.

The volume of work on conformity
is already reaching unmanageable pro-
portions; it is with this aspect that we
shall begin our summary of the findings
from group studies.

1. Resistance to attitude change is
greater when there is greater consensus
in a group which is in opposition to a
particular communication, and vice versa

when the group agrees with a communi-
cation.

See: AscH, 1958; BAcCkKMAN et al.,
1963.

2. Pressures to conform to group
standards will be greater:

a) where there is greater group cohe-
siveness, which fundamentally depends
on the attractiveness of the group for the
individual.

See: Back, 1958; CARTWRIGHT and
ZANDER, 1960, Chapter 9. FESTINGER
et al., 1950, also 1960; Havt, 1955; Hov-
LAND et al., 1953; JacksoN and SALTZ-
STEIN, 1958; KELLEY and VoLkART, 1952;
KLEIN, 1963; MUSSEN, 1950. SCHACHTER,
1960.

b) where there is greater salience of
the group membership for the individual.
Salience refers to “the degree to which,
in a given situation, a specific group is
present and prominent in a person’s
‘awareness’” (HovLanD et al 1953, p.
155), though not necessarily consciously
s0.

See: CARTWRIGHT and ZANDER, 1960,
Chapter 9; CHarTERS and NEwCOMB,
1958. CHEIN et al., 1949; Harpy, 1957;
HarTLEY and HARTLEY, 1952, HOVLAND
et al., 1953; KeLLEY, 1955; KELLEY and
‘WOODRUFF, 1956; LEWIN 1935, 1938.

c) the more value is placed by the
group on its goals, and the more members
perceive that certain actions will lead to
the attainment of these goals.

See: CARTWRIGHT and ZANDER, 1960,
Chapter 9; FESTINGER, 1960. SCHACHTER,
1960.

d) the more the group sees its goals
to be attainable.

See: CARTWRIGHT and ZANDER, 1960,
Chapter 9; RaveN and RieTsEMa, 1960.

e) the more dependent the members
are on the group to attain their own
goals.

See: FESTINGER, 1960.
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f) The more certain the members are
that sanctions will be applied for con-
formity or deviance.

See: CARTWRIGHT and ZANDER, 1960,
Chapter 9. FESTINGER et al., 1960; Hov-
LAND et al., 1953.

g) the more ambiguous the situation
(social, physical, etc.)

See: COHEN, 1964; D1 VEsta, 1959;
FESTINGER, 1954; KELLEY and Lawms,
1957; SHERIF, 1958 ; THRASHER, 1954. Ne-
gative finding: SEABORNE, 1962.

h) the greater the external demand
for conformity.

See: FESTINGER and THiBauT, 1951;
RabpLoFF, 1961.

i) initially at least, the more a member
deviates from a relevant group norm.

See: FESTINGER,
1960.

j) the less secure a person is in his
position in the group—hence weaker
pressure on the secure leader to conform.

See: BERkOWITZ and MAcAULAY, 1961,
Brau, 1960; DitTEs and KELLEY, 1956;
Harvey and ConsaLvi, 1960; HorLAN-
DER, 1958, 1959, 1960 and 1961; Ho-
MANS, 1961; HovLAND et et., 1953; Hu-
GHES, 1946; JuLiaN and STEINER, 1961;
Riecken and Homans, 1954,

It must be noted, though, that persons
of high prestige or status in the group
tend to conform highly; and popularity
is positively related to conformity.

See: ARGYLE, 1957; HOVLAND et al.,
1953; JounsToNE and KaTz, 1957; KEL-
LEY and VOLKART, 1952; MERTON, 1949;
NEewcoms, 1950; SCHACHTER, 1960.

k) Individuals with low self-esteem
are more influenced by group evaluations,
and identify more readily with others.

See: STOTLAND et al., 1957 ; STOTLAND
and HiLLMmER, 1962.

1960; SCHACHTER,

3) For an attitude change to be per-
sistent, social reinforcement is necessary

4%

from the relevant parts of one’s social
environment — i.e. the relevant groups.

See: FESTINGER, 1964; MAcCCOBY et
al., 1961.

CARTWRIGHT and ZANDER (1960) limit
their definition of cohesiveness to the
attraction a group has for an individual.
In their view, this attraction will depend
on the nature and strength of the needs
of the individual, and the extent to which
he sees the group as able to satisfy these
needs. The needs a group may satisfy may
be intrinsic to the group (e. g. group
membership), or extrinsic to the group,
1. e. either goals towards which the group
is directed or goals of the individual
which he can attain viz group member-
ship. Obviously, therefore, the source of
attractiveness will vary from individual
to individual and will result in different
forms of group behaviour.

Some groups are formed for a special
purpose, to perform a specific task. Such
a task-group would be one formed for
the purpose of health education. The
traditional form of educational groups
is the lecture; how, we may ask, does
this compare with the discussion-group
in producing changes in attitude? The ear-
liest investigations into this were carried
out under the direction of LEwIN (LEw1n,
1943; LewiN, 1958; RaDkE and Kiisu-
RICH, 1947). These experiments were
interpreted as showing that group-dis-
cussion followed by a decision was more
effective than a lecture or individual in-
struction. CocH and FreENcH (1960),
and LEvINE and BuTLer (1953) showed
similar results. The conclusions were,
however, open to debate, and BENNETT
(1955) (also PeLz [née BENNETT] 1958)
attempted to clarify the situation: she
showed that the crucial factors are not
group-discussion or public commitment
but, rather, the act of making a decision
and the degree of group consensus per-
ceived by the individual. There has been
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evidence that group-discussion alone can
be effective where the aim is to influence
group goals as distinct from individual
goals in a group setting (MrTnIiCK and
McGInNNIES, 1958; PENNINGTON et al.,
1958). This receives further indirect
support from Bonp (1958) whose main
findings concerned the superiority of
group-discussion-plus-decision over a lec-
ture alone in altering women’s practice
of breast self-examination for cancer
symptoms. It is clear that further work
needs to be carried out in this area to
isolate the relevant factors, but certain
findings can be set out:

1. Group-discussion-plus-decision is
superior to a lecture or discussion alone
in changing people’s behaviour.

See: BaveLas 1955. BENNET 1955.
BENNETT PELZ 1958. BonD 1958. CocH
and FreEncH 1960. LEVINE and BUTLER
1953. LEwiN 1943, 1958. PENNINGTON
et al 1958. RaDKE and KLISURICH 1947.

2. Group-discussion without decision
is more effective than a lecture in changing
people’s behaviour:

See: Bonp, 1958; Mrrnick and Mc-
GINNIES, 1958; PENNINGTON et al., 1958.

Lewin’s theory of forces has had a
powerful influence on much of the work
considered in this section. According
to this theory a particular piece or level
of behaviour is maintained by a balanced
system of forces, some facilitating the
particular behaviour and some opposing
any change to new behaviour. Any change,
therefore, must follow the pattern of
“unfreezing” the old level, changing to
the new level of behaviour, and then
“freezing” the new level so as to make
it permanent. When we considered “con-
flict” earlier on, it was noted that bringing
about change by altering (reducing) the
forces of resistance to change will result
in less tension than by altering (i. e. in-
creasing) the forces to perform some new

piece of behaviour. The use of group-
discussion-plus-decision attempts to lower
group resistance to change by individual
members, and by use of the same group-
power to move a person’s behaviour to
a new position.

See: Bonp, 1958; Furuya,
KLEIN, 1963; LEWIN, 1953, 1958.

The work of Katz and LAZARSFELD
(1955) has already been mentioned. These
workers, with support from many others,
have postulated that communication flows
in two steps from mass-media to the
public via “opinion leaders”, and have
stressed the importance of personal com-
munication in helping to bring about
change. The adoption by doctors of the
use of new drugs (COLEMAN et al., 1959),
and the acceptance of a cervical smear
test (RoLrg, 1961), are two situations
that have been examined in the light of
this approach.

See: ANDERSON and MELEN, 1959;
BERELSON et al., 1954; CoLEMAN and
MarsH, 1955; CoOLEMAN et al., 1959;
KaTz, 1957; KATZ and LAZARSFELD, 1955;
KLAPPER, 1960; LAZARSFELD et al., 1948;
MENZEL et al., 1959; MENzEL and KaTz,
1955; NunNAaLLy, 1961; Rorre, 1961;
WILKENING, 1956.

For the most comprehensive review
of recent literature on this subject see
Diffusion of Innovations by E. M. RoGERs
(1962).

In conclusion we must emphasize
again that we have only been considering
a small area of group activity from a
limited point of view. The aim has been
to show some of the potential power of
the group in influencing the individual.
Finally, the group should not be thought
of as a small face-to-face group; “group
dynamics” aims at generalization of its
results to larger non-experimental groups.
The fact that much of the community-
organisation programmes derive from the
application of findings from the study

1958;
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of groups to practical problems is evi-
dence of the usefulness of such studies.

For the best general book on group
dynamics the reader is referred to CarT-
WRIGHT and ZANDER’s book Grouxp Dy-
namics (1960). For an excellent reference
book on small group research, see HARE’S
Handbook of Small Group Research
(1962) which summarises the findings (in-
cluding 1385 references) without either
overburdening the reader with technical
detail or leaving him wondering about
the meaning of the results. The same
writer was co-author with STRODTBECK
of a “Bibliography of Small Group Re-
search” (1954) which included some fif-
teen hundred references. Of these, 584
were annotated and included in the book
by HARE, BoRGATTA and BALEs, entitled
Small Groups: Studies in Social Inter-
action. (1955).

For other books on this subject,

See: J. KLEIN, 1956; J. KLEIN, 1963;
LinDzEY, 1954; Chapters by C. A. Giss,
H. H. KELLEY and J. W. THiBAULT, and
H. W. Riecken and G. C. HowMmaNs;
OLmsTED, 1959; THiBAUT and KELLEY,
1959.

Of special interest to health educators
are the following issues of the Health
Education Monographs:

No. 9. 1960: B. ROBERTS,

No. 10. 1961: D. B. NYSWANDER,

No. 11. 1961: I. M. ROSENSTOCK,

No. 13. 1962: C. ZANDER.

(i2i) Active Participation

An important aspect of any form of
education is the degree of active partic-
ipation by the audience. The general
conclusions can be summarized thus:

1. Active participation (by speech-
making, essay-writing, role-playing, etc.)
is more effective than non-active partic-
ipation in changing an attitude to bring it
into line with the position taken by the
communication.

See: COHEN et al., 1958 ; CULBERTSON,
1957; FesTINGER and CARrRLsMITH, 1959.
HovLaND et al., 1953; Janis and King,
1958; KeLMAN, 1953; McGINNIES et al.,
1964; RaBBIE et al; 1959; WeBB and
CHUEH, 1965. — Negative finding: King
and JANis, 1956.

2. The amount of change of attitude
resulting from actively taking a discrep-
ant position increases (up to a critical
point) as the differences between one’s
initial attitude and the position one takes
(in a speech, essay, etc.) increases.

See: COHEN et al., 1958; FESTINGER
and CARLSMITH, 1959 ; ROSENBERG, 1960a;
ROSENBERG et al., 1960.

3. Such change will be less as the
strength of the forces inducing such a
discrepant position increases.

See: BrREHM and COHEN, 1962; COHEN
et al., 1958; FesTINGER and CARLSMITH,
1959; ROSENBERG, 1960a. ROSENBERG
et al., 1960. — Negative finding: RosEN-
BERG, 1965.

4. The effect of public, as opposed to
private, commitment on attitude change
will depend on the individual’s motiva-
tion in respect to changing his attitude,
the characteristics of his cognitive organi-
zation, his group-membership, and on
other incentives offered by the experimen-
ter.

See: BrREHM and COHEN, 1962; COHEN
et al., 1959. FESTINGER, 1957; HARVEY,
1965; HOVLAND et al., 1953; Janis and
GILMORE, 1965; MiscHEL, 1958; RABBIE
etal., 1959; RAVEN, 1959; ROSENBAUM
and Franc, 1960. RosENBAUM and Zim-
MERMAN, 1959; SmiTH, 1959.

(See below for the influence of active
versus passive participation in producing
immunization.)

5. Public as opposed to private role-
playing produced more lasting change;
such change was also affected by the
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cognitive characteristics of the subjects
(concreteness-abstractness).
See: HARVEY, 1965.

The recipient of the communication

The characteristics of the person re-
ceiving a communication have been in-
vestigated extensively by Janis and Hov-
LAND (1959). Findings in this connection
are summarized below.

1. A person will be more persuasible
if he has low self-esteem.

See: AscH, 1958; BerkowiTZ and

Lunpy, 1957; CRUTCHFIELD, 1955; Hov-
LAND and JaNis, 1959; HovLAND et al.,
1953.
Those high in self-esteem are copers (i. e.
an individual who takes an active part
and tries to make the best of a situation),
and those low are non-copers.

See: Dasss, 1964; Hovianp and
Janis, 1959.

2. A pessimistic communication will
produce more attitude-change among
those people low in self-esteem; but more
attitude-change will be produced in those
with high self-esteem by optimistic com-
munications.

See: LEVENTHAL and PERLOE, 1962. —
Negative finding: Dasss, 1964.

3. Those high in self-esteem are more
influenced by a communicator who is a
coper, and those low in self-esteem by a
communicator who is a non-coper.

See: DaBss, 1964.

4. A person who is unable to tolerate
inconsistency is more likely to evaluate
arguments to bring them into line with
his own attitudes.

See: FESTINGER, 1957; FEATHER, 1964.

5. First-born persons are more readily
influenced than other siblings.

See: BECKER and CARROLL, 1962; BEx-
KER et al., 1964; SCHACHTER, 1959.

6. A person will be less persuasible if
he is highly aggressive.
See: HovranD and Janis, 1959.

7. Females are more persuasible than
males.

See: Cox and BAUER, 1964; Janis and
HovLaND, 1959; TERMAN et al., 1946.

Apart from personality characteristics
there are other characteristics of a person
that will affect either his selectivity re-
garding communications or his reception
of the message.

1. People tend to expose themselves
to communications with which they are
likely to agree, which support their atti-
tudes in the face of counter-communi-
cation, or which they find pleasant or
interesting.

See: BAUER and BAUER, 1960; Brop-
BECK, 1956; CARTWRIGHT, 1949; EHRLICH
et al., 1957 ; FESTINGER, 1957 ; FESTINGER,
1964; FESTINGER et al., 1958. HyMAN and
SHEATSLEY, 1958; LAZARSFELD et al., 1948;
Miiis etal., 1959; RiLey and RiLey,
1959; RosrinsoN, 1941; Rosen, 1961.
Star and HucHss, 1950; G. A. STEINER,
1963; 1. D. STEINER, 1962; SUCHMAN et
al., 1958.

2. theabove tendency is not, however,
absolute; other factors will be: self-con-
fidence (FESTINGER, 1964); accessibility
of the communication (DE FLEUR and
LARSEN, 1958; WaPLEs, 1932).

3. The reception and acceptance of a
message will be greatly influenced by the
individual’s motivation, predispositions or
attitudes (e.g. aggressiveness, distance
from proposed position, prejudice, etc.).
“....persuasive mass communication is
more likely to reinforce the existing opin-
ions of its audience than it is to change
such opinions”. (KLAPPER, 1960, p. 49).

See: BELBIN, 1956; CoOHEN, 1961; D1
VEsTa, 1959; FEATHER, 1963, 1964;
FESTINGER, 1957; FREEDMAN, 1964;
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Havron and CorEr, 1957; HovLaND and
ROSENBERG, 1960; HyMaN and SHEATS-
LEY, 1958; JaNis and MILHOLLAND, 1954;
JonEes and KOHLER, 1958; KANUNGO and
Das, 1960; Katz et al., 1956, 1957 ; KEN-
paLL and Worr, 1949; KEerrick and
McMILLAN, 1961; KLAPPER, 1960; LEVINE
and MurprHY, 1958; McGINNIES et al.,
1964; Peax, 1960; PETTIGREW, 1960;
SHERIF and HOVLAND, 1961; SHERIF et al.,
1965; SucHMAN et al., 1958; THOULESS,
1959; Weiss and FINE, 1955, 1956;
See also earlier sections on the use of de-
fence-mechanisms in the maintenance of
attitudes.

4. Attitudes can be changed most easily
where there is ambiguity or lack of stand-
ards against which to judge them.

See: SHERIF (1958) and many of the
group studies.

The effects of the communication

We have already considered many
effects of communication. An important
effect still to be considered is the influ-
ence it has on the acceptance of a later
communication that takes an opposing
position. This effect is usually termed
“immunization”. Three of these findings
were stated when considering the form of
the communication, but they are repeated
here for completeness.

1. Greater immunization against coun-
ter-propaganda will be produced:

a) by the presentation of both pro
and con arguments in those cases where
the counter-propaganda employs different
counter-arguments from those in the orig-
inal communication.

See: HovLaND, 1957; HOVLAND et 4l.,
1953; LuMspAINE and Janis, 1953;
McGUIRE, 1961a.

b) By the presentation of con argu-
ments where the counter-propaganda em-
ploys the same con arguments.

See: McGUIRE, 1961a.

c) by the presentation of pro argu-
ments where the arguments in the coun-
ter-propaganda would otherwise be dif-
ferent from the original con arguments.

See: McGuUIRE, 1961a.

d) by active prior refutation where the
con arguments of the counter-propaganda
are different from those dealt with origi-
nally.

See: McGUIRE, 1961 b; McGuUIRE and
PAPAGEORGIS, 1961.

e) by passive prior refutation where
the con arguments of the counter-propa-
ganda are the same as those of the original
communication.

See: McGUIRE, 1961 b; McGuUIRE and
ParaGceorers, 1961; Manis and BLAKE,
1963.

f) by warning the individual that his
position will be open to attack.

See: ALLYN and FESTINGER, 1961;
KEerRrICK and MCMILLAN, 1961; McGUIRE
and PAPAGEORGIS, 1962.

g) by providing a person with prior
neutral information about the object of
the emotional appeal.

See: LEwAN and SToTLAND, 1961.

2. Immunization tends to lose its im-
pact with the passage of time.

See: McGUIRE, 1962. Manis, 1965;
MiLLer and CampBELL, 1959.

3. Presenting a refutation of counter
arguments produces longer-lasting re-
sistance to counter-propaganda than
merely supportive arguments.

See: McGUIRE, 1962.

There are several excellent works
which the reader may consult. Two vol-
umes in the Basic Books series can be
read and understood by the layman and
yet at the same time not give offence to
the behavioural scientist, who will find
them both useful and interesting. The
first of these books is Attitude Change
and Social Influence by A. R. CoHEN
(1964). The second book is a collection
of papers by many of the foremost work-
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ers in the field of communication re-
search, called The Science of Human
Commaunication: New Directions and
New Findings in Communication Re-
search, edited by W. ScHramMm (1963).
Excellent reviews covering all the years
up to 1961 are made by HovLanp (1954),
Janis and Hoviano (1959), and ScHRAMM
(1962).

An examination of the assumptions
behind, and effects of, communications
in terms of the needs of the individuals
to whom they are directed is made in an
article by Davison (1959). BereLson

(1959) paints a pessimistic picture of
communication research, and is answered
by Scuramm et al. (1959). BERELSON and
STEINER (1964) summarize the findings
in this field, as does KrLaPPER in his book
and reviews (1957, 1960, 1963). For a
review of twenty years of public opinion
research, the reader should consult the
anniversary issue of the Public Opinion
Quarterly (1957) edited by W. P. Davi-
SON.

Books by Aseison (1959), Brown
(1963), and BremMBECk and HoweLL
(1952) deal with the subject of persuasion.
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Section IV

Health Education: Some Principles and Practice
12. Principles of Health Education

For a comprehensive yet manageable
review of the principles of health educa-
tion, as derived from behavioural studies,
we can do no better than refer the reader to
Section III of Health Education Mono-
graphs, Supplement No. 1, published
by S. O. P. H. E. This excellent work
reviews the “Methods and Materials in
Health Education (Communication)”
with separate sections on: (a) fear —
arousing communications; (b) pretesting
and readability; (c) audio-visual methods
and materials (d) group techniques, and
(e) the comparative effectiveness of dif-
ferent methods. Perhaps even more im-
portant than the section on methods and
materials is Section IV of the Monograph
dealing with programme planning and
evaluation. We bave not repeated refer-
ences included in the S.O.P.H.E. review.

The largely unstructured state of
present-day health education should not
deceive workers in the field into thinking
that we talk metaphorically or euphe-
mistically of principles of health edu-
cation. Even if the principles are not as
yet well-defined, there are a few that are
indisputable, some that appear to be ap-
plicable to certain societies, and one that
stands above all others. We refer to the
fundamental importance of taking the
point of view of the recipient public in
all stages and aspects of health-education
programming. This may sound an un-
necessary injunction, but one of the most

1 Society of Public Health Educators,
Inc., 81 Hillside Road, Rye, New York,
U.S.A.

useful principles to come out of the work
of the Behavioural Studies Section of the
Public Health Service of the United
States’ Department of Health, Education,
and Welfare is that “the individual’s be-
haviour is determined by subjective re-
ality (defined by him) rather than by
objective reality (defined by the pro-
fessional expert)” (RosensTock et al.,
1960). In consequence, nothing can be
taken for granted; careful planning is
required covering each of the following
points:

1. The aims and objectives education-
ally desirable, including both broader and
narrower objectives.

2. Local beliefs. attitudes and values
in the social group for whom the pro-
gramme is being constructed.

3. From (2), the possible sources of
motivation,

4. and the possible barriers to accept-
ance of the communication.

5. The resources, methods and mate-
rials available for the execution of the
programme — including personnel, ed-
ucational approach, media, educational
aids.

6. The value and choice of the most
appropriate resources, methods and mate-
rials.

7. Timing.

8. Intermediate evaluation.

9. Assessment of the results.

10. Follow-up.

Although the terms of reference of
those involved in planning a health edu-
cation programme are often clearly de-
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fined by the instigators of the campaign,
it does not always follow that the ob-
jectives are sufficiently well defined. Un-
less they are, proper planning and sub-
sequent measurement of effects is im-
possible, and no adequate assessment of
resources can be made. There are, for
example, obvious differences in the de-
mands made on medical facilities when the
aim of a cancer education programme is (a)
to persuade all the female population to
undergo cytological examination, or (b)
merely to raise the level of awareness of
the population regarding possible cancer
symptoms to a level which would result
in earlier diagnosis of cancer. Aims can be
defined in terms of actions or results in
the near or more distant future; both
short- and long-term aims should be
clearly distinguished and defined. An
example of this would be (1) the imme-
diate objective of persuading a woman to
go to a clinic or to her doctor for cyto-
logical examination, and (2) the long-term
objective of persuading her of the need
to havethe test repeated at predetermined
intervals.

The fundamental importance of a
prior study of the attitudes, beliefs and
values is evident. Firstly, to organize a
positive programme one must know
what attitudes must be changed in order
that the correct ones be accepted. Second-
ly, local beliefs can sometimes be of
assistance in producing the desired effect,
e. g. the use of local religious beliefs in
persuading women to be vaccinated for
smallpox (BHARARA, 1963). Local beliefs
can function in a curious way to impede
satisfactory communication; for example,
if people believe that cancer is contagious,
to tell them that animals can have cancer
as well as humans may sometimes result
in an increase in anxiety instead of play-
ing down the fearful aspects of cancer.
Health matters do not hold a place of
primary importance in all societies or

sections of society to the extent that work
or family will readily be left for the sake
of treatment, convalescence, etc. Local
beliefs may put health matters outside
the jurisdiction of human beings, or social
conditions may be such that the conse-
quences of a recommended health prac-
tice may be too serious to be permitted,
e. g. going into hospital for a minor
operation as a safeguard for the future
when this would involve a loss of wages
or even position.

The possible barriers to acceptance
of a health communication are manifold.
Any individually or socially held atti-
tude or belief can militate against success-
ful education. Such attitudes may be
simply a result of ignorance of the facts,
which can be easily remedied. But more
often attitudes take deeper root as a result
of personal experience or folklore. Sev-
eral writers have emphasised the point
that “communications must be consonant
with the already existing constellations of
attitudes, interests, needs, values, and
goals of the people whose behaviour the
communications are designed to change”
(HyMAN and SHEATSLEY, 1958). Attitudes
are held about many subjects, but those
concerned with areas of life crucial to
the individual will obviously be most
carefully protected by both strength of
belief and mental processes of defence. A
person during his life develops certain
fairly fixed expectations and ways of
reacting in these crucial areas, and any-
thing that threatens this personal adjust-
ment is likely to come up against the
strongest opposition; health education
frequently does precisely this when it
deals with matters of life and death. By
raising doubts and uncertainties in a per-
son’s mind about his entire future and
security, the health educator frequently
creates barriers to effective communica-
tion. It is for these reasons that the most
careful consideration should be given to
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the form the programme will take and
the possible motivational effects it will
have; this applies particularly to com-
munications which directly or indirectly
arouse fear. Research work in this field
has shown that although fear can be a
useful motivating agent, it frequently has
the opposite inhibiting effect when the
amount of fear is too great or where a
long-term effect is desired.

Anything that is socially imposed is
usually adhered to with great tenacity,
but the power wielded by society will
vary from one area of life to another.
Society primarily concerns itself with
those areas most important for its sur-
vival; among which are life, death and
reproduction. Other mores and beliefs,
e. g. sex, religion, are frequently main-
tained by means of social pressure of a
more variable kind, leaving more leeway
for individual interpretation, and the
resulting attitudes will have to be dealt
with differently in constructing health
education programmes.

Other, more obvious barriers to com-
munication are to be found in the intel-
lectual, social, linguistic, ethnic, religious,
etc., differences between the communi-
cator and the recipient.

Successful health communications de-
mand (a) a sound knowledge and under-
standing of methods and media, and (b)
a thorough knowledge of the local con-
ditions and social set-up. Much research
has been carried out into the values of
various forms of mass-media, educa-
tional aids, and methods of education
(e. g. lecture versus discussion-groups). A
knowledge of the results of this work
is, however, only preliminary to a de-
tailed review of the facilities provided
by the local society in which one is work-
ing (e. g. the caste system, class system,
local government set-up, clubs, etc.).
Having listed the facilities available, an
assessment must be made of their relative

values in helping towards the goals of
the campaign. The S. O. P. H. E. review
considers that “all methods and materials
are useful in some program situations”;
they depend for their relative effective-
ness, however, on who is using them, for
what purpose, and with whom. Mass
media seem to have most impact in
making the public aware of the problem
and campaign, whereas methods involving
personal contact are more effective in the
crucial states of attitude changing and
persuasion.

Timing the programme is crucial, both
the timetable of the campaign and the
period in time in which it is carried out.

Evaluation is an aspect of health edu-
cation programming that is receiving
more attention of late, as planners and
sponsoring authorities wish to assess the
results of their efforts.

Once the campagn is under way, eva-
luation can be usefully carried out at
opportune points in its progress. Those
programmes which seek some long-term on
going effect cannot be finally evaluated,
but in these cases, as well as in shorter
campaigns, intermediate evalution is use-
ful, if not essential. Obviously, for any
meaningful evaluation, the programme
objectives must be properly defined in
advance.

Finally, a programme can fail due to
loss of impact or motivation; for this
reason it is essential to consider ways of
sustaining motivation after the formal
campaign is terminated. The follow-up
part of a programme can take the form
of reminding the public about the objec-
tives (e. g. by posters, additional talks,
etc.), or by approaching those individuals
who have failed to take the recommended
action.

We have already mentioned the work
carried out by the Behavioral Studies
Section of the Public Health Service of
the United States’ Department of Health,
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Education and Welfare. The workers in-
volved in this section have put forward
a theoretical approach to health-behav-
iour which ought to be both interesting
and useful, (cfr. DerryBERRY, HocH-
BAUM and Rosenstock). In brief their
ideas may be summarized as follows: a
person’s experience of a personal (or sub-

jective) threat to his health will become’

conscious when he feels that he is sus-’

ceptible, and when he feels that the ill-:
ness and its consequences to him and his‘:
own would be serious. The strength of

the perceived threat will depend on the
relative strengths of the two factors, sus-
ceptibility and seriousness. The per-
ception of the threat will depend initially
on the presence of some stimulus or cue
associated with the illness, for example a
symptom of a disease, or facts about a
disease which bring to a person’s aware-
ness his susceptibility to, or the danger
of his contracting, a particular disease.
Given such a stimulus and also the neces-
sary degree of perceived susceptibility
and seriousness, a person will take action
to deal with the situation, but only on
condition that the health threat is salient,
that is, as long as there are not other
competing motives that are felt more
strongly and thus crowd out the motiva-
tion from the health threat. Although
there is theoretically a tendency to take
the action which will give the maximum
protection, a person’s course of action
will not always be the most “rational”,
owing to the conflict of motives and the
conflict between the pleasant and un-
pleasant aspects of a situation (such as
going to the doctor, or having treatment
in hospital). Over and above these three
factors, one must also take into account
the influence of social, cultural and per-
sonality factors on any form of behav-
iour.

Having touched on some of the general
principles governing health-education,
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something must be said about the special
problems of cancer education. These have
been discussed in detail by WAKEFIELD
(1963) in Cancer and Public Education,
on the basis of experience in England.
DonaLpsoN, the pioneer advocate of
public education about cancer in Eng-
land, has also written extensively, culmi-
nating in his The Cancer Riddle: a mes-
sage of hope (1962) which has a chapter
on education.

The Australian point of view has
been summarized in recent papers by
RANKIN and Brown (1964) for the State
of Victoria, and by Macraing (1965) for
the country as a whole.

The American Cancer Society has con-
ducted a nation-wide educational pro-
gramme since 1937. Since then the cures
from cancer have increased from about
one in five patients, to one in four in
1948, and to better than one in three at
present. The Society believes its work in
communications has contributed to this
progress in cancer control.

The Society’s educational philosophy
is well reflected in 1966 Cancer Facts and
Figures, American Cancer Society, New
York (particularly “Why we say “Fight
Cancer with a Checkup”. ..’ and “Trends
in Cancer’, pages 12 and 14), in The
Truth About Cancer (1956) by Charles
S. CaMERrON, for many years Medical
Director of the Society, particularly in
the last chapter, “The Responsibility is
Yours’; in The Climate is Hope — How
They Triumphed Over Cancer by Walter
S. Ross, (1965), and in the chapter by
Clifton R. ReaD in The Control of Neo-
plasia — Education for Prevention,
(1965) which reviews the concepts, tech-
niques, successes and failures of the cam-
paign against uterine cancer, in which
mortality has fallen in the United States
by 50 per cent since 1937 when the pro-
gramme began.
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An Expert Committee of the World
Health Organization (1964) has dealt
well and yet succinctly with the many
aspects of education leading to the pre-
vention of cancer. (It should be borne in
mind in this instance that the object of
health education is either to prevent the
onset of the disease or to prevent pro-
gression of the disease to a stage which
is beyond repair). We consider that this
W. H. O. report is so useful that extensive
quotation from it is justified here:

Education of the public

Past cancer educational campaigns have laid
stress on correction of erroneous beliefs con-
cerning cancer and in exhorting the people to
pay early attention to any sign or symptom
that might lead to cancer, so that the disease
could be caught at an early stage. In commu-
nities where cancer education on these lines
has been vigorously applied over a long
period, evidence is appearing that more can-
cers are being detected in the early stages.
With increasing knowledge of etiological fac-
tors and of precancerous conditions, it is time
for cancer education to swing to positive
preventive measures. The Committee feels
that cancer education should aim at encour-
aging the use of the word “cancer” so that
discussion of the subject can be free from
secrecy and emotional embarrassment. The
fact that cancer is by no means an incurable
disease should be reiterated. The warnings
that cancer education might create cancer-
ophobia have proved a myth.

The problems of cancer prevention can be
divided into three main classes for educa-
tional purposes, according to the persons or
groups responsible for taking the preventive
action:

Group I includes situations occurring in in-
dustry; education of the persons concerned
[is discussed elsewhere in the report].
Group II includes situations in which there
is an individual and community responsibility
for coping with the risk.

Group III includes situations in which
those at risk are responsible for their own
protection.

In Group II problems of mixed responsibility
may arise, for example in dealing with such
factors as atmospheric pollution, prolonged
exposure to sunlight and physico-chemical

states of the soil causing radiation or nutri-
tional hazards. Being general environmental
factors they are often accepted by the po-
pulation as part of life, and their danger is
not recognized or resented. By their nature
they may also produce conflicts of interest
that may frustrate preventive action. It
would be unrealistic to imagine that education
alone can effect the necessary changes, but it
is undoubtedly a major factor in bringing
about recognition of the dangers and the will
to deal with them.

Health education should therefore be planned
on a long-term basis, with the aim of in-
forming particularly the influential groups in
the community of the hazards and the means
of overcoming them, and of organizing collec-
tive action for their control. Apart from legis-
lation, government action may be necessary
to prepare and sustain the educational pro-
gramme, and to make it easier to do the safe
thing by giving subsidies and technical aid,
which will underline for the population the
importance the authorities attach to the meas-
ures.

Group III includes those personal habits and
customs which, through their prolonged in-
dulgence, increase the risk of cancer. The
most striking recent example has been the
discovery of the relationship between ciga-
rette-smoking and lung cancer, on which ex-
tensive literature now exists. Other examples
connected with chewing, drinking, sexual and
marriage customs, cooking and food habits,
etc., have already been dealt with [in earlier
sections of the report].

The changing of customs that lead to cancer
is a complex and far-reaching undertaking.
Some customs, such as chewing and cigarette-
smoking, are widespread and apparently
satisfy important human desires.

In most countries tobacco and alcohol may
also provide substantial revenue to the govern-
ment and industry. History, however, does
record striking changes in smoking habits.
Today, the combating of deleterious customs
and addictions must be looked on as a long-
term process requiring an effort of research
in sociology, psychology and health education
at least equivalent to that expended on the
clinical aspects of cancer prevention. Once
the connexions have been defined and the
desirable changes of habit outlined, the
planning and the methods adopted for bring-
ing about such changes will involve all strata
of society and administration, backed up by
personnel competent in health education and
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budgets envisaging long-term and wide cov-
erage.

Promising attempts to reduce the tobacco ad-
diction are already being made in some coun-
tries, where school health education includes
information about smoking risks, and smokers’
clinics use group methods to assist those who
wish to give up the habit. The growing
custom of serving milk, tea and soft drinks
has done much to curtail the consumption of
alcohol. The promotion of sex hygiene and
male circumcision might contribute to the
diminution of cancer of the penis and of the
uterine cervix. It must be recognized that in
many cases the solutions lie outside the strictly
educational field.

Precancerous lesions

Signs and symptoms of precancerous lesions
are recognizable in many sites, including the
skin, mouth, pharynx, oesophagus, stomach,
colon, rectum, female reproductive organs and
breast. In some cases they can be recognized
by the alert patient. Routine self-examination
of the breast has proved to be a satisfactory
method of detecting abnormalities early. It is
sometimes argued that the association between
certain “precancerous conditions” and cancer
is not established. From the health education
point of view the “conditions” merit pro-
fessional attention on their own account, and
the public should be in possession of any
knowledge that may cause it to seek medical
advice for them.

Health education can help to improve the
prognosis by increasing the population’s
awareness of symptoms and by increasing
their willingness to consult a doctor on what
may appear to them to be trivial matters.
Teaching people to recognize symptoms is a
delicate matter and most authorities are agreed
that “cancer symptoms” should not be taught
per se. The teaching should rather concentrate
on symptoms that in all cases should lead the
person to seek medical advice. If this is done,
however, education of the medical profession
will also be necessary so that the patient is
treated seriously and on no account ridiculed
when he does present himself because of such
symptoms. The epidemiological review of
precancerous conditions by mass survey meth-
ods and the more frequent declaration of
symptoms by the public might also greatly
improve our knowledge of etiological con-
nexions. Routine examinations of groups at
special risk is already the practice in some

countries, and health education is essential in
making such examinations a success. However,
there is often failure to obtain a high coverage
because of poor educational planning and
insufficient time for preparing the population.

Organization of health education
in cancer

This has taken a variety of forms. In some
countries the government has created services
for cancer prevention or education. In others,
powerful voluntary bodies have grown up
which provide services, do research, and carry
out educational work through local branches
and through the meetings of other organized
groups. Hospital physicians organize talks for
the public. Where governmental health edu-
cation departments exist they usually incor-
porate general information activities on can-
cer in their programme. The long-term nature
of the work makes it essential that its or-
ganization should have continuity. The ex-
perience of short intensive programmes has
not been encouraging.

The reports of WHO expert committees on
cancer control! and on health education?
have underlined the need for health edu-
cation, and described methods whereby health
education can be organized.

The International Union Against Cancer
states in its constitution that one of the ways
in which it believes that it can fight cancer
is “by fostering, without interfering with
national activities, a campaign of popular
education to inform the general public of the
present state of knowledge concerning cancer
and of the necessity for early diagnosis”.3
The International Union for Health Edu-
cation considered cancer to be one of its major
areas of interest at its 1962 Conference in

Philadelphia.

Conclusions

The combination of medical action and health
education, which has been so effective in com-
bating infectious and nutritional diseases, can
now be applied in the field of cancer pre-
vention.

1 World Health Organisation Technical
Report Series, 1963, 251.

2 World Health Organisation T echnical
Report Series, 1954, 89; 1958, 156; 1960, 193.

3 International Union against Cancer
(1964), Manual, 1963—1964, Geneva, p. 16.
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In the case of occupational and community
hazards, solutions often depend on changes in
professional and public opinion — e. g., about
social issues such as smoke abatement and about
the use of diagnostic X-rays. Health education
may thus be concerned with changing public
opinion, promoting legislation and interpret-
ing technical recommendations to the lay
authorities and the public at large, and as-
sisting with the organization of public action.
In the case of dangerous habits, the respon-
sibilty is with the individual and his relatives
or friends and it is they who make the first
diagnosis of the symptoms of precancerous
lesions and who seek or avoid medical advice.
Health education, as part of health services,
can bring about a greater awareness and re-
adiness to declare symptoms early. Television,
radio and the press, both national and local,
are powerful aids to education in this sphere
and should be fully used. In the case of per-
sonal habits and customs, such as smoking and
chewing, long-term health education can pro-
vide knowledge of the motivation of changes
in social customs.

The educational problems of cancer preven-
tion have not received as much attention as
other aspects of cancer. There are wide gaps
in our knowledge of social, psychological and
educational factors that inhibit the utilization
of preventive knowledge, and expenditure on
research in health education concerning cancer
is negligible. The organization of a long-term
health education programme for cancer pre-
vention and control is a proper sphere of in-
terest for governments and the health agencies
they control. Continuing support and the
allocation and training of staff for this work
are best carried out by a central ministry
working through local health and medical
agencies. At both central and peripheral levels,
however, the voluntary cancer societies can
carry much of the educational burden and
should be recognized as a most valuable means
of reaching the public outside the medical ser-
vices. Their policies and methods should be
co-ordinated with those of the government,

and the research work should be shared. The

nursing professions in most countries are vi-
tally concerned in education and their very
special contribution through home visiting
and group work in hospitals and the commu-
nity can be utilized for cancer prevention. In
order to render the work effective, both
government and voluntary agencies require
well-trained and experienced health education
staff.

With an emotionally charged subject such as
cancer, there is ample opportunity for dis-
tortion and misunderstanding, with possibly
unhappy consequences for patient and pro-
gramme. Only by careful pre-testing of all
statements and continuing evaluation of the
work by staff, can the programme’s safety be
controlled and its progress measured.

Education of the medical, dental,
pharmaceuntical and nursing professions
and medical aunxiliaries

As important, if not more so, is the need to
ensure that physicians are cancer-conscious.
The possibilities of cancer prevention have
not yet sufficiently gripped the imagination
of the profession. Education of the public is
wasted if the physician does not seriously
appreciate the importance of precancerous
conditions and their immediate treatment.
Dentists have admirable opportunities to deal
with oral precancers. The organization of

countrywide periodic refresher courses is
urged.
Pharmacists, feldshers, nurses, midwives,

auxiliaries, health visitors and medical wor-
kers who have close contact with patients
form a valuable body for the dissemination
of practical knowledge and advice on cancer,
and their services can be utilized differently
in different countries. They, too, should have
regular opportunities to attend cancer preven-
tion courses. It follows that in the curriculum
of medical students, all aspects of cancer pre-
vention must have a place.

A suggested programme of a course in cancer
prevention is shown in [an Annex of the
report].
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chiatrists on the effects of cancer prop-
aganda. Amer. Cancer Soc. (Mimeo).
The results of a survey of 387 psychiatrists
carried out in 1955 show that since 1949
(when there was also a “deliberate effort
....to de-emphasize the more fear-pro-
voking aspects of cancer and to emphasize
a “note of hope....”) there has been a
significant decrease in the number of psy-
chiatrists that believe American Cancer
Society literature has increased anxiety
among psychiatric patients (from 35%o to
259/0). Among those believing that there
has been an increase in anxiety, there has
been a decrease in the number believing
that such anxiety results in greater harm
than good.

HymaN, H.H., and SHEATsLEY, P.B.

(1958). Some reasons why information
campaigns fail. In: Readings in social
psychology, ed. by E.E.Maccosy et
al. New York: Holt, Rinehart & Win-

ton.

James, W. (1964). The American Cancer

Society’s school education program. J.
Sch. Hlth 34, 466.

The ACS public education director out-
lines concepts in a continuing programme
aimed first at school administrators and
teachers, to bring cancer instruction to
students (down to Junior high school)
“while they are in an active learning
situation and before they have developed
obstructive fears and misconceptions”.

Jomns, E. (1962). The Los Angeles eval-

uative study. Proceedings of the In-
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ternational Conference on Health and
Health Education, vol. 5, 514. Ge-
neva: Int. J. Hlth Educ.

This study was designed to evaluate the
effectiveness of school health education.
The effectiveness of health education was
judged by means of an appraisal of the
programme activities and the health be-
haviour of pupils in terms of knowledge,
attitudes and practices.

KaTtsunuma, H. (1958). Before planning:

a survey. Int. J. Hlth Educ. 1, 151.

To help determine the best health educa-
tion approach in a rural community, a sur-
vey on family attitudes regarding health
problems was recently undertaken in a
district near Tokyo.

King, S. H. (1958). What we can learn

from the behavioural sciences. Int. J.
Hith Educ. 1, 194.

The author stresses the importance of
familiarity with the major concepts of the
behavioural sciences, and their integration
across the biological, psychological and so-
cial-cultural levels. “They [public health
workers] also need to be introduced to the
findings of research projects that are per-
tinent to an understanding of disease and
of social factors that inhibit or facilitate
health programmes.” The major concepts
considered are: social perception or defi-
nition of the situation, homeostasis or a
striving towards a balance, beliefs and
attitudes, and political structures and
communication lines.

KnuTtsoN, A. L. (1952a). Evaluating

health education. Publ. Hith Rep. 67,
73.

In the evaluation of any health education
programme one should consider the fol-
lowing points: adequate preliminary inves-
tigation should be made to ascertain needs
and behaviour; goals must be specified, but
evaluated in relation to the overall aims;
concrete evidence that an objective has
been achieved is the only realistic criterion
for measuring effectiveness; methods of
evaluation must be chosen in terms of the
specific goals; a baseline of zero cannot be
presumed; evaluative measurements are
nearly always indirect measures; long-term
needs should be borne in mind apart from
the immediate goals.

KnutsoN, A. L. (1952b). Pretesting: A

positive approach to evaluation. Publ.
Hith Rep. 67, 699.

A critical review should be made prior to
pretesting a programme so that the needs,
objectives, methods, and subject matter are
clearly defined, accurate and likely to be
most successful. The pretest should be
planned in terms of certain specific condi-
tions that need to be satisfied in order to
achieve programme goals; the programme
will then be more likely to succeed. The
conditions to be satisfied include: amount
of public exposure, attention and interest,
motivation, pattern of behaviour, com-
prehension, understanding of purpose,
learning and retention.

KnNutson, A.L., SHiMBERG, B., HARRIs,

J.S., and DerryBERRY, M. (1952).
Pretesting and evaluating health ed-
ucation. Publ. HIth Monograph No 8.
Washington, D.C.: United States
Public Health Service Publication No
212,

KocH, F., and StakeMANN, G. (1964).

A population screening for carcinoma
of the uterus with the irrigation smear
technique. Dan. med. Bull. 11, 209.
A remarkable project in the borough of
Frederiksberg, Copenhagen, appears to
demonstrate the acceptability of self-ob-
tained smears (by pipette) without major
educational effort. Of 11,192 selected
women, 82.2% used and returned the
pipettes. Propaganda limited to one 3-min-
ute interview on T. V. and a few items
in newspapers. The authors suggest this
success is due to the fact that women can
undertake the procedure in the privacy of
their homes, and without the inconvenience
or embarrassment of making an appoint-
ment for examination.

LA PoINTE, J. L., WITTKOWER, E. D., and

LoucneED, M. N. (1959). Psychiatric
evaluation of the effect of cancer ed-
ucation on the lay public. Cancer
(Philad.) 12, 1200.

The authors believe that cancer education
and many other forms of health education
have relatively little effect considering the
amounts of time, money and skill spent on
them. There is a reliance on the mass
media, merely presenting material to large
groups of individuals regardless of their
receptivity. A more personal approach
through discussion groups and the like may
produce a lessening of resistances and thus
reduce the blocking reactions. Once the
general public has allowed itself to be
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exposed to education, greater resistances
might be overcome if other factors, such
as the different needs of the population, or
which person is more liable to be heard and
understood in specific groups, were known.
“The real problem is not whether enough
information is put across to the general
public, but how and how successfully the
information is communicated. There is
little doubt in our minds, for instance, that
propaganda based on curability through
early treatment is more likely to be suc-
cessful than is propaganda based on fear.”

Lirson, S. S. (1958). Do they understand

MCCORN{ICK, G.

what they read? Int. J. Hlth Educ. 1,
100.

Giving literature to patients in hospitals is
not enough. We must find out if they
understand what they read. An inter-
esting survey was carried out in this con-
nection by the U.S. Tuberculosis Associ-
ation, making use of reading tests. It proved
two things: the need for hospital personnel
to be aware of the level of vocabulary
comprehension of their patients; and,
secondly, that we should not rely mainly
on the printed word for our educational
effort.

(1964). Programme
planning — An organized approach.
Int. J. Hlth Educ. 7, 91.

The author discusses how he used the
W.H.O. guide to programme — planning
when he was co-ordinator of a com-
munity nursing-home demonstration pro-
gramme. The W.H.O. guide enumerated
the following five steps: (1) collecting
information essential for planning; (2)
establishment of objectives; (3) assessing
the barriers to health education and how
they may be overcome; (4) appraising
apparent and potential resources (organ-
isations, personnel, materials and funds);
(5) developing the detailed educational
plan of operations (including a definite
mechanism for continuous evaluation).

MaAcLAINE, A. G. (1965). Lay education in

cancer control. Med. J. Aust. 2, 171.

A succinct review of experience elsewhere
and discussion of possible applications to
the situation in Australia. This article is
not written from a limited parochial point
of view, and its interest is therefore not
confined to the country of origin.

OSBORN,

McNickrg, d’A., and PrromuMER, V. G.

(1959). It takes two to communicate.

Int. J. Hlth Educ. 2, 136.

Nix, M. E. (1961). Health education and

human motivation. Int. J. Hlth Educ.
4, 192.

Although the importance of health and
illness has global significance, attitudes
regarding these will vary according to the
cultural ideals of a community. Therefore,
although the problem of the control of
tuberculosis is universal, it can be solved
by giving careful consideration to the
fixed customs of the group. The author
considers the different types of atmosphere
of a group associated with the types of
leadership, and the consequences for hu-
man motivation and behaviour. If the
leader is authoritarian or laissez—faire
the positive results, if any, are unlikely to
be permanent. Ideally the relationship
should be one of educated self-determina-
tion, in which a person follows a respon-
sible leader with understanding and the
realization that the programme will bene-
fit him and those around him.

G.R., and Leysson, V.N.
(1966). Domiciliary testing of cervical
smears by home nurses. Lancet 1, 256.
Public health nurses in Derby were used
in a cervical cytology programme (a) to
identify the high-risk women (multi-
parous, low on socio-economic scale) in
their care; (b) to persuade them to have a
smear taken; (c) to take smears (after care-
ful training) in the home. The value of this
highly personal form of selective health
education was shown by results. Moreover,
a positive smear rate of 26.5 per 1000 was
found in this group, almost four times
greater than the rate recorded for the
general population at clinics in the same
town.

PaTErsON, R., and AITKEN-SwaAN, J.

(1954). Public opinion on cancer: A
survey among women in the Manch-
ester area. Lancet ii, 857.

A report of the first survey carried out
at the beginning of the experimental can-
cer education programme by the Man-
chester Committee on Cancer. (See Chap-
ter I of this Monograph).

PaTersoN, R., and AITKEN-SwaN, J.

(1958). Public opinion on cancer:
Changes following five years of can-
cer education. Lancet ii. 791.
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This is a repeat survey of the one carried
out in 1953 (Paterson and Aitken-Swan
1954) and showed a good general improve-
ment in attitudes to cancer. (See Chap-
ter I of this Monograph).

PATERSON, R., Brown, C. M., and WAKE-

FIELD, J. (1954). An experiment in
cancer education. Brit. med. ]. ii,
1219.

This is an early article describing the
cancer education programme of the Man-
chester Committee on Cancer.

PHiLLips, A. J. (1955). Public opinion on

cancer in Canada. Canad. med. Ass.
J. 73, 639. (See Chapter I of this re-

port).

Puituies, A. J., and Tayvior, R. M.

(1961). Public opinion on cancer in
Canada; a second survey. Canad. med.
Ass. ]. 84, 142.

This is a report on a repeat of the 1955
survey (Phillips 1955), and shows an im-
provement in public opinion concerning
cancer after a carefully planned educatio-
nal campaign. (See Chapter I of this re-
port).

Porma, A. M. (1962). Public education

and cancer control. Acta Uni. int.
Cancr. 18, 723.

The author deals with the history of
public cancer education both in the United
States and Great Britain. Fear of cancer
needs to be eradicated by education or-
ganised by the medical profession. Much
evidence is cited to show the value of
early diagnosis of cancer of all sites, es-
pecially asymptomatic cancer.
Cancerophobia, the most common objec-
tion to education, is not a true problem.
It should be guided by education into a
salutary fear of undue delay in seeking
adequate treatment.

Price-Wirriams, D. R. (1962). New at-

titudes emerge from the old. Proceed-
ings of the International Conference
on Health and Health Education, vol.
5, 554. Geneva: International Journal
of Health Education.

The author emphasizes the importance of
taking into account the background of
ideas and practices in health education.
New ideas must be seen in relation to the
old ones that they are disrupting or re-
placing. The author illustrates his points

6 UICC Vol. 5, Public Education

with examples from a tribe he studied in
Nigeria.

Rankin, D. W., and Brown, A. J. (1964).

Cancer education in Victoria. Med. J.
Aust. 1, 357.

A description of five years of intensive
cancer education of the public by the
Anti-cancer Council of Australia, its or-
ganization objectives, methods and eval-
uation.

Raven, R.W., (1953). Cancer and the

community. Brit. med. J. ii, 850.
Among other topics, he discusses a cancer
education programme. Telling the public
the symptons is not enough, they must also
be told how to act in certain circumstan-
ces, and what can be done to help them.
This must be done wisely and in stages
throughout the country.

Reap, C.R. (1965). The control of

neoplasia — education for prevention.
In: The social responsibility of gyne-
cology and obstetrics. Baltimore: Johns
Hopkins Press.

The American Cancer Society’s vice presi-
dent for public education and information
reviews his and the Society’s experience
in many years of education against cancer
of the uterus. He emphasizes the need for
physician leadership, the importance of
terminology acceptable to the media and
meaningful to the public, the need to use
both media and person-to-person ap-
proaches through informal networks of
communication, (churches, unions, women’s
clubs, neighbourhoods, etc.), the educa-
tional stress on “hope, on the peace of
mind the Pap test can give”. Many mil-
lions in America have learned a new
health habit, but there has been too little
success with low-income groups and wom-
en over the age of 65. The diffusion pro-
cess in health education is slow.

RoserTs, B. J. (1965). A framework for

consideration of forces in achieving
earliness of treatment. Hlth Education
Monographs No 19.

A stimulating analysis of the motivational
and other forces involved in achieving
early detection and treatment, particularly
of breast cancer, by health educational
methods. Invaluable because it offers for
the first time a holistic view of the deci-
sion-making forces that lead to action,
rather than the usual fragmentary exami-
nation of some aspects of the problem.
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RoBEerTs, B. J. (1962). Concepts and meth-

ods of evaluation in health education.
Int. J. Hlth Educ. 5, 52.

In this article the author attempts to clar-
ify the concepts surrounding evaluation
in health education, and considers the
problems of measurement involved in such
evaluation.

Rosenstock, I. M., Hocusaum, G. M.,

and KeGeLes, S. S. (1960). Determi-
nants of bealth behavior. Golden
Anniversary White House Conference
on Children and Youth. See the text
of this chapter for a summary.

Rosenstock, I. M. (1960). Gaps and

potentials in health education re-
search. Hlth Education Monographs
No 8.

The author considers that applied research
is needed to “develop simple, economical
and valid methods for diagnosing health
education problems; [and also] ... to de-
velop valid methods for educating indi-
viduals and groups in a real life health
setting”. Further “basic research is needed
to increase our growing knowledge of why
people do what they do”. Finally, much
more programme evaluation is required
to help in improving programmes.

Rosenstock, I. M. (1961). Decision-

making by individuals. Hith Educa-
tion Monographs No 11. See the text
of this chapter for summary.

RosensTock, I. M. (1962). Many opin-

nions. . . Few Hard Facts. Proceedings
of the International Conference on
Health and Health Education, vol. 5,
565. Geneva: Int. J. Hlth Educ.

The author is of the opinion that “what
we still do not know .... is how best to
diagnose and wuse existing motivational
states and existing social structures to
change behaviour”.

Rosenstock, I. M. (1963). Public re-

sponse to cancer screening and de-
tection programs. J. chron. Dis. 16,
407.

In the second part of the paper, Rosen-
stock attempts to apply the behavioural
model already developed (see text of
chapter) to cancer detection.

The research that is required should be
directed at the groups shown to be in need
of it by a consideration of their health

behaviour status — e.g. the undermoti-
vated. The author concludes with recom-
mendations for (a) a fact-finding phase;
and (b) an action phase.

Ross, W. S. (1965). The climate is hope —

How they triumphed over cancer,
New York: Prentice-Hall, Inc.

The book reports the personal attitudes to
cancer of physicians, their patients, most
of whom have been cured, and researchers.
Sixteen rambling chapters — largely taped
interviews — reflect the fears and guilt of
some patients, the courage of others. Phy-
sicians speak candidly of their limitations
as well as their successes: one is deeply
interested in problems of stress and can-
cer, another in the value of a cancer de-
tection examination, a third in the philo-
sophy of radical operations, a fourth in
the unbearable family tensions that often
develop when a child has cancer. “Cancer
is a highly complex group of diseases,
each with its own course and prognosis . . .
Hence the reactions and the judgements of
both patients and therapists often vary
greatly and may be controversial.”

SANDMAN, I. (1962). Parent education in

the U. S. A: Some impressions on meth-
ods. Int. J. Hith Educ. 5, 34.

The author examined whether group dis-
cussions would produce better results than
the traditional courses in health education
of expectant mothers. The answer appears
to be in the affirmative. Although factual
information is important, an understand-
ing of one’s feelings is also important
and both are achieved in discussions.

SeppiLri, A. (1962). A community sur-

vey — First step towards a film.
Proceedings of the International Con-
ference on Health and Health Edu-
cation, vol. 5, 527. Geneva: Int. J.
Hith Education. (French text, English
and Spanish Summaries).

Seiriius, J. (1962). The impact of social

structure. Proceedings of the Inter-
national Conference on Health and
Health Education, vol. 5, 560. Ge-
neva: Int. J. Hith Educ.

The author suggests “(1) that the health
educator may have to redefine the kind of
system he is dealing with; (2) that a health
education programme may constitute a
direct attack on some of the individuals in
the community, especially those who hold
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some kind of medical lore; (3) that it is
necessary to study the customary ways of
imparting information, recognizing that
there may be an informal [social] struc-
ture, such as a network of kin which is just
as potent as the formal structure in im-
parting information and shaping opinion;
(4) that it is necessary to make a distinc-
tion between decision-making and choi-
ces..., (5) that cultures change, customs
change, and in some societies at a more
rapid rate than in others.... it should
[therefore] be possible to change ideas on
health and disease if we analyse the social
patterns, see who is responsible for health
practices, and whether or not the com-
munity’s ideas are really as irrational
as they appear. In attempting to pro-
mote change, we should obviously use
the existing social structure as much as
possible”. Society should not be looked at
in terms of social structure alone; health
education programmes affect the social,
economic and technological structures, and
these three aspects must be included in the
planning and execution of the programme.
The physical and economic burden placed
on the people of a developing country
must be borne in mind in any health edu-
cation programme.

STEUART, G. (1965). The physician and

health education. Brit. med. J. ii, 590.

The author considers that the passive role
of the patient is not conducive to good
health education wia the doctor, and re-
commends that the relationship be changed
to a more patient-oriented one, in which
the latter plays an active part. Steuart
deals with the reasons why a patient
should be educated, possible objections to
his proposals, and the part played in all
this by basic medical education of the
doctor.

SteUART, G. (1959). The importance of

programme planning. Int. J. Hith
Educ. 2,94.

Systematic and intelligent planning are es-
sential for successful health education. (See
text of this chapter). Illustrations are taken
from a programme concerning ante-natal
and maternity care in a South African
Indian community.

STEUART, G. (1962). A slender store of

studies. .. Proceedings of the Inter-
national Conference on Health and

Health Education, vol. 5, 608. Ge-
neva: Int. J. Hlth Educ.

In this very instructive article the author
reviews the studies of the educational con-
tent of health education programmes. Such
studies are concerned with evaluation of
the effectivenness of programmes, the
existence and extent of the problem in the
community or group, the establishment of
criteria or baselines against which to meas-
ure and compare results, the comparative
effectiveness of methods and the use of
methods appropriate to the population
and problem. More such studies are needed,
and the help of the pure scientist must be
used wherever possible. This article in-
cludes a bibliography of nearly fifty
articles.

SucumaNn, E. (1962). More scientific

rigour is needed. Proceedings of the
International Conference on Health
and Health Education, vol. 5, 533.
Geneva: Int. J. Hlth Educ.

A great deal more thought might be given
to the problem of classification of research
findings, but this would involve the clari-
fication of the basic dimensions underlying
its fundamental concepts. Only by attemp-
ting to relate findings to such concepts will
the results of applied research be of use
outside the limited experimental situation.
The research design of most health edu-
cation studies is weak, owing to lack of
underlying theory; they also lack scienti-
fic rigour. There are many possible criteria
for the evaluation of an educational pro-
gramme — in terms of effort, performance,
adequacy, efficiency —, effort is the most
common. Health education must develop
its objectives more specifically according
to different degrees of immediacy; this
will necessitate an examination of the
basic assumptions concerning the ‘goals
involved.

SusTAITA SEEBER, A. de (1963). Changing

attitudes to cancer. Int. J. Hith Educ.,
6, 88.

The results of a cancer education campaign
in Argentina showed that attitudes to can-
cer have improved: information was sought
and accepted more frequently, there was
less delay by patients, conversations about
cancer were considered more natural, and
the educational approach is much more
optimistic in outlook.
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Tentori, F. V. (1962). Their needs and

knowledge. Int. J. Hlth Educ., 5, 10.

With ample illustration the author em-
phasizes the importance of preliminary
research and evaluation in the careful
planning of a programme. The research
should include an examination of the
characteristics and attitudes of the com-
munity.

Tentors, F. V. (1963). Audio-visual

materials: an experiment in pre-
testing. Int. J. Hlth Educ., 6, 180.
This article sums up ... the results of a
study carried out by the author in Mexico.
The purpose was to pretest audio-visual
materials being planned to support a pub-
lic health programme. . ..

The results emphasize the value of such
tests and pinpoint some important prin-
ciples.

WAKEFIELD, J. (1959). The case for can-

cer education. Monthly Bulletin of
the Ministry of Health and the Public
Health Laboratory Service 18, 146.

The arguments for and against public
education about cancer are presented and
examined in the light of available evidence.
The evidence shows that a carefully
conceived and tactfully executed pro-
gramme of education does not have un-
desirable effects, and that it can favourably
influence public attitudes to cancer.

WAKEFIELD, J. (1963). Cancer and public

education. London: Pitman Med.
Publ. Co. Ltd; Springfield (IlL):
Ch. C. Thomas.

This volume summarizes many years in
the field of cancer education in England.
Probably the only work devoted solely
to cancer education. Topics covered in the
different chapters include: the principles
and practice of cancer education — the
problem, delay in seeking treatment, the
content of a programme, informing the
public by mass-media and person-to-
person methods, cancer education in schools
and the smoking problem —, and the or-
ganization of public education schemes.
The appendices contain notes for lectur-
ers, a reprint of the Paterson and Aitken-
Swan (1954) survey, notes on the use of
visual aids, and a list of educational ma-
terials and sources.

WAKEFIELD, J. (1966). The role of public

education in cancer detection. In:

Chap.-VI.,, UICC Monograph Ser.,
vol. 4. Berlin-Heidelberg-New York:
Springer 1966.

The author emphasises that detection pro-
grammes must be accompanied by public
education. The objectives of such educa-
tion must be “to persuade people to seek
prompt medical advice when certain warn-
ing signs appear; and to persuade them
particularly those in high-risk groups, to
take part in screening programmes”; em-
phasis on the hopeful and reassuring as-
pects of cancer and cancer detection tests
is important. The author deals with the
functions of the physician, other medical
staff, and mass-media in education for
detection of cancer. Crucial, however, in
any such education is the state of the atti-
tudes, beliefs and health practices in the
community or group being educated.
Wakefield draws attention to the need for
examining the qualities of detection tests
that attract or repel an individual, and
cause him to accept or reject the test. The
article is supported with evidence from
a number of relevant studies.

WakerieLp, J., and Davison, R. L.

(1958). An answer to some criticisms
of cancer education: A survey among
general practitioners. Brit. med. ]. 1, 96.
This is a report of a survey carried out
after five years of public education. It
was designed to test the validity of the
criticisms “that cancer education would
create cancerophobia among the public
and add unnecessarily to the work of the
general practitioners”. Such criticisms
were shown to be invalid for the kind of
educational programme used.

WHO (1963). Cancer control. Wld Hlth

Org. Tech. Rep. Ser. No 251.

This report contains a short section on
education of the public, in which a few
notes are made on the most important
points of such education: necessity, form
and operation of cancer education.

WHO (1964). Prevention of cancer. Wld

HIth Org. Rep. Ser. No 276.

This report contains an excellent section
on public education, which we have quo-
ted extensively in the text of the chapter.

Young, M. A. C, DiCicco, L. M,

Paur, A. M., and Skirr, A. W. (1963).
Review of research related to health
education practice. Hlth Education
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Monographs, Suppl. No 1. New York:
Society of Public Educators, Inc.

ZABOLOTSKAIA, L. (1965). The integration
of health education in preventive and
curative medicine in the U.S.S.R. Int.
J. Hlth Educ., 8, 41.

Prophylactic examination of healthy peo-
ple is carried out in various selected
categories of the population. A widespread
educational effort precedes such exami-
nation programmes to ensure maximum
participation. Follow-up of the chronic
sick revealed by examination is tackle
systematically, with health education
playing a major role.

Ministry of Health, London (1964).
Health education. Report of a Joint
Committee of the Central and Scot-
tish Health Services Councils. Lon-
don: Her Majesty’s Stationery Of-
fice.

This excellent report deals with the aims
and achievements of health education. The
need for evaluation is stressed and the
future organization of health education
in Britain is considered. Finally, the re-
port deals with the techniques of health
educators, the part played by general
practitioners, and health education in
schools. An appendix on health education

in the United States is included. There are
several lengthy comments on health edu-
cation about cancer.

Many methods useful for evaluation
in health education. Int. J. Hlth Educ.
5, 93. [Editorial annotation].

Lists ten of a variety of methods that have
been used to check changes in knowledge,
attitudes and behaviour of students relat-
ing to health.

Health Education: a selected biblio-
graphy prepared by the World Health
Organization. (1956). Educational
Studies and Documents. No XIX.
Paris: UNESCO.

174 entries on (1) General background;
(2) Health education; (3) Methods and
techniques; (4) Training; (5) Evaluation
(6) Periodicals.

Health Education (1962), Education Ab-
stracts, vol. XVI, No 1, compiled by
Winifred Warden. Paris: UNESCO.

An annotated bibliography of 398 entries
on (1) Philosophy and background; (2)
school health; (3) Programme planning;
(4) Problems in special fields (including
smoking); (5) Books for children; (6)

Periodicals of interest.

13. Aims and Methods of Current Cancer Education Programmes
in Various Countries

To describe in detail cancer education
programmes throughout the world would
be impossible, and pointless in the present
context. The information in this chapter
is therefore intended as no more than an
indication of how theory is being put
into practice in a few countries. It is ex-
tracted from detailed working papers!?
regarding their own regions prepared by
members of the Committee on Public
Education of the International Union
against Cancer.

! The collected papers, Public Education:
Cancer Education Programmes in Various
Countries, are available from U. 1. C. C. Ge-
neva Office, 3 rue du Conseil-Général, Ge-
neva, Switzerland, in the form of a Techni-
cal Report.

Several themes run consistently
through all current cancer education pro-
grammes — to disseminate reliable in-

formation about cancer, to eliminate
irrational fears of the disease, and to pro-
mote diagnosis at the earliest possible
stage, whether by seeking advice prompt-
ly for signs and symptoms recognizable
by the patient or, more recently, by
making use of measures of detection and
prevention available. Not unexpectedly,
there are differences in the way in which
different coutries seek to achieve these
aims, but we see these as variations in
interpretation, perhaps allied to differ-
ences in national customs, systems of com-
munication and mores, rather than as
differences of principle.
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What follows is therefore a brief sketch
of how the problem is tackled in various
countries, and not an attempt to compare
and synthesize the differences which
exist.

Australia

The Australian Cancer Society, a
federation of state anti-cancer organi-
zations, was formed in 1961. The ob-
jectives of its Public Education Commit-
tee include fostering and co-ordinating
public education activities throughout
Australia; the preparation of a blue-print
for a public education campaign which
could be implemented by any organi-
zation which so desired; the establishment
of a means of examination of methods of
communication to determine the effect
of public education on cancer; the pro-
vision of a means of pre-testing public
reactions to new educational material
before its release for general exhibition;
dissemination of information and educa-
tional material on cancer from all Austra-
lian States and overseas countries.

The main emphasis in cancer educa-
tion has been placed on those methods
offering a more personal type of ap-
proach. Most important of these is the
illustrated talk to an existing community
group, in which simple but accurate in-
formation can be given that will enable
the layman to recognize certain symptoms
as possible signs of cancer, increase his
understanding of the disease, and counter
some of the prevailing fallacies and mis-
conceptions. Full use is made of audio-
visual aids — films, filmstrips, slides
and tape recordings — to aid audience
comprehension of the lectures.

Although the percentage of the total
population reached in this way will not
be large, regular work with these organi-
zations can create what WAKEFIELD terms
“a nucleus of well-informed people in
the community” whose influence may

spread far beyond the confines of their
immediate circle of relative and friends.

While it is recognized that an educa-
tion effort concentrated on the mass
media is less likely to bring about any
significant and lasting change in deep-
seated attitudes and beliefs, these media
may nevertheless be used effectively to
bring about a more hopeful and objective
attitude in the community at large. This
is particularly the case with television,
because of its semi-personal nature, the
great number of people it reaches, and
its influence with persons of below-
average education and intelligence who
generally find it difficult to visualize
many concepts presented by the spoken
or written word.

To overcome programming difficulties
inherent in telecasting a film, interview
or panel discussion on cancer, the Anti-
Cancer Council of Victoria has produced
a 60-second educational ‘commercial’ pre-
senting the “seven warning signs” in ani-
mated form. This was made freely avail-
able to all television stations in Victoria,
and two years after its release is still
being televised regularly; it is screened
without charge by the stations concerned
as a community service. The ‘commer-
cial’ has also been screened by television
stations in some other states.

The Australian Broadcasting Com-
mission, a federal statutory body, has co-
operated in cancer education at a na-
tional level, particularly by televising in
all states two Victorian-produced films
concerned with cancer diagnosis, treat-
ment and cure: “Another Day” and “You
are not alone”.

Radio, despite the popularity of tele-
vision, remains an important medium,
particularly in country areas. In Tas-
mania, a lecturer of the State Cancer
Committee broadcasts a weekly health
programme in which aspects of cancer
control are regularly discussed. A series
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of recorded talks and two dramatised
programmes specially prepared for broad-
casting have been used extensively by
Victorian stations, and the state cancer
organizations in Queensland and New
South Wales have also utilised the me-
dium of radio.

The Australian press plays a signifi-
cant part in promoting education on
cancer. The country and suburban press
in particular has shown a lively interest
and responsibility, and in those states
where an active education campaign is
under way the district papers as a rule
carry full and accurate reports of local
meetings. In addition many papers re-
print short articles on cancer supplied
by the state health authorities or Cancer
Councils.

Educational programmes have been
influenced by public opinion surveys car-
ried out in Brisbane, Melbourne and Perth,
which have provided information about
attitudes to the disease and about pre-
vailing areas of misconception and in-
adequate knowledge.

Canada

The most distinctive feature of public
education about cancer in Canada is the
pre-eminent role of the Canadian Cancer
Society, formed in 1938. Other agencies
which play lesser roles are the various
government Departments of Public
Health, the Canadian Medical Associa-
tion and the educational authorities re-
sponsible for health teaching in schools.

The original, and for some time, al-
most the sole objective of the Canadian
Society’s educational programme was to
promote early diagnosis and early treat-
ment of cancer. On the basis of evidence
available at that time it seemed reason-
able to believe that a significant reduc-
tion in cancer mortality might be achieved
by persuading people to watch for the
first manifestations of malignant disease

and then go quickly to their doctor. More-
over, physicians treating cancer were im-
pressed by the relatively large number
of patients who, when first seen, had ad-
vanced or extensive disease and who
would admit delay in seeking medical
attention. It seemed logical to assume
that many of the deaths among this
group might be prevented if earlier diag-
noses could be achieved. Based on these
assumptions, the Society proclaimed wide-
ly “The Seven Danger Signals of Cancer”
and urged those observing them to see
their doctor without delay.

Within a few years it became apparent
that the “Danger Signals” programme
was less effective than had been anticipa-
ted. Many cancer patientssstill procrastina-
ted instead of seeking prompt medical
care. Efforts were redoubled to spread
more widely and emphasize more strong-
ly the gospel of early diagnosis but the
gains were less dramatic than had been
hoped for.

To determine the effectiveness of its
programme, the Society conducted a
number of surveys of public opinion
about cancer. Each survey was carried
out by an independent professional
organization in order to avoid the pos-
sibility of bias and to ensure proper
sampling. The surveys of women’s opin-
ions were carried out in 1954 and in
1960 and the survey of men’s opinions
was conducted in 1961. Although the
survey showed that there had been an
increase in knowledge about cancer, it
was noted that 75% of women and
50%b of men gave fear as the main reason
for delay in seeking treatment for cancer.

Cancerphobia now became a prime
target of the Society’s educational pro-
gramme. To attack this problem, efforts
were made to de-emphasize the penalties
for delay and, instead, to stress the bene-
fits of early diagnosis. Survival-rates
were presented in their most optimistic
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form; mortality figures were not men-
tioned. In all discussions of cancer, em-
phasis was placed on the positive rather
than the negative aspects of the subject.
Attention was focussed on the fact that
many patients with cancer can be cured
and that all patients with cancer can be
helped — even those with types of dis-
ease for which modern treatment does
not yet promise a cure.

In recent years attempts have been
made to devise a more sophisticated
approach to the problem of cancerphobia.
The objective now is to foster the de-
velopment of a rational attitude towards
cancer and in so doing to eliminate the
irrational fear of cancer. If people can
be taught to face up to cancer calmly and
sensibly, to see the disease in fair per-
spective in relation to other hazards which
threaten us all, to reduce the emotional
charge associated with the word “can-
cer” — then, and, only then, can they be
expected to participate intelligently in
plans for its prevention and control.

It is also important that doctors, nur-
ses, health-educators and Cancer Society
workers should themselves try to come
to grips with the problem of cancerpho-
bia. If these people can work out for
themselves a sensible understanding of
cancer — if they can talk about it calmly
and unemotionally — if they can accept
without panic the factthat they themselves
might develop cancer — then shall they
be in a position to influence others and to
dispel fear.

There are many indications that ef-
forts along these lines have borne fruit.
Investigations and surveys have shown
that more patients are reporting with
their disease at an early stage; more peo-
ple are familiar with the early signs of
cancer; irrational fear of cancer seems
to be less prevalent. But despite these
achievements the survival statistics im-
proved less rapidly than had been hoped,

so attention was directed to methods of
early detection by periodic health exa-
minations and by self-examination of the
female breast. The Canadian Cancer So-
ciety still promotes such health checks, but
is careful not to exaggerate their effecti-
veness and suggests that doctors should
explain to their patients the limitations of
these procedures.

In recent years the emphasis has shift-
ed to cancer prevention, in which lies the
greatest hope for the future. The two most
obvious examples — the reduction of
cigarette smoking and the discovery of
premalignant lesions of the uterine cervix
by mass cytological screening — have be-
come a major preoccupation of the So-
ciety’s programme.

The philosophy and objectives of the
Society’s education policy are largely
determined by the National Education
Committee which is also responsible for
most pamphlets, booklets, films and film-
strips. In actual fact, most of the major
movies and some of the pamphlets are
Canadian adaptations of material pro-
duced by the American Cancer Society. Oc-
casionally movies from other countries,
particularly Great Britain, have also been
used to advantage here.

Each of the ten Provincial Divisions
of the Canadian Cancer Society has its
own Education Committee which selects
various aspects of the National Education
programme for special emphasis, main-
tains liaison with the provincial medical
society and educational authorities and
which may develop educational material,
including films, for use within that prov-
ince or elsewhere.

Within each province are a large num-
ber of units through which actual contact
with the citizens is achieved. All units
have an Education Committee which
plans and carries out a continuous edu-
cational programme using volunteer wor-
kers. The objective is to reach all the
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people (a) through news media, television,
radio and movies (b) in their homes by
house-to-house visits and home meetings
(c) in schools and colleges (d) at their
place of work — factories, offices, lum-
ber camps, civil service departments, etc.,
(e) wherever people meet in groups, e.g.
fraternal organizations, church societies,
conventions, fairs, etc.

A special effort is made to maintain
good relations with the Press. Whenever
possible, a representative of the Press is
appointed to the Education Committee.
News releases are prepared at National
and Divisional Cancer Society offices
and distributed through units to local
newspapers. Press coverage is always
sought for major educational efforts such
as cancer forums, public showings of can-
cer movies, cancer educational confer-
ences, etc.

The initiation of a Cancer Education
programme in the schools begins with se-
curing an endorsation from the Provincial
Department of Education. With this ap-
proval unit education committees can
approach local Boards of Education,
school principals and teachers. The ob-
jective is to encourage the inclusion of
information about cancer in the regular
Health and Science classes and to offer
help in this work by providing literature
and visual aids. Special effort is directed
to the problem of cigarette smoking —
whenever opportunity presents the Can-
cer Society will arrange for a well-quali-
fied physician to meet and talk with
students on this subject and to participate
in panel discussions or debates. The Can-
cer Society has also sponsored essay con-
tests in many areas, which have served to
direct attention and thought to the re-
lationship of smoking and lung cancer.
In this connection surveys carried out by
the Canadian Cancer Society have shown
that many children begin to smoke cig-
arettes as early as grade V (10—12 years).

Hence it is now felt that efforts to dis-
courage smoking should be started in
grade IV and continued year by year at
a progressively increasing level of sophis-
tication throughout primary and second-
ary schools.

Parent-Teacher Associations are highly
developed in Canada. Through such or-
ganisations parents can be told the facts
of the smoking and health problem and
their co-operation solicited in the cam-
paign to protect their children from this
hazard.

Chile

In 1938, doctors from the Instituto del

Radium in Santiago and prominent per-
sonalities of the community founded the
Chilean League Against Cancer. Among
the declaration of principles of the League
it was stated:
“....to penetrate public conscience
through a permanent propaganda at
all social levels with the knowledge of
the dangers of cancer and the methods
of restoring health.... to point out to
the public the means to prevent cancer
and offer them the known methods of
treatment ...”

The League, soon after its foundation,
started a programme on public educa-
tion which included: periodical lectures
through radio and comprehensive articles
in the most important newspapers and
magazines; short lectures to school teach-
ers, students of the higher grades, medical
students, nurses, social workers, etc. At
the end of the lectures, small booklets
with the danger signs and on specific
types of cancer, were distributed; some-
times, through the courtesy of the Ameri-
can Embassy, 2 motion picture was shown.

The League also sponsored medical
congresses and meetings in several of the
main cities in the Country which lasted
approximately three to seven days. Du-
ring this period of time a massive educa-
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tional campaign for the public was done
through the usual channels of public in-
formation. Unions were approached,
women were gathered together, schools
were visited. People were encouraged to
support the League or to form their own
local leagues.

The philosophy of this programme was
based on the principles that there are cer-
tain symptoms and signs that may be
caused by cancer, that the disease is cur-
able when it is treated in time and that
the adults should have a medical exami-
nation at least once every year.

The League continued working with
a certain amount of efficiency until 1957.
Since then, practically speaking, the only
public education about cancer have been
our cancer congresses, where again ac-
tivity is developed through the radio and
the newspapers.

The League obtains its funds partly
from private institutions and individuals
and mostly from government aid, but its
total yearly income is very meagre; in
1964 it was less than 4.000 dollars.

In 1954, thanks to the generosity of a
Chilean lady living in Europe, a new
cancer institute was created, the “Insti-
tuto de Oncologia, Fundacién Arturo
Lépez Pérez”. This institute, which is
concerned with detection, diagnosis, tre-
atment and research about cancer, is now
studying a public educational programme
to be conducted in an area of Santiago,
the capital city.

There has been no serious investigation
of the effectiveness of the public educa-
tional campaign about cancer, and noth-
ing is known with certainty about the re-
action of the population to the infor-
mation given. On the other hand, we do
not know either what the people think
about cancer, or if the methods employed
to reach them have established some com-
munication with them. On the contrary,
indirect evidence points to the fact that

very little, if anything, has been accom-
plished and that the great mass of the
population did not receive the infor-
mation or were not motivated by it:

a) In ten years, less than 10.000 wo-
men have sought a medical examination
or a vaginal smear test at the Female De-
tection Clinic in Santiago.

b) The readily detectable cancers such
as uterus, breast, skin, etc., still come to
us in advanced stages of their disease.

It is true that this is not always the
case with the more educated patients, who
ask more frequently for vaginal smears
and, their lesions, as a whole, are not as
advanced as in the great bulk of the po-
pulation.

If this presents a rather gloomy view
of what has been achieved, it has to be
borne in mind that, in a country with
serious economic problems, the national
health authorities are forced to give pri-
ority in their budgetary arrangements to
the control of diseases and conditions that
are easily prevented or ameliorated by
relatively simple hygiene measures (e. g.
tuberculosis and the diseases of infancy
that spring from poverty and inadequate
living standards). Despite the lack of a
concerted educational effort aimed at the
early diagnosis and prevention of cancer,
it cannot be said that the government has
been totally indifferent to the problem.
The prerequisite of any educational pro-
gramme — the availability of adequate
treatment facilities — has been met by
the development throughout the country
of cancer treatment centres and the estab-
lishment of a nation-wide cancer registry.

Denmark

This work has, for a number of years,
been based solely on educational meetings
and folders which gave dataon the symp-
toms of cancer and appealed to the public
to seek medical advice in every case
where it was thought that any of these
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symptoms were evident. However, it was
noted in these folders, so as to avoid
creating unnecessary fear, that only
in a minority of cases did these symp-
toms actually indicate cancer, but that it
would not, of course, do any harm to
have other less serious illness treated and
cured.

The information meetings are prima-
rily arranged by the local units of the
Society, of which there are 190 distribut-
ed over the entire country. Meetings are
often arranged in co-operation with other
societies, especially women’s groups and
women’s trade unions.

At the meetings, where there is always
free admission, folders and brochures are
distributed — also without charge —
and there are opportunities for members
of the audience to join the Society, just
as everyone is given opportunity, at every
meeting, to ask questions of the lecturer.

The lecturer may be a local doctor
who can get information for the pre-
paration of his lecture from the head-
quarters of the Society. If the meeting is
held as part of a national campaign, the
headquarters of the Society can supply
complete lecture manuscripts which may
be used in their entirety or rewritten by
the lecturing physician in his own words.

Practically speaking, the lectures are
always about a specific form of cancer
(e.g., cancer of the uterus) and only
those types of cancer where there is hope
of successful treatment after an early
diagnosis. The lecture often ends with a
few remarks about cancer in general and
the importance of early treatment. All
meetings are open to bothmen and women.

As in the lectures, the information
folders are aimed at specific forms of
cancer and they are written by specialists
in the specific fields they treat. All of the
folders contain descriptions of the com-
mon danger signals one should be on the
watch for.

It has not been found to be expedient
to run a continuous information cam-
paign. It is as if the public becomes tired
of and uninterested in the propaganda
while, in contrast, the periodic campaigns
create significant interest, not only for
the specific type of cancer being discus-
sed, but also for other forms of cancer.
In this manner, it is also much easier to
interest the daily press.

Each effort within the information
programme is planned very carefully.
Contact is made with the various physi-
cian’s and surgeon’s societies which may
be affected by the campaign, in order
to secure their co-operation. Furthermore,
an investigation is made to determine the
possibilities for treating the patients
which will be discovered as a result of
the information programme and who will
seek medical assistance and be referred
to a specialist for examination and per-
haps treatment.

Posters are also used, but this is an
expensive form of advertising and the
number of possible outdoor outlets are
severely restricted in Denmark. Short ad-
vertising films and still slides are used in
cinemas, as are the special films pro-
duced by the National Society and dis-
tributed on free loan to local units or
organizations which apply for them.

With the growth of television, it has
become increasingly difficult to attract
audiences to meetings of any kind. It has
therefore become necessary to seek a
closer associatian with radio and tele-
vision. However, broadcasting time is
limited and there are no more than four
radio lectures per year, including one on
cancer in the regular series “The Radio
Doctor ”. Television is used on the occa-
sion of the annual Cancer Day and when-
ever there is news of advances in the
cancer field at home or abroad.

There are many individual examples
of the importance of the information
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programme’s significance in the early
treatment and curing of cancer, but a
statistical analysis, as such, was first made
in 1964, when the Cancer Register estab-
lished and run by the Cancer Society
investigated the results of a campaign
instituted by the Society in the period
1951—54 for self-examination of the
breast. The result was an improvement
in the survival-rate during nine years
and the Society is now considering a new
campaign of the same character.

One handicap within cancer informa-
tion work exists in Denmark. It is extrem-
ly seldom that a physician tells his patient
that he has cancer. If he is cured, no-one
hears of it, but if he dies, everyone knows
that it was cancer. This gives the popula-
tion the impression that the chances of a
successful cure are less than they are in
reality. A little more optimism could
possibly bring even more to an early
treatment.

France

There is in France a national organiza-
tion responsible for general health educa-
tion of the public, but since the Ligue
National Frangaise contre le Cancer
(L.N.F.) was formed earlier and in-
cluded most of the country’s cancer
specialists, most education of the public
concerning cancer has remained in the
hands of the L.N.F. Within the Ligue
National there is a regional organization
based on administrative “départements”.
Each departmental committee organizes its
own propaganda programme with the
help of the Social Security organization
of the region.

Every year since 1950, the L.N.F.
has conducted an annual campaign lasting
for a week, culminating in a national
fund-raising drive. Propaganda against
cancer is undertaken mainly in the two
months prior to the fund-raising cam-
paign and reaches its peak during the

“Cancer Week”. Pamphlets giving a wide
range of information about cancer and
its treatment are available for distribu-
tion, and posters commissioned by the
L.N.F. from artists of high quality are
sent to regional committees for display
during “Cancer Week”.

Public meetings on cancer are ar-
ranged from time to time, usually com-
prising a 30-minute lecture by a doctor
(preferably a specialist in cancer) and the
showing of films. The subject of the lec-
ture is fairly general, dealing with the
frequency of various forms of cancer, its
insidious onset, the first signs of warning,
the greater curability of cases detected
early, etc. The provision of suitable films
for such meetings has proved extremely
difficult. Some have presented an over-
simplified picture of reasonable and un-
reasonable behaviour and so have been
unconvincing. The most effective, it
seems, have been short films of inter-
views with cured patients and one which
shows the working of a cancer hospital,
the simplicity of modern treatments and
medical advice, and information about
research in progress.

Television and radio are also used,
though almost exclusively during “Can-
cer Week”. The best T.V. sequences
have been those filmed in hospitals, with
doctors and patients interviewed in turn,
including people who have been cured
of cancer many years ago. Newspapers
also participate in “Cancer Week” and
publish articles by prominent cancer
specialists.

But more efficient than the general
propaganda directed indiscriminately is
that directed to special groups, and
particularly to young boysand girls about
to leave school (16—18 years old). Special
lectures are given by doctors to these
young people, but information is also
provided by the school-teachers them-
selves in the natural sciences curriculum.
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For this purpose, the L.N.F. has pre-
pared and published a sample lesson,
which is constantly kept up-to-date.
However, the greatest effort has to be
concentrated on the education of doctors
themselves if they are to enable their
patients to obtain the maximum benefit
from the campaign of public education.

Netherlands

In the Netherlands, the so-called Cross
societies (secular, protestant and catho-
lic organizations) have, since the early
1920s, gradually acquired responsibility
for public health education. However,
over the years other organizations de-
voted to fighting one or other of the
major diseases have been formed. One
of these is the Netherlands Cancer Socie-
ty, which is concerned with all aspects
of the fight against cancer. A central
institute now exists to coordinate the
various health education programmes,
and one of the participating bureaux is
the Bureau for Cancer Registration and
Education, which is the focal point of
the cancer education programme in the
Netherlands and also, since 1964, of the
campaign against cigarette smoking.

The programme of the Bureau has
been based on the possibilities for the
early detection of cancer. There have
been pilot schemes for the detection of
cervical cancer by Pap smears, but no
major effort has so far been directed at
forms of the disease other than lung
cancer. In the Netherlands, there is agree-
ment on the point that public education
should precede nation-wide screening
programmes, with the aim of increasing
public knowledge to the point where
early diagnosis will raise the overall sur-
vival-rate for cancers to 50 per cent.
Public education has to go hand-in-hand
with professional education, since not all
doctors are yet convinced of the advan-

tages of public education. Their opinion
is to some extent a reflection of their own
pessimistic views of cancer prognosis.

Since the major difference between
survival-rates for men and women in the
Netherlands (239 against 37 %) is ac-
counted for by lung cancer deaths, the
major effort of the Bureau has been direct-
ed into the campaign against smoking. Less
effort has been devoted to cervical cyto-
logy, since deaths from cervical cancer
account for only 390 of female cancer
deaths in Holland.

The anti-smoking campaign has been
organized by the Bureau, but financed by
the government, which has taken a
positive stand in several ways, including
the imposition of an additional tax of
25% on cigarettes. The initial govern-
ment grant for public education (200,000
florins = $56,000 U.S.) was raised in
1965 to 350,000 florins ($ 98,000 U.S.), a
powerful public demonstration of how
seriously the government regards the
problem. There has been a concentrated
educational effort throughout all schools,
in all teacher-training colleges, among
parents and the adult population general-
ly, and among all sections of the medical
profession. Special literature has been
distributed, aimed at particular age-
groups and sections of the community,
and there has been invaluable support
from the press, radio and television. Some
results have already been achieved: in
1964 cigarette consumption decreased by
20%p in the Netherlands.

A bi-annual periodical produced by
the Cancer Society is distributed to its
210,000 members, informing them of
achievements in treatment and research.
A bulletin is also being produced for the
regular supply of information to the
press, and a booklet, “Facts About Can-
cer”, is to have a first public distribu-
tion of 260,000 in 1965. Public meetings
are also arranged at which physicians
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and district nurses give lectures on can-
cer, similar to those given in the U.K.
(Manchester scheme) and in Denmark.

United Kingdom

“We are convinced that education
aiming at a truer understanding of cancer
and the methods for early detection can
do nothing but good. Unreasonable fear
of cancer is caused by ignorance, not by
knowledge.” So ran the comment of an
official committee appointed to consider
the future of health education in Great
Britain, whose report was published in
1964. It is remarkable that such a state-
ment need have been made at all, but
the painful fact is that no national scheme
of public education about cancer exists
in Britain, although the Ministry of
Health has since 1952 encouraged county
and city local governments to promote
health education about cancer in their
own localities. Largely because of the in-
itiative of voluntary agencies, cancer
education has been developed in several
parts of the country, with notable centres
of activity in York, Oxford, Cardiff and
the Liverpool and Manchester regions.
Of these the then Manchester Committee
on Cancer was in 1952 the first to launch
a large-scale project of cancer education,
and is now the most extensive, serving
an area with a population in excess of
4,000,000. There are minor differences
between the methods and media used in
the five regions, but in broad terms
a description of the philosophy and
methods of the Manchester Regional
Committee on Cancer is representative of
such cancer education as is being under-
taken in Britain.

The aims of the Manchester project
are based on the results of special base-
line studies, conducted before the scheme
began, into public attitudes to and beliefs
about cancer and into the reasons why

patients with disquieting symptoms may
defer seeking medical advice. In broad
terms they are:

1. To disseminate authoritative in-
formation about cancer, with an emphasis
on the less well-known reassuring facts.

2. To allay needless fears, correct
mistaken beliefs,and to promote more con-
fidence in the value of early treatment.

3. To educate the public about pre-
ventive measures

From the beginning the Committee
has been fortunate in having the experi-
ence of pioneers in the field, such as the
American and Canadian Cancer Societies,
to draw on; but it was also guided by
evidence that person-to-person communi-
cations, especially where opportunity is
allowed for questions and free discussion,
are the most effective in changing atti-
tudes. It therefore attempts to achieve
person-to-person contact with a large
proportion of the population by means
of a three-point approach; to people
where they meet, where they learn and
where they work. Firstly it supplies
speakers — nearly all of them doctors
concerned in the treatment of cancer —
free of charge to voluntary groups and
societies of all kinds. Secondly, the
committee supplies speakers and visual
aids and other background materials
to schools and colleges, both to give
young people a greater understanding
of the nature of cancer, so that they
may be armed against the influence of
prejudices and mistaken beliefs about
cancer which they will encounter among
their elders, and to instruct them about
the hazards of cigarette smoking. Third-
ly, people are reached at their places of
work. Following the pattern set by the
Ontario Division of the Canadian Cancer
Society, a mobile information service is
provided for business and industry. A
nurse, who is also a trained schoolteacher,
is employed as full-time lecturer with
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special responsibility for the business and
industry programme.

Apart from short reports in the local
press which bring the main points of talks
to a wider audience, the Committee at
present uses little printed matter. This
should not be taken to imply a criticism
of the use of printed matter per se. It
does, however, accept research findings
that the effect of printed material com-
pares unfavourably with other more per-
sonal methods of influencing behaviour
and therefore feels that its limited budg-
et can more profitably be expended on
other outlets.

Such statistics as it quotes are con-
nected with cure, rather than death; with
the encouraging rewards of early treat-
ment, rather than the dangers of delay.
Every attempt is made to maintain a
positive, health-orientated approach, and
as far as possible to avoid fostering a
preoccupation with disease. In view of
the present climate of opinion regarding
cancer in Britain, the Committee has not
felt able to publicise the “Danger Signals
of Cancer” that have been a key factor
in cancer education in other countries. Al-
though in person-to-person teaching,
“Warning Signs” are always described,
these are invariably discussed as signs of
ill-health which call for prompt medical
advice, rather than as symptoms of cancer.

If one particular approach could be
said to colour the Committee’s messages
to the general public, it is that people are
addressed not so much as potential vic-
tims (“This can happen to you”), but as
potential helpers of friends and relatives
who may be afflicted. Studies suggest
that this is a2 more tolerable role for the
audience, and it may be that acceptance
of the message (which, since it concerns
cancer, must in some degree arouse an-
xiety) is thereby made less difficult for
the individual.

Manifestly any attempt to change for
the better public opinion about cancer
must have the full support of doctors
and nurses. Limited enquiries among doc-
tors and medical students, and a larger,
intensive study among nurses have re-
vealed a marked tendency towards un-
warranted despondency about cancer. The
Committee’s programme therefore in-
cludes regular lectures to professional me-
dical organizations and to nurses under-
going initial and in-service training at a
number of local centres. The main aim of
these talks is to impress on medical pro-
fessionals the excellent results to be gained
by the early treatment of cancer of cer-
tain sites, and to gain not only their
acquiescence but also their active support
in educating the public about cancer.

Evaluation of the results and other in-
vestigations are planned as an integral
part of theeducational programme, so that
educators in the field may identify prob-
lems worthy of deeper study, while re-
search findings are fed back into the
educational programme as a means of
refining techniques or organization. It is
the constant interchange of ideas and
hard facts between practitioners and re-
searchers that is vital to the continuing
vigour and viability of public education
about cancer.

U.S.A.

Frank public discussion about cancer
leads to more knowledge and better
understanding of the disease. As gloomy
fatalism is replaced by a life-preserving
philosophy, attitudes and motivation
change and lead to more reasoned and
appropriate behaviour. This has been the
view of the American Cancer Society
since 1937 when it began its first national
systematic efforts to communicate with
the public. While there is still some mind-
less panic about cancer, the Society be-
lieves that the disease today is most often
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regarded realistically: a serious threat
but free of much of its age-old aura of
terror and mystery.

The Society believes in a broad com-
munications approach to motivate a
population now close to 200 million.
People must be reached where they live
or work; where they study, worship or
relax; when they read newspapers, watch
television, listen to radio or go to meet-
ings. Mass communications media are
most effective against cancer when joined
with or accompanying an immediate,
person-to-person approach in which the
individual has the chance to ask questions,
to express his own anxieties, present
doubts and fears openly. In cancer the
advice of a respected friend or acquaint-
ance — with or without special medical
training — can play a vital role.

The intention has been: (1) to build
understanding and support for the broad
attack on cancer (by the public, govern-
ment agencies, and the medical profession
at large); and (2) to teach individuals
what they can do to protect themselves
against the disease,

The tone of the Society’s messages to
the public is vigorous, optimistic, and
often even evangelistic. Waging a battle
in the market place of ideas with the other
persistent claimants for the public ear,
the Society uses advertisements contri-
buted by the nation’s many magazines;
millions of copies of publications ranging
from a cartoon booklet to relatively com-
plex brochures; motion pictures, more
than 25 of which are now in circulation;
parades and meetings; and, the com-
munications media themselves.

The intent in all these cases is to in-
volve people in action to protect them-
selves; to reassure the frightened and to
stimulate the indifferent; to persuade
people to support cancer control activity,
both as volunteer workers and as finan-
cial contributors.

“The earlier the diagnosis, the better”
has been the Society’s long-time message
in cancer control, and will continue to
be. A key element in this message has
been the statistical observation that be-
fore World War II, only one-in-five of
those with cancer was saved, whereas
progress has been made since then. Grad-
ual improvement followed, climbing to
a ratio of one-in-four — and then (circa
1956) — to one-in-three. This figure still
stands, although (if all patients were
diagnosed and treated at as early a stage
as possible) it could be reduced to on-in-
two.

Statistical facts are informative; they
are productive — and they are not moti-
vational enough. People are more inter-
ested in other people than in statistics —
people believe people. For this reason,
the American Cancer Society does much
of its education through speakers and
through stories and pictures of indi-
viduals who have — at this time, at this
place, in this way, with these results —
been cured of cancer.

Perhaps the most constructive force
in the United States has been the physi-
cian — a key figure in health education.
The doctor’s willingness to speak about
cancer at meetings, to permit himself to
be quoted by name in newspapers, to
participate in television programs about
the disease, has been an essential element
in counteracting fear. In exchanges of
patient and doctor at public meetings
where questions may be raised and calm-
ly answered, in newspaper columns by
doctor-journalists, the work of reassur-
ance and persuasion goes on. Most im-
portant, if behavior is to be changed, is
for the individual to have the opportuni-
ty to express candidly his suspicions and
worries and fears. These can be answered
effectively by wise physicians.

With its more than 3,000 Units organ-
ized into 58 Divisions, the American Can-
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cer Society has placed strong reliance on
the notion of “association”. Distribution
of printed materials, exhibition of films,
the spread of the anti-cancer message —
all of these activities are predicated on
the assumption that a significant fraction
of the people will, in fact, come together
to work for the common good. With only
a skeleton of paid staff, the Society could
never manage to bring its message home
to a huge nation, the secret lies in the
volunteer whether lay or professional.

The volunteer in the local community
is typically a housewife; 2 woman who
finds that a few hours a month of work
for the American Cancer Society provide
satisfaction and pleasure. In such a
milieu the volunteer usually gains some-
thing; self-confidence and a broadened
circle of friends. Not a few of the volun-
teers have themselves been cured of
cancer and so have special motivation.
Reasons for volunteering are often com-
plex, a sound mixture of public service
and self-interest; whatever the reasons,
the impact on cancer control has been
great. A major problem is equipping this
volunteer so she may be a reliable source
of information. In one of its recent pro-
jects the Society has developed a training
kit of materials under the heading “Tell
Your Neighbor” to illustrate content and
show procedure for spreading information
that may save lives from cancer.

The American Cancer Society has con-
ducted a number of programs aimed at
detection and treatment of cancer in cer-
tain body-sites. The most successful —
as indicated above — has dealt with can-
cer of the uterus, with emphasis in recent
years on the Pap test (cytology).

Brilliantly organized programs in such
cities as Toledo, Philadelphia, Memphis,
San Diego, Cleveland have brought many
millions of women to have the test — how-
ever, it is striking that despite intensive
work, not more than 70 per cent of wom-
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en have had cytology in any urban area.
Nevertheless, despite many years of
intensive education, a recent study has
shown that only half the women in
America said they had had a Pap test.

Other site programs have concentrated
on self-examination of the female breast
and, more recently, on the desirability
of regular proctosigmoidoscopic examina-
tion to combat cancer of the colon/rectum.

The causal link between cigarettes
and lung cancer has absorbed much of
the Society’s interest. The Society believes
(and is supported by surveys) that de-
spite gloomy predictions that teen-agers
would not be influenced by sensible
warnings about risks far in the future,
there has been some success in deterring
young people from beginning to smoke.
Factors in this include probably: 1. the
report to the Surgeon General of the
United States on Smoking and Health
and other widely publicized documents;
2. the public’s increasing realization that
cigarette smoking is a risk; and 3. the
reasonable approach which the Society
has developed within schools. In spite of
encouraging results in persuading young-
sters to put off beginning to smoke, there
is little evidence that those who have
already started the habit have been in-
fluenced

A most important development has
been the formation of the National Inter-
agency Council on Smoking and Health,
in which some eighteen health, educational,
and governmental organizations have
united. The Council led the fight in Con-
gress for legislation requiring health
warnings on cigarette packages, which
was passed, and for similar warnings on
advertising, which was defeated. Stronger
legislation is hoped for in the future.
Leading in the formation of the Council
were the American Heart Association,
the National Tuberculosis Association,
the United States Public Health Service,
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the American Public Health Association
and the Cancer Society.

The Society tries to evalute programs
under way and afterwards. It is also cur-
rently planning a large study of public
attitudes to, and behaviour in the face
of, cancer.

U.S.S.R.

One of the main tasks of health edu-
cation on cancer control in the Soviet
Union is to interpret to the public the
ways and possibilities of cancer preven-
tion through timely treatment and the
cure of precancerous conditions. The
methods and content of cancer education
were worked out on the basis of epidemi-
ological data for the various regions of the
U.S.S.R. and on studies of what people
thought and knew about the possibilities
of prevention.

Certain precancerous disorders — usu-
ally associated with unhealthy practices
or harmful habits of long standing —
were found to be particularly prevalent
in certain areas of the vast territory
of the U.S.S.R., e.g. leukoplakia of the
buccal cavity in the Central Asian Re-
publics, associated with the chewing of
nass (a mixture of tobacco, ash and lime).
However, a survey of the health behav-
1our of over 20,000 people revealed that
only a small number were aware of the
preventive measuresavailable to them and
how to protect themselves from harmful
influences in the environment. The least
well-informed were in remote rural com-
munities.

Programmes aimed at timely detection
and treatment of precancerous diseases
conducted on the national level are being
implemented in the country through re-
gular and general mass and individual
prophyplactic screening of the whole po-
pulation, through the establishment of
specialized “examination rooms” at out-
patient health establishments, through the

“dispensarization” of the public (constant
medical follow-up), providing chronic
patients with medical diet and accom-
modation at the over-night sanatoria
owned by industrial enterprises, through
a wide network of rest homes and sana-
toria, etc. A study of the public’s atti-
tude towards cancer prevention showed
that the people did not appreciate the
subject enough: Those suffering from pre-
cancerous disorders were very apathetic
about seeking a physician’s advice and
negative in observing it.

Our surveys and investigations showed
that people suffering from pre-cancerous
diseases did not make full use of all the
existing facilities offered by the State free
of charge, because they knew very little
or nothing at all about real possibilities
of preventing cancer by timely cure of
the pre-cancerous states. The study showed
also that people had very little under-
standing of the nature, causes and the
development of pre-cancerous diseases.
Most of the people interviewed, especially
those in some regions of Moldavia, the
Ukraine, the Central Asian and Trans-
caucasian Republics, did not appreciate,
for example, the significance of health
diet practices, regularity of meal times, in
particular. Even more did not consider
it harmful to take very hot tea and food
regularly; quite a number of the local
population did not think excessive ex-
posure to sunlight harmful for the skin,
and did not protect their faces from the
hot southern sun. They also knew little
about cancerogenic effects of smoking, or
chewing nass; the women knew very little
about the dangers of repeated abortions
and were not aware of the possible after-
effects of their unwillingness to breast-
feed their children on the appearance and
development of pre-cancerous diseases of
the breast.

In contrast to these examples of poor
information, much wider knowledge on
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the part of the public on the ways of
cancer prevention was registered in the
regions where wide-scale sound health
education programmes, scientifically and
methodologically based, had been con-
ducted (e.g. in Moscow, the city of Perm,
and others).

Health education in the field of can-
cer prevention based on such studies is
carried out in the U.S.S.R. in the fol-
lowing ways:

1. Explanation of the significance of
timely cure of precancerous diseases as a
practical way of preventing cancer; di-
rected at the adult population, mostly
among chronic patients.

2. Dissemination of health knowledge
conducive to the prevention of the con-
ditions which, if they progress, may in time
offer fertile ground for cancer to arise.
Directed at apparently healthy people of
all ages.

The methods used in conveying infor-
mation that will help to prevent the devel-
opment of cancer are governed by the
principle that it is most desirable to avoid
1atrogenic reactions from the public. The
term “precancerous disease” is not used;
stress is laid on the fact that chronic
disease does not always lead to cancer
and that prevention of cancer can be
achieved by timely treatment and cure
of a chronic condition.

The peculiarity of the educational
method lies mainly in the following:
many factors of the environment together
with regular violations of health behav-
iour are treated not as an immediate can-

7+

cer challenge, but as important in stimu-
lating certain conditions that may, if they
progress, contribute to the appearance of
cancer.

Cancer education is a component of
the overall public health programme in
the U.S.S.R. Certain steps have been
taken to put this into effect:

1. Handbooks have been published,
with guides to methods of cancer ed-
ucation, lecturers’ kits with texts and
charts (e.g. on breast self-examination
and the harmful effects of smoking), slid-
es, filmstrips and special educational in-
structions for those areas of the country
where certain precancerous conditions are
prevalent.

2. New films for the general public
have been produced.

3. Booklets, pamphlets and leaflets
are produced for the general public; also
posters, wallcharts, displays and material
for the press.

4. Special T.V. and radio program-
mes are broadcast, as well as items for in-
clusion in regular magazine programmes.
The Central Institute for Research in
Health Education prepares material for
use by local T.V. and radio stations.

5. Training in the methodology of
health education is given to physicians at
Institutes for postgraduate instruction.
Lectures are given to the general public
by cancer specialists. Volunteers, mostly
members of the Red Cross and Red Cres-
cent, give considerable assistance to pro-
fessionals involved in the work of health
education.
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