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1 Introduction

1.1 Childhood accidents as risk factors

Accidents are the leading risk factor endangering the hedltchildren in industrialized
countries. In Germany, children of more than one year dieenfrequently due to accidents
than due to natural causes of death [1]. Up to the age of 15 yeguries and intoxications
are mainly caused by accidents and represent the leadisgsatideath. In young children
the majority of accidents happen at home. In school childmaffic accidents play a major
role.

As shown by different experts, the majority of childhoodideats (60% to 80%) are
preventable by appropriate precautionary measures [2TB¢ frequency and severity of
childhood accidents can be markedly reduced by creatingl@eh-friendly environment,
by providing technical measures of security, by offeringaaiequate supervision and by
providing appropriate information about preventive measuo the parents. Compared to
other European countries, the situation concerning chddhaccidents in Germany is un-
favourable. Examples from Sweden, the Netherlands andiAustve shown, that efforts in
prevention markedly reduce mortality and morbidity duedoidents [4].

The association between childhood accidents and the sacinemic status of their fam-
ilies has merely been investigated and national data akinacHowever, several regional
investigations have shown an association of an increasegdidéncy of accidents and a low
socio-economic level [5, 6]. This association was esplycihagih in respect to traffic acci-
dents and burns. Concerning environmental risk factorsthen study has shown an inverse
correlation of traffic density and socio-economic status [X recent report from South-
ern Germany demonstrated that children with another nalitgrthan German had severe
accidents more often than German children [8].

Since migrant children were shown to have an increased fiskwere accidents, mea-
sures of accident prevention seemed to be of particulaifgignce specifically for this group
of the population (“target group”). Thus, it was suggestethtegrate a course of first aid
including preventive elements into the preschool edungirogramme.

1.2 The settings approach

Migrant families represent a target group which is diffi¢alteach by traditional institutions
and organisations of medical assistance and social welfnerefore, measures of health
promotion and prevention have to be based on approacheshaim to reach people at
the places, where they work, live, and play (“settings appnd). In community health
promotion, typical settings are defined as companies, $shwoarseries, old people’s homes
and hospitals. They provide adequate conditions to deviiltipg solutions” if the causes
of health problems are correctly identified and if the neetstjvations and resources of the



targeted population are adequately taken into considerati
For the current programme of first aid, the settings of theioipal child day care centres
located in a socially disadvantaged district of Hamburgengrosen.

1.3 Characterization of the community

As published by the Landesamt Nord in 2004, the statistia#ilp of this district of Ham-
burg (Hamburg Horn) shows several characteristics of am@freocial concern: the number
of inhabitants per kihin Horn is much higher compared to the average of Hamburg8617
versus 2271). The average living space in Horn (59)2ies below the average living space
of Hamburg citizens (71.4Mhand the proportion of social housing is higher (20.9% versu
16.4%). The proportion of unemployed people and the prapoxf people living on so-
cial welfare in Horn is higher compared to the average of Hanglunemployment: 10.0%
versus 7.3%; social welfare: 10.2% versus 7.0%). The ptapoof foreign residents in
Horn is higher (21.8% versus 15.3%) and the proportion aifpr pupils (28.6%) markedly
exceeds the average of Hamburg (18.2%).The number of raadeats registered in Horn
is comparable to the average number of accidents in the thyamburg.

1.4 Profiles of the municipal child day care centres

The municipal child day care centres located in Hamburg Hoerpublic institutions without
a religious background. They belong to the “Vereinigung Harger Kindertagesstatten”,
managed by the city of Hamburg. There are five centres in Hehich are attended by
many children with different cultural backgrounds (sedisec2.1). The individual centres
care for total numbers of 109 to 235 children. The elemergacyions of four out of five day
care centres of Hamburg Horn are attended by 60 to 90 chil@agr bigger centre provides
an elementary section which cares for 170 children. Acowyrdo their different size, the
number of staff varies between 13 and 21. All five child dayeaa@ntres are whole day care
centres. They are opened from Monday to Thursday from 6.0twa&@®00 pm and on Friday
from 6.00 am to 5.00 pm.

The municipal child day care centres have the objectivedatera health-friendly daily
routine programme. This includes the provision of healtlyition (e.g. substantial amounts
of vegetables and fruits; tee or water instead of sweet driwkole grain products instead of
white bread). Several rules of daily hygiene have beendioized (e.g. washing hands before
eating, brushing teeth after eating). In addition, the pytbom of physical exercise plays an
important role. This includes sufficient periods of time taypat the playground, regular of-
fers of physical exercise, psychomotorical activities] additional swimming lessons. Two
of the centres additionally offer regular programmes basespecial relaxation methods.

Besides the daily routine programme, three of the five cemffered at least two health-
related projects during the last twelve months: visit atfihee brigade, workshops about
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healthy nutrition, excursions to the countryside, progrees teaching dental hygiene, visits
at an environmental centre, cooperation with a footbalbcliiwo of these projects were
evaluated by the staff.

All five child day care centres cooperate with differentitugtons within the youth and
health welfare system. Most of them foster occasional ouleggcontacts to several ther-
apists (e.g. ergotherapists, physiotherapists, logagi@e@cotrophologists) and to medical
specialists of paediatrics, dentistry and ear, nose aodthAdditionally, some of the centres
are in contact with institutions specialized on the diagsmasad treatment of developmental
delays and with institutions caring for children of sograllsadvantaged families. To enlarge
their offers for physical education, many centres are irntactrwith managers of swimming-
halls, indoor-playgrounds and other child day care cemregiding playgrounds.

According to the guidelines of the “Vereinigung Hamburgéndiertagesstatten”, the staff
of the individual centres regularly participates in firgl-aourses.

1.5 Planning of the first-aid-project

The first-aid-project was planned comprehensively on teestzd the PRECEDE-PROCEED
Model: ThePRECEDE framework comprises theredisposingReinforcing andEnabling
Causes inEducationalDiagnosis andEducation. ThePROCEED framework provides
additional steps foPolicy, Regulatory andOrganizationalConstructs inEducational and
EnvironmentaDevelopment [9].

The model suggests nine phases of planning: Five phasesedsasent (social diag-
nosis, epidemiological diagnosis, behavioural and envitental diagnosis, educational and
organizational diagnosis), the phase of the implementatial three phases of evaluation
(process evaluation, impact evaluation, outcome evaloatirhe PROCEED-phases served
as a guide for developing the first-aid-programme as de=attielow.

The aim of the present study was to design a programme of fitstmvich is suitable
for children with different cultural backgrounds. Accandito a recent study in German
kindergartens, children with migratory background areegalty less involved into project
activities compared to children of German origin [10]. Sigmant differences were docu-
mented in respect to four fields of action: “Role plays”, “gpaliscussions”, “picture books”
and “story telling”. Obviously, theses fields of action ahaxacterized by the fact, that they
are based on language skills. To reduce problems due todgedgiifficulties, the approach
of the present programme included many non-verbal elen{sath as body expressions,
symbols and pictures). Our hypothesis was, that this approaght render the programme
suitable for children with different socio-cultural backgnds. To evaluate this hypothesis,
the involvement of migrant children into several elemeritthe programme was observed
and compared to the involvement of German children (se&seg}.



2 Implementation

Based on elements of social learning theory, a big hand-gtwpas used to model situations
requiring interventions of first aid (e.g. a child who wasurgid due to an accident at the
playground). Thus, the children were motivated to devedgpes of social behaviour.
Furthermore, the programme included age-appropriates taghich prompted the chil-
dren to manage simple interventions of first aid (e.g. to bgeduts and grazes).
Preventive elements focused on traffic-safety (e.g. thetiske helmets and appropri-
ately equipped bikes), the awareness of dangers of burnthantevention of insect stings.

2.1 The programme of the first-aid-course

The programme contained five sessions (scheduled on 5 sudatpys) lasting between
45 and 60 minutes. Each session focused on an essentiabisBrgt aid and consisted of
several elements as described below.

Most of the materials used during the course were producdtéproject leader. For
each group of children, a large poster (the “first-aid-pdsteas prepared. This poster was
planned to be completed during the different sessions afdlese. Another poster dealing
with aspects of traffic-safety was provided by the Americad RCross which offers the
“First-Aid-for-Children-Today”-(FACT)-programme (fi4, p65).

The educators were asked to prepare boxes (white with a osd ar the middle of the
top) together with the children. These boxes were used te she first aid materials, the
children were going to receive during the course (“firsthtd”, fig.43, p72).

Before starting the project, the centres were informedtti@ideal number of children
per group was 10. Finally the size of the groups varied batweand 15 children. With
one exception (represented by a group of German childree)gtoups were composed by
approximately 70% of children with migratory backgrounal &9% of children with Ger-
man origin. Frequent origins of the migrant children wereKish, Westafrican, Afghan,
Yugoslavian and Russian. The age of the children was 5 (76a8%h 6 (23.2%) years. The
sexes were distributed equally (boys: 51.6%, girls: 48.4%)

2.1.1 Day 1: How to comfort an injured child?

After welcoming the children, they were asked to sit dowmfirg a circle and to put their
first-aid-boxes in front of them (fig.15, p67). The projeader introduced herself and sub-
sequently asked the children about their names and aged rigéamce was written on an
adhesive tape which was attached to the clothes of the riapehild.

To introduce the subject of first aid, the project leader dgke children about the sign
of the “Red Cross” on their first-aid-boxes. (Have you evansthe cross (red or green)



anywhere else? What does it mean? What about the cross omtrgency car? Who is
sitting in this car?)

After discussing important signs and tools of first aid, thédren were asked to listen
to a short story which was told using a big hand-puppet (ilivpuppet”) called “Pelle”.
Pelle was playing at the playground. He decided to climb otinabing frame. When he
reached the top, he jumped down. Unfortunately his backgatkaught between two bars.
Instead of jumping, Pelle dropped down and bumped his loegioh the climbing frame.
Therefore he was crying, which was illustrated by big teadickimg to his face. At this
point, the children were motivated to become involved i@ $tory and to ask Pelle what
had happened to him. Their different ways to comfort Pelie @6 and 17, p67) were noted
by the educators who observed the children. After each attefncomforting, Pelle told
the children that he already felt much better. Each child wdnmforted Pelle, was allowed
to take away one of the tears and to stick it to a face made adrpapich looked like the
face of Pelle. At the end of the session this face was pastéoedeft upper quadrant of the
first-aid-poster (fig.18, p67). To demonstrate the poséifect of being comforted, a second
face, showing Pelle in a good mood was pasted next to theoskihh face (fig.40, p72) .

Afterwards it was shown to the children, that the injuredalitPelle) felt better after
being covered with a blanket (fig.19, p67) and having somegthd drink. Subsequently,
one of the children was sent away to get a cool-pack out ofriigd. The cool-pack was
demonstrated to the children who were touching it in ordde&b its cooling effects. One
of the children was asked to put the cool-pack on the contudiowas explained, that the
cool-pack should be kept not only for some minutes but fooadlperiod” (about 10 to 15
minutes). Afterwards the children were motivated to askePR&hether he felt better. Pelle
told them that his pains were markedly reduced. He tried teagend to walk. Fortunately
he was able to go home to see his mother.

The session was terminated by offering a cool-pack to eatt. cfihe children were
asked to store the cool-packs in their boxes (first-aidykitel to put them into the fridge
when taking the first-aid-kits to their homes at the end ofcirse.

The intention related to this element of the programme wdawvour the development
of an empathic concern leading to an appropriate action lpfileess and assistance. The
idea of the element was inspired by the German book “Ich maci glesund, sagte der
Bar” by Janosch [11]. In addition, the application of a cpatk was demonstrated and its
pain-relieving effects was explained.

How it worked:

The degree of activation varied considerably between tfierdnt groups of children.
In some groups, most of the children got involved into thévégtand had several different
ideas to comfort Pelle. Usually a few children started saoebusly to caress the puppet.
Subsequently this activity was imitated by others. Furtiege, some children had the idea to
serve Pelle something to drink, to put him into a comfortgdasition or to cover him with a



blanket. A few children even started to tell him a story, tergghhim a game (or another toy)
or to sing a song. In contrast, other groups were only partiavolved. Probably several

children of these groups were embarrassed due to the uraiswaion of being taught by a
previously unknown project leader.

2.1.2 Day 2: How to call for help?

The second session started with preventive elements dealth aspects of traffic-safety.
Initially, the children were asked to discuss the safetysuees which were shown by a
poster (fig.20 and 21, p68). The poster shows how differembhals behave safely on the
road, e.g. by crossing the road using a zebra crossing aneagivg helmets when cycling
or roller blading (fig.14, p65).

As a further element of prevention, a German song dealing it appropriate bike
equipment was used (“An meinem Fahrrad ist alles dran” by Ratkowsky, fig.14, p66).
After having listened once to the song, the equipment wasodstrated (a bike-light, a
reflector, a bell, a brake), explained and discussed. Whalgng the song a second time,
the children were motivated to form a chain and to dance agp@i§.22, p68). This polka
included some gestures, which were demonstrated by thegbiejpder in order to express
the content of the song by gestures. In respect to prevertigelement was of particular
interest, since many children stated, that they have alretadted to cycle on their own.

For the next part, a high level of concentration was neededréfore a special mode of
interaction was introduced. Each child received a coloadtand was asked to stick his /
her adhesive tape (labelled with his / her name) to his / hiékr Bhae children were sitting
in a circle. It was explained, that the project leader is gamask some questions and that
each child, who wants to give an answer should throw his / biirto a big bowl standing
in the middle of the circle. Then the team leader chose onewsral balls and asked the
respective children for their answers. If the children did know the expected answers, the
correct answers were given, explained and discussed.

The leading question of this part was: How can | look for helpase of an emergency?
The children were asked:

1. Whom would you look for in case of an emergency? The expeatewers were:

mother or father

educator

neighbour

friend



2. What can you do if there is no adult around?

e use a phone / mobile phone and telephone for help
3. Which number do you have to dial?

e 112
4. Who is answering?

¢ the rescue service of the fire brigade

5. What do you have to say? You answer the questions:

who is on the phone?

where did the accident happen?

what has happened?

then you wait for further questions

Since the fifth point was important but also quite difficultémember, the hand-puppet Pelle
was used to model the situation of an emergency phone-talad explained, that Pelle was
very upset because his friend just had a bike accident. Newviriend was unable to move
his leg and couldn’t walk any more. Since Pelle did not find adult person to help, he
decided to telephone for help. He tried to remember the phanger of the rescue service
and fortunately he knew that he had to dial the 112. Aftermgwnentioned his name, he
explained the location of the accident (street an house eumitie reported the accident
and the injury of his friend. Before finishing, he was waitiiog further questions from his
phone partner of the rescue service.

Afterwards each child was motivated to telephone for helpgia mobile phone-dummy
(fig.24, p68). Before starting, each child had to dial the &b#& to invent an emergency
situation, which he / she was going to report. The projealdeaook the role of the rescue
service. If the children forgot to answer the important gues (who is speaking?, where
did it happen?, what has happened?) spontaneously, thecpleqader asked the respective
guestions.

At the end of the session, the children were asked to put th®leqphone-dummies into
their first-aid-kits. One of the phone- dummies was pasteithefirst-aid-poster (fig.23, 68).
In addition one or two children were asked to write the 112hmnright upper quadrant of
the poster.
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How it worked:

The children obviously enjoyed to discuss the securitysuess used by the animals shown
on the traffic-poster. In general the children were very paad by the detection of various
details illustrated on the poster.

The children liked to listen to the bike song and to discusstnstituents of an appropri-
ate bike equipment (e.qg. reflector, hand-brake, back-pbdH) presented by the song (p66).
Most of the children were happy to dance the polka includifigrént gestures. Further-
more, the physical activity during the bike dance servednaslement of detention, which
was important since the next part of the programme was geiteatiding.

Concerning the next part of the programme, the rules ofacteon using the coloured
balls helped to create an ambiance of concentration. Hawav¥ew children did not under-
stand the game and threw their balls into the bowl withouirngany idea about possible
answers. Nevertheless, the project leader managed tHabéHwe questions was discussed
in detail. The competence to perform an emergency phonearad considerably between
the individual children. Nearly all of them were able to aesithe questions “who is speak-
ing” (name of the child) and “what has happened?” (usualgytteported a bike accident
as demonstrated before by Pelle). In contrast, most of tleegof to report the location of
the accident (road and house number). However, if the greager asked them to report the
location of the accident, most of the children were able totime the street and the house
number (usually the address of their home).

2.1.3 Day 3: How to bandage cuts and grazes
The cut

Initially, the group leader asked the children, whetheytremember an injury which oc-
curred when using a knife or a pair of scissors. How did it leey® How did it look like?
What did you (or your parents) do?

After several children had told their experiences, an @rpant was performed: using a
knife, the group leader scratched a tomato. The tomato wesepaon to the children, who
were motivated to watch and to touch the scratch. They weweda® describe what they
saw. Expected answers:

¢ the skin of the tomato is damaged

e the juice runs out

The aspect of a cut was discussed. It was mentioned that aayubl®ed, which “is a good
thing”, because it helps the body to clean the wound. Howéivit's bleeding heavily, the
cut should be bandaged.
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The children were asked: How to bandage a cut? Using a pl#sf@aster was demon-
strated. It was explained, that one should not touch theddrtee plaster, which is put over
the wound. One child was asked to bandage the cut using eplastt had a pad large
enough to cover the wound (fig.25, p69).

The graze

The children were asked, whether they ever had an acciderg adricycle, a scooter or a
bike. How did the injury look like? What did you (or your patehdo?

After several children had told their experiences, an erpant was performed: using a
knife, the group leader took off a part of the skin of a peadie flesulting superficial lesion
was characterized by irregular edges. Thus the damaget peatd be used to illustrate a
graze. The peach was passed on to the children, who wereateatito watch and to touch
the damage. They were asked to describe what they saw. Exi@tswers:

¢ the skin of the of the peach shows a superficial wound witlyia edges
¢ the wound may be large

e there might run out some juice

The aspect of a graze was discussed. It was mentioned, tlivdy grdze has to be washed
with water using a gauze pad.

The children were asked: How to bandage a big graze? Usingca pif gauze and a
bandage roll. It was explained that the piece of gauze shmeilplaced over the wound in
order to absorb the secretions (fig.26, p69). A bandage dl@ulised to fix the gauze. One
child was asked to bandage the peach using a piece of gauzetamilage to fix it.

Practical part: Bandaging

A first-aid-kit containing plasters, pieces of gauze anddage rolls was standing in the
middle of the circle. Before starting the bandaging-attihe children were instructed,
that they should wash their hands before bandaging. Thenhitdren were divided into
teams of two children. One child out of each team was senetbathroom in order to wash
his / her hands. During this time, the other children reaksecial make-up pencils in order
to draw a small cut on one hand (arm) and a large graze on teelwdhd (arm) (fig.27, p69).
When their partners returned from the bath room, they firdttbadecide how to bandage
the lesions (plaster over the small cut, gauze and bandagdloy large graze). Then they
bandaged their partners using plasters and bandages (figd289, p69). Afterwards the
roles were changed and the whole procedure was repeatedersz.

The session was finished by providing first-aid-materidissfers, pieces of gauze, ban-
dages) to the children who stored the materials in their&idkits.
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Some of the plasters were sticked to the right lower quadratite first-aid-posters.
The first-aid-kit which was used during the session was tafighe group-room. Thus the
children could use the material during the following dayd ameeks.

How it worked:

Many children were keen on reporting injuries which they leagerienced by themselves
or which had happened to their parents or siblings. Theyrgbddhe experiments (tomato:

cut, peach: graze) with great interest. They closely watdimev the wounds were bandaged
and they were very much involved into the bandaging acsisitNearly all of them decided

correctly to dress the small cut with a plaster and to bantlag&arge graze with a piece of
gauze and a bandage roll. Most of the children were able tddggnthe wounds of their

partners correctly. However, several children had problesrhandle the bandage rolls and
needed some help. Many of them wanted to keep their bandagégde during the rest of

the day in order to present them to their parents. They wagupyhto receive some first-aid-

materials (plasters, pieces of gauze, bandages) to bel statteeir first-aid-kits.

2.1.4 Day 4. Being aware of dangers of burns

The children were sitting in a circle. They were asked whetiey ever had a burn. Further
questions were: How did the burn look like? What did you (ouryparents) do?

Afterwards the group leader performed an experiment usittgreato: the tomato was
put above a candlelight (fig.30, p70). At the point of time,enithe skin started to get
blisters, the tomato was shown to the children. They weredigkwatch and to describe the
heat-induced injury. Expected answer:

¢ the skin of the burned area becomes orange and gets blisters

It was explained, that the human skin reacts in the same wayskin becomes reddish or
shows white blisters) which is associated with pains.

The children were asked, how burns should be treated. As proagate measure of
first aid, the burn should be doused using cold tap water foolpged period of time (“as
long as you can”). Then the children were asked to contineeiperiment by dousing the
tomato with cold water for several minutes (fig.31, p70).

For the second part of the session, each child received twis cd white paper and
several coloured pens. The project leader used Pelle tahasthildren which dangers of
burns they could imagine. They were asked to close theirfeyeme minute while thinking.
Afterwards Pelle motivated the children to draw at leastdivtineir ideas on the paper-cards
they had received (fig.32 and 34, p70).

When the children had finished their pictures, Pelle cameséotke cards and asked
the children, what they have been drawing. Each idea wasigsied and reported by the
educators.
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In addition, it was discussed, how one can protect onese#ikng an appropriate dis-
tance to open fires, using pot holders when handling hot paaising until hot pots cool
down).

At the end of the session, one of the two cards of each childpas®ed on the left lower
guadrant of the first-aid-poster (fig.33, p70). In addit@pjcture symbolizing a hand below
a running water tap was pasted in the middle of the quadrant.

Before leaving, the children received a “housework”. Thesrevasked to check their
homes together with their parents for potential dangersioid

How it worked:

Many children remembered experiences of burns. Insidedbsdxmost of the injuries had
happened in the kitchen (due to the contact with hotplatés, thhe oven or with hot pans
or pots). Outside the house many burns were induced by a gl by the tools used
to grill something. Further frequently mentioned dangeesew a hot iron, hot tap water,
burning candles and lighters. In addition, the childreroregd injuries due to inattentive
behaviours of adults such as burns due to hot cigarettes‘enjoyments” like passing ones
fingers through candlelights. When asked about the reacétiar being burned, only a few
children reported that the burn was doused with cold tapmwate

The experiment with the burned tomato was observed witht gmézrest. The children
enjoyed the activity of dousing the tomato extensively.

The results of the second part of the programme differed eadylbetween the individual
children. All of them managed to draw at least one pictureviitpobserved a candlelight
and a lighter during the experiment, many children chosselexamples or simply drew an
open fire. Less than half of the children were able to imagitedifferent dangers of burns,
which had not been demonstrated by the experiment.

2.1.5 Day5: How to avoid insect stings

This day, the programme was started by discussing the sedfuhie “homework”. Additional
dangers of burns such as coffee-machines, light bulbs,ahdtors were discussed.

Depending on the weather, the next part of the session tamtepbutside the house.
Different food items were presented on a tray, which was puhé middle of the circle.
There were sweet food (e.g. honey, jam, fruit juice) andysfood (cucumber, sausage,
cheese, bread). The children were asked to describe tleedatte food items (sweet or
salty).

Then Pelle entered the circle and told them, that he is gaithgve his breakfast. Unfor-
tunately, several wasps (little plastic dummies, handlethb project leader and the educa-
tors) started to fly around the sweet food. Pelle got very tumse panicked. He wanted to
chase them away. Thus the wasps became aggressive, andtbeenadtung Pelle (fig.35,

14



p71). He was crying because the sting was quite painful. ilkéren were asked to imagine,
how they could help. Usually they had the idea to use a cock;daut they were informed,
that no cool-pack was available. Searching for other ideebacket containing ice-cubes was
presented. One child was asked to put some ice-cubes intstcibag (fig.36, p71) and
to cover the bag using a towel. Then the self-made cool-paskput over the sting (fig.37,
p71).

Afterwards it was asked, how Pelle could avoid the risk ofiagstvhen eating outside.
It was explained that hitting the wasps is dangerous beciuseders them aggressive.
Instead, it’s better to keep a certain distance and to ctneioind stuff (especially the sweet
food and drinks).

After passing on the wasp-dummies to the children, the wét#dae was repeated (fig.39,
p71). The wasps flew around the tray when Pelle arrived. Tis he didn’t panic. He took
a bucket and put it over the tray. After a while, the wasps Wiigieg away. Pelle checked
his slice of bread in order to be sure that no wasps weregittiere. Finally he started to
eat. Then the wasps were passed on to other children andubéan was repeated.

At the end of the session, several sweet objects presenteétleagictures were demon-
strated. It was discussed, that one should be cautious wdtergeutside during summer
time. Before eating, one should always check whether waspses are sitting on the food.
At the end of the session, the sweet objects were pasted dowviiee part of the first-aid-
poster. Each child was asked to paste a wasp on one of food (fen88, p71).

When the first-aid-poster was completed (fig.40, p72), tbgept leader summarized the
issues of the previous sessions. Then the children werel askech element of the course
they enjoyed the most. The answers were noted by the edsacator

The course week was terminated by a quiz. The children wesedasbout preventive
aspects and essential measures of first aid. Each correctawss rewarded by a first-aid-
button representing Pelle on one side and a “first-aid-ti@msshe other side (fig. 42, p72).
When the quiz was finished, a party including a barbecue wasth

How it worked:

In general, only a minority of children reported the resafttheir “homework”. Nevertheless
their reports could be used to discuss additional dangetsfms.

The activity of the “wasp-attack” was enjoyed by most of thddren. The handling of
the wasp-dummies flying around the sweet food was perform#dgreat engagement. To
avoid insect stings, nearly all groups suggested to eatertbie house or to cover the food.

When the children were asked about their preferences neggiaithe different elements
of the course, most of them clearly stated one or two favesubjects. We were astonished
that the demanding activities such as telephoning for hetfeeeloping ideas about dangers
for burns were appreciated nearly as much as the bandagiugyasee section 8).
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Having performed the quiz, the children were proud to rexéieir buttons. The barbe-
cue activity served as an additional means to promote theeawas of dangers of burns. The
sausages were eaten with great pleasure. At the end of théhdaghildren were allowed to
take their first-aid-kits to their homes (fig.41, p72).
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3 Social diagnosis

The first phase of the development of a health promotion ptdjas to ensure that the ob-
jectives of health promotion match the specific needs of #@ple. Thus, an appropriate
needs assessment has to be performed. In the case of tredim®Bject, the first step in-
cluded a review of the general problems encountered by migaailies. Furthermore the
literature was checked regarding the general risk of migehitldren to have accidents. The
second step evaluated the specific conditions of the fasriilisng in the catchment areas of
the child day care centres. In addition, the frequency, yped and the causes of accidents
occurring in the respective centres were evaluated. Thd #tep consisted of an assess-
ment of the “wants” of the parents and the managers of thel dal care centres. They
were asked about their opinions and their expectationseraimg the implementation of a
first-aid-project.

3.1 General problems encountered by migrant families

Because immigrants come to Germany for different reastiey, have different problems.
Some problems occurring at the macro-, meso-, and miceldere common to many im-
migrants. At the macro-level, poverty, discriminatiomdaage barriers, immigration laws,
legal and illegal status characterize many of their expegs. At the meso-level, families
often struggle with role reversal, husband-wife tensignsndparent relations, and questions
of abandonment and loyalty [12].

At the micro-level, the parents’ status and problems fraetjyeaffect the health status
and the well-being of the immigrant children. Difficultiesthe parents in securing a job
that provides adequate income and obtaining affordablsihgicauses financial problems,
lack of sufficient living space and inappropriate housing#@nments (see section 3.3 and
4.1). Furthermore, the financial and social stress of therpiamay lead to low self-esteem,
and family disharmony, culminating in possible domestiglemce and the need for social
services [12].

3.2 The risk of accidents of migrant children is increased

Several investigations showed, that the risk of severelaots is higher in children with low
socioeconomic status and in children with migratory backgd [5, 6, 8]. As demonstrated
by a recent German study, the risk of migrant children to ls@were accidents is 56% higher
compared to German children [8]. In young children, the mjof the accidents happen
at home and are predominantly due to falls [6]. In older abifg burns and traffic accidents
play a major role [6]. In this respect, a social gradient wasnfl: Socio-economically
disadvantaged children are at higher risk to have burnaticctaccidents [6].
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3.3 The social situation of the families living in the indivdual catch-
ment areas of the five municipal day care centres of Hamburg Hm

Health promotion in child day care centres has to find linkb&individual catchment areas
in order to reach specific target groups. Based on quaktatierviews, the managers of the
five municipal day care centres were asked to describe thel smimation of the children
attending the institutions:

The catchment areas of four out of the five centres showed a@hbfe social conditions:
the housing-situation of the families was characterizedalpredominance of rented flats
and a substantial proportion of social housing. Privatgiped homes were absent or very
few. The area around three of these day centres was deseaslsdarea of particular social
concern. All four child day care centres estimated the peagge of migrant children to be
above 50% and two of them reported a percentage between T%40Bvo of the four day
centres numbered the percentage of parents who were ungedpmo who were dependent
on social welfare with 5 to 20%, whereas the other two eseohétto be 30 to 50%. The
percentage of single parents (nearly exclusively singléhers) was between 15 and 30%.
Three of the four child day care centres were in charge ofraéghildren (up to 12% out of
all children of the elementary section) for whom the muratguthorities had recommended
or required educational assistance by one of the local d&ycemtres.

One out of the five child day care centres was described diffr. its neighbourhood
did not correspond to an area of social concern, but was predmtly determined by coop-
erative flats and by a few privately owned houses. The satitsn of the families living in
the neighbourhood was not described as disadvantaged.efbenpage of migrant children
was estimated not to exceed 10%. The percentage of pareotaere unemployed or who
were dependent on social welfare was below 5%. However, aogdpto the other centres,
the percentage of single parents (nearly exclusively singithers) was higher (50 to 60%).
This child day care centre had no children to care for becatiggidical recommendations
or obligations.

Concerning the different origins of migrant children, adintres reported a preponder-
ance of Turkish children. However, four centres reportéghtlly less or the same range of
percentages to be reached by children originating from &ésan countries (Ghana, Togo,
Nigeria, Guinea). In one centre, the second frequent ovgimrepresented by children from
countries belonging to the Commonwealth of IndependeneS(&1S).

Among the other cultural backgrounds represented by up tdif8€rent nationalities,
a substantial proportion of children were originating fraountries belonging to former
Yugoslavia (Croatia, Bosnia, Serbia), Albania, AfghaanistEgypt, Iran, Greece, Poland,
the Baltic States (Latvia, Lithuania, Estonia), Portugiadja and Vietham.
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3.4 Frequency, types and causes of accidents occurring atehmunici-
pal child day care centres

Accidents of low severity were mainly represented by bisjisghich did not require any
specialized treatment by medical professionals or irtgtins. If necessary (mainly because
of bleeding), these wounds were treated by the staff of thedee centre (usually by sticking
on a plaster). Referring to four day care centres which ctanea total number of 109 to 170
children, the incidence of these injuries was estimatedach 30 to 80 cases during the last
12 months. The largest day care centre (235 children) rep@m incidence of 100 to 150
injuries per yeatr.

The number of accidents which required to be treated by raédrofessionals was low.
Each of the five centres estimated numbers varying betweern A% cases per year. The
number of emergencies characterized by the need for an enwrgar varied between 0 and
5.

The location of accidents had no predominant site. Four biitecentres reported, that
the accidents happen inside and outside the centre with poplzabilities. Only one centre
noted a higher frequency of outdoor accidents.

As described above, the most frequent type of injuries wenesés due to falls. Other
frequent causes of injuries were crushings (usually bechungers were put between frame
and door) and cuttings (mainly due to the inappropriate dseissors and knives). Typi-
cal conditions leading to falls with bruises were rompingning, pushing, and quarrelling.
Additionally, falls occurred while riding bikes or tricyes. On the other hand, many falls
were not due to characteristic activities but to inattesriess. This was mainly attributed
to reduced capacities of coordination, which might be dugeteeral disturbances of space-
perception or to transiently reduced physical conditiang.( in case of fever or viral in-
fections). Especially in girls, the wear of inappropridt@ss represented a further cause of
falls.

The question whether accidents occur more frequent in bdwys in girls yielded dif-
ferent answers. Three child day care centres estimatednmaegdifferences, whereas two
estimated a preponderance of boys.

Concerning the social behaviour of boys and girls, all ctég care centres denied that
boys behave differently compared to girls in case of beingromted with an injured child.
In addition, there were no general differences of sociableur, which could be attributed
to different cultural origins.

3.5 What are the “wants”?

Two weeks before the course started, the parents receieadlatl(fig.1, p72) and an infor-
mation letter (fig.4, p55) which informed them about the pkeshproject of a first-aid-course.
The leaflet was written in German (fig.1, p72), English (figp23), and Turkish (fig.3, p54)
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and distributed according to the language preferably spblgghe parents (excluding other,
more rarely spoken languages, into which the letters wergamslated). It informed the par-
ents about the objectives and the content of the first-aiolseo Two child day care centres
additionally informed the parents about the programmenduoine of their regular parents’
information evenings.

Together with the leaflet, the parents received a questim(fa.8. p59). The question-
naires were also written in German (fig.8. p59), English gfigpg60), and Turkish (fig.10,
p61). Based on these questionnaires it was investigatethethe parents believe that their
children are informed about some precautionary measurissbéid. To get a general im-
pression on the acceptance of the planned project, thetsavene asked whether they agree
to the introduction of a first-aid-course into the preschemhication programme.

The return rate of the questionnaires was 70.7% (65 out ohB@ren under evaluation).
Interestingly, the return rate of migrant families (70.7&gs as high as the return rate of
German families (70.6%), which is much better compared ¢oréfturn rates demonstrated
by other studies focusing on migrants [8]. Due to the highrretate, the risk to receive
distorted results because of a selection bias was low.

In addition, the managers of the child day care centres weesviewed by qualitative
interviews (fig.5-7, p56-58). They were asked about thgdeetations concerning the intro-
duction of a first-aid-project into the preschool educapoogramme.

3.5.1 What do the parents want?

Concerning precautionary measures, the majority of themarindicated, that they store
some materials of first aid. Most of them supposed that thnlidien would know, where to
find dressing-materials in their household. Only 7 out of &fepts stated, that their children
do not know, where to find plasters in the household. Six o@Soparents answered, that
they do not store cool-packs or ice-cubes in their fridgee Wajority of the parents (56
out of 65) stated, that non-severe injuries are usually dged by the parents. In contrast,
nine parents indicated, that the children are used to bastagll wounds by themselves or
together with the parents. All parents who returned the tip@saires agreed to the intro-
duction of the first-aid-project into the preschool edumaprogramme.

Being asked for their wishes concerning the first-aid-mipjeventy parents formulated
concrete expectations, which can be summarized by two nspecss: One aspect referred
to the general objective, that the children should be enaigidelp themselves and others
in case of an injury (“the children should learn to act in tigeat way”; "the children should
learn how to bandage small injuries”). Several parentediahat the children should be
instructed about ways to call for help in case of an accidemtérgency. In addition, the first-
aid-course should aim to reduce fears related to the cotaftion with injuries. The second
aspect focused on the evaluation of the content of the colsay of the parents stated,
that they generally appreciate the programme of a firstaigse (“everything offered by
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the first-aid-programme is important”; “it's important tithe children are instructed about
this subject”).

3.5.2 What do the managers want?

All child day care centre managers agreed to the idea todat® a course of first aid into
the preschool education programme. One of the leading a&gtswas, that one should start
as early as possible to make children aware of emergen@tisins. Instead of panicking,
children should learn how to help each other in such sitanatiolrherefore they should be
taught how to perform some basic measures of first aid.

As particularly important it was mentioned, that the conterthe course should include
elements, which demonstrate how one could find a third pexsbelp and how to perform
an emergency phone-call. Furthermore, the children shmeildained to overtake responsi-
bility and to behave respectfully when caring for an injucdald. It was considered to be
important, that the children get to know several rules (@a@shing hands before bandaging)
and some basic procedures of first aid (e.g. using a plasbamdage an open wound).
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4 Epidemiological diagnosis

The need to improve the situation of migrant families wasedasn epidemiological data.
Firstly, epidemiological data demonstrating the gengraiéadvantaged social situation of
migrants were presented. Secondly, the impact of the sdgablvantages on the health
status was evaluated by reviewing the results of severdlestu Thirdly, epidemiological
foundations regarding the types and the causes of childacadents occurring in Germany
were summarized.

4.1 General problems due to the disadvantaged social situah of mi-
grant families living in Germany

In the end of the year 2003, there were 7.3 millions of foreagnn persons living in Ger-
many. This represented nearly 9% of the German populati8h [Children of families
with migratory background living in Germany, children ofgle-parents and children with
more than two siblings had a markedly increased risk of ggvelefined as a household-
income laying below 60% of the median of the German househettb-income). The risk
of poverty of migrants has increased from 19.6% in 1998 to #2003 and was especially
high in migrants originating from Turkey and the former Ystavia [13].

Risk of poverty of the population with and without migratory background from 1998
to 2003 in %

Total Population Population Migrants

population without without living in

Year of Germany migrants migrants Germany

(western part) | (eastern part)

1998 12.9 11.0 13.2 19.6
1999 12.4 10.8 12.7 18.3
2000 12.4 10.5 14.3 17.7
2001 13.8 11.0 15.3 226
2002 15.4 11.9 18.4 251
2003 15.4 12.4 18.0 240

Source: 2. Armuts-u. Reichtumsbericht der Bundesregierung / SOEP 1998-2003

The main factor determining the increased risk of povertyg Wee fact of being un-
employed [13]. The unemployment figures of citizens of fgneorigin in 2004 reached
20.4%, which was twice as high as the unemployment figurebefgeneral population
(2004: 11.7%). For the same reason, the risk of children granit families to depend on
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social welfare was twice as high compared to the risk of Garotaldren of the same age
(13.9% versus 5.9%) [13].

Due to the unfavourable living conditions of migrant famdi(shortage of living space,
joblessness due to low-level professional qualificatioth ninsufficient knowledge of the
German language), their children have an adverse startsigign compared to German
children. Consequently the level of education of migraetsains low also in the 2nd gener-
ation. In 2003 72.5% of the unemployed migrants did not ceteny professional training.
The corresponding percentage in Germans was 28.9% [13].

In order to improve the integration of children with migmtdackground, the federal
government decided to increase the number of child day esnteess and whole-day-schools.
This was planned to be realized between the years 2005 ta d4€ently the implemen-
tation of education programmes for child day care centre® lheen prepared by several
German federal states.

4.2 Impact of the social disadvantages on the health statusd the
health risks of children with migratory background

Multiple studies [14, 15, 16] demonstrated that poverty kedly influences the state of
health and well-being in children: during early infancye tharticular risks of a disadvan-
taged social position and migration status manifest themsén increased infant mortality
and lower birth weight. The higher infant mortality rate fmm-German families (650 deaths
in every 10,000 compared to 510 for German infants) is aasatiwith the insufficient use
of antenatal services.

Overall, there is a noticeable lack of nationwide data onitifleence of social living
conditions and migration status on children’s health anelbgment in preschool age com-
pared to other European countries. However, several stdémonstrated that the indicators
of delayed development depend on social position [17, 18]démonstrated by a study per-
formed in a district of Cologne, the higher the proportiomexipients of social welfare, the
more frequently adiposes, basic motor coordination de@;dmpairments to fine and visual
motor skills and speech and behavioural disorders werendseyl in the school enrolment
examinations [17].

The diagnosis of these developmental disorders is ofteayddlor missed. This was
attributed to the poor use of preventive healthcare meadarechildren by families in the
lower levels of society or with a migration background [1].17
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4.3 Frequency, types and causes of childhood accidents reped in
Germany

Generally, accidents represent the most frequent caueads and death in children (about
one third of all causes of death) [1]. In children up to 5 yearest of the fatal injuries are
due to accidents which happen at home. In older childrenintipact of traffic accidents
dominates. In addition, it has to be taken into account, filvaevery fatally injured child
approximately two children are so seriously injured thigtlong disability remains.

Causes of death
Deaths through accidents according to category, age group and gender
Number
According to accident category
Age groups Total - -
Work/school| Traffic Home Sport/game Misc.
0-1 86 - 17 34 - 35
1-5 326 - 92 100 38 96
5-15 534 7 310 52 61 104
15-25 2,869 75 2,492 56 57 189
25-35 2,805 149 2,141 128 68 319
35-45 2,222 219 1,239 267 59 438
45-55 2,114 226 975 365 41 507
55-65 2,292 148 900 520 32 692
65-75 2,473 39 819 783 22 810
75-85 4,163 3 651 1,866 6 1,637
85 and over 5,238 3 260 2,683 5 2,287
Total 25,122 869 9,896 6,854 389 7,114

Source: Federal Statistical Office 1994

If the various types of accidents are examined, the dangkllofg appears as the cen-
tral theme throughout childhood. Falls represent more 8G# of all types of accidents
in children up to 11 years. In toddlers, severe injuries agatlis are mainly due to falls
downstairs and to falls from buildings (from windows anddaalies). At school age, falls
occur predominantly at the playground or are due to leisatigifies such as riding a bike
or roller blading [19]. The dangers of poisoning and burresgarticularly high in the first
five years of age.
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Age and type of accident
Accidents according to age group (%)

Type of accident 0 1-2 3-5 6-8 9-11 | 12-14 | 15-16
Poisoning 3.1 6.0 1.2 0.0 0.0 0.0 0.0
Falls 66.0 50.3 55.1 52.9 51.3 49.6 42.3
Burns, scalds 15.0 7.0 3.4 1.7 0.9 1.5 0.1
(Almost) drowning 0.0 0.4 0.7 0.1 0.2 0.2 0.0
Effects of objects 2.5 10.8 14.3 17.7 16.6 16.6 21.4
Effects of people/animals 6.6 7.0 6.5 5.7 8.1 9.2 10.0
Collision 5.6 11.1 12.7 14.9 12.9 12.8 10.3
Other 1.3 7.3 6.1 7.0 10.0 10.2 15.9
Total (%) 100 100 100 100 100 100 100
Total (abs.) 3,59 | 20,59 | 24,65 23,7 | 21,66 | 19,51 5,98

Source: Dr. Hubacher, Beratungsstelle fur Unfallverhttung (BFU), 1994

If the conditions of accidents happening at home and dugisyite time are examined,
approximately half of them were found to happen while plgyamd romping (47.6%) [1].
Most of the accidents at home and during leisure time are @luefavourable physical and
psychological factors (41.4%) and to inappropriate benawi37.2%) [1].

Causes (multiple denominations) Percentages
Physical / psychological factors 41.4%
(carelessness, boisterousness, overeagerness, inattentiveness) :
Inappropriate behaviour 3729
(stumbling, slipping, being in a hurry, being in an unusual situation) :

Faults or inattentiveness from other persons 18.7%
Environmental factors 16.8%
(soil, wetness of the subsoil, distraction due to external factors) e
Source: Schwerpunktbericht der Gesundheitberichterstattung des Bundes,

Gesundheit von Kindern und Jugendlichen, Robert Koch Institut, Stat.
Bundesamt, 2004.

Regarding the resulting injuries, most of them are open we(85.5%), fractures (15.6%)
and contusions (11.7%). The injuries mainly concern thestoand the upper limbs (31.3%
and 23.0% respectively) and the head (32.5%) [1].
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In children over 1 year, the mortality due to accidents ishkigin boys compared to
girls, which is attributed to boyhood agility. As reported the “Gesetzliche Unfallver-
sicherung” (German statutory accident insurance, coveas@dents occurring in child day
care centres), accidents in boys occurred more frequepjyr¢ximately 60%) than in girls.
However, recent investigations have shown that the genifferehce only is true for seri-
ous injuries. Due to the fact that more severe injuries Ugliave to be treated medically,
they are more likely to be reported to the accident insuranbe overall number of injuries
(non-severe and severe) appears to be divided equally agidsignd boys [20].
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5 Behavioural and environmental diagnosis

To design a health-related programme for migrants, onestedahow the factors influencing
their health-behaviour. Regarding the programme of fistthis included the evaluation of
migrant-specific problems but also the appraisal of thgwacdies of problem-solving. In
addition, the environmental factors determining theiinig/conditions had to be considered.

The first-aid-programme presented here, was especialigrissto be used in preschool
children. Therefore, the factors influcencing the soci@laweour in children had to be con-
sidered.

5.1 General aspects influencing the health-behaviour of mignt fami-
lies

Children from families with a background of migration begao a “difficult to reach group”.
The fact that their parents are often unable to use preveh#alth services and services
concerning children’s health (see section 4.2) might betdseveral reasons:

e Language barriers (frequently cause communication pnodlevhich might lead to a
lack of information)

e Psychological problems resulting from difficult life-expmces during the migration-
process (which might reduce the capacity to interact withed@r medical institutions

e Aspects associated with minority status and low socialisteghortage of living space,
low income and limited educational opportunities, seeiseet.1)

e Specific cultural orientations (which might represent igas)

e Culture-specific concepts of health and disease (migraightrhave expectations on
health-related measures which differ markedly from the suess based on Western
concepts of natural science, see section 6.1)

e Health care measures might be experienced as a measurdalfcaotrol by public
institutions. This has to be considered especially in ttse cd migrant families origi-
nating from countries which are governed by totalitariagimees (e.g. China, countries
belonging to the former Eastern bloc). Having experieneath political conditions,
parents might not get in contact with medical institutiobecause they fear that the
child will be taken away from them.

On the other hand, migrants should not be considered as @ grfogenerally weak and
helpless citizens. Due to the fact that they had to manadjeudiflife-experiences, many
of them developed effective coping-strategies. Familyestires and ethnical communities
may represent important additional resources which pedytinfluence their health-status
and which support their resilience [21].
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5.2 Environmental factors influencing the health behaviourof migrant
families

Due to limited financial resources, the situation of migriamhilies is often characterized
by inappropriate housing-conditions and housing-envirents. The fact, that migrant chil-
dren have an increased risk of traffic accidents might bezet [partially explained by the
association of low socio-economic status and increaséttdensity (see section 1.1).

Since their educational level often is low also in the 2ndegation, the professional
perspectives of young people with migratory backgroundiariéed. Thus, their integration
is hampered and their social status remains low (see settign

These environmental factors influencing the health-statumigrants can't be directly
improved by the project of a first-aid-course. However, thejgct might help to make
people aware of certain aspects of their situation (e.dfidnelated dangers). This may
motivate people to become politically active (e.g. by m#pating in public discussions /
manifestations, by voting for people representing thdieriests) in order to improve their
social situation. As a practical example, an improvemerghinbe achieved by intensi-
fying network-activities between community institutiossd organizations which focus on
migrant-specific interests. On the long run, this might ieflce political dependent deci-
sions such as efforts to improve the integration of migrantifies by special programmes
adapted to their needs.

As an example, the first-aid-programme represented hetd beuntegrated into a com-
prehensive preschool education programme driven by therdédtates.

5.3 Determinants influencing the development of prosocialdhaviour

Prosocial behaviour depends on a number of characterddtite helping context. One of
these is the ability to help. Children whose level of compegawas enhanced by training in
required helping skills and who were assigned specific respdity for helping responded
by helping more [22]. Related to competence is having an nstaleding of the need of
help by others. In four year olds it was shown, that they wecgemnclined to help in
problem situations, when both the distress level of theprent and the cause of distress
were made explicit [23]. Thus, young children need unamiugucues that the situation
requires intervention and that they have the ability torvgae to the cause of the distress.
Children are also more likely to help those who they like a@masé who are younger and
therefore more dependent [24]. Another determinant ofihglps the actor’'s temporary
mood state. Being in a good mood seems to foster prosociabmegg in children of all
ages [25].

Investigations of sex differences in prosocial action fbumodest differences favouring
girls. However, these differences appeared to depend otypigeof prosocial behaviour
studied, the methodology employed, and the target of behaviFor example, girls were
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more likely to be kind or considerate, but not more inclinedhare, comfort, or help [26].

The influence of social class differences on prosocial bebanhave provided mixed
findings. Some studies found that children with lower sa@@onomic backgrounds are more
prosocial than those from higher socio-economic backgteurOthers find they are less
prosocial, and yet others that there are no differences [27]

The influence of cultural differences in prosocial behaviwas demonstrated by obser-
vations of children living in different countries [28]. THeactor that most strongly accounted
for these differences was assignment of chores to chilgrarticularly the care of infants
[28].
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6 Educational and organizational diagnosis

In order to modify the health-behaviour of people succdlgsione has to take into account
the underlying beliefs and attitudes. Therefore the roliftdérent concepts of health accord-
ing to different social and cultural backgrounds had to sewssed. The development of a
programme that is suitable for children with different cuétl backgrounds required a review
of the international literature regarding modern prestiedoication programmes. General
aspects of modern concepts of learning had to be considématepts of strengthening the
resilience of children by promoting their conviction offsefficacy were integrated. In order
to promote the involvement of migrant children into theatgs of the programme, tools of
intercultural work had to be studied.

6.1 Beliefs and attitudes according to the social and cultal background

For preschoolers parents are important role models for gilagaymptoms and disturbances
to the state of health. Important determinants are reptedday the following questions: Do
the parents themselves show positive or negative feelindsgamptoms such as pain or do
they exert complete emotional control? How sensitive agg th perceiving the feelings or
symptoms of their children? How do they react if their chelaiexpress their feelings? The
answers to these questions largely depend on the concegaltt land disease which is valid
within the family and which is influenced by the social andtgrdl background.

Concerning the social background, a health concept whichdeacribed for members
of the lower social classes (in particular for men) definedthehrough the functioning of
the body. lliness is something negative and is only compréée when nothing works any
more [29]. Another health concept, more specific to the naidithss associates health with
a condition of feeling well. In contrast to the first concepts concept implies, that health is
something of value and not merely a condition of efficienaytirermore it includes aspects
of prevention such as healthy nutrition and physical eser{29].

Concerning the cultural background, concepts of healthdesehse transmitted by par-
ents of foreign origin may vary greatly from Western consepts an example, the concept of
traditional African medicine reaches largely beyond theggtion of organic breakdown. It
presumes various other sources of ill-health like ancegisharmony, evil spirits or prenatal
wishes. As a consequence, the African approach of healieg ot exclusively concentrate
on the repair of physical functions but aims to achieve tlwevery of the diseased person
as a spiritual and social being. The healing rituals are supg by the community which
enable the person to return to a healthy soul, mind and bdily [3

Concerning the capability to manage stressful situatierts @ccidents, emotional or so-
cial conflicts) different sociocultural groups appear tograte beliefs concerning the most
appropriate means of both emotion- and problem-focusethgopnterestingly, bicultural
individuals may develop two separate coping repertoirepedding upon the cultural con-
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text. In one study it was shown, that Aboriginal adolescastsdifferent strategies in coping
with conflicts arising from demands made by parents and /etr#ditional culture and those
made by Western-style teachers [31].

Based on the knowledge of the problems and resources of mitgmilies, it can be
stated that health promotion in children with differenttadl origins has to pick up parents’
ideas in order to strengthen parents’ and children’s heitts.

6.2 Concepts of preschool education in respect to healthdeged pro-
grammes.

Modern education programmes should be based on the conideatrining as a social pro-
cess, in which children and educators, but also parents thred adults, are involved. Chil-
dren should be promoted to develop a concept of their owrtitgeMhey should learn to

reflect the consequences of their behaviour for themsduesglso for others. In respect to
multicultural societies, this includes the developmenintércultural competences early in
life.

6.2.1 Learning as a social process to favour the cognitive delopment

Developmental psychologists extensively discussed tipeitance of social interactions for
the development of the cognitive development of childrehudl learning and thinking is
no more interpreted as an isolated, individual processa$uat process of social interaction
(“social constructivism”).

This corresponds to modern theories of cognitive psycholbgt concentrate on analysing
processes of understanding [32]. The theory, that childese to reach specific steps of ma-
turity before they are able to achieve certain levels of tgment has been replaced by
the concept of “scaffolding”. This concept is based on theajdhat children actively pro-
mote their cognitive development if they are appropriatipported by adults [32]. This
implies that adults adapt the level of support in a way, thdtioen are enabled to fulfil tasks
which slightly exceed their capacities. “Scaffolding” Heeen shown to be the most impor-
tant way of interaction leading to understand one’s own @agrs (“to learn how to learn”).
Thus, methodological concepts were developed, which thterfiavour the development of
“metacognitions” by specifically organized social interais.

In order to focus on the development of metacognitions,ghr@sl projects have to in-
clude phases of reflection. During these phases of reflettt@nhildren reflect not only the
content of the project, but also the way, they think aboutvhét they have learned and how
they have learned it”). As an example, the children can bedsk perform an experiment
and discuss its results. Subsequently they should be nediva reflect, why they have
performed the experiment and how they think about it.
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The current project included several little experimentsmdestrating the induction of
cuts , grazes, and burns (see section 2.1).

Following the performance of the experiments, the childueme asked to think about
the underlying mechanisms and about other possible cabiffes @sults.

6.2.2 Supporting the development of identity and self-effacy

As shown by several developmental psychologists, the gtaleting of oneself and others
is developed during early childhood mainly by playing. Tiwecess was described as social
cognition [33]. By playing with substitutes of actors sustpaippets, these objects obtain the
characteristics and the intentions of one own as well asrtle of other persons. According
a longitudinal study different levels of social cognitioeme defined [34]. At the more ad-
vanced levels, emotions, defined social relations, anditogsa such as thinking, planning
and knowing are attributed to the puppet. Thus the developofesocial cognition by play-
ing leads to an advanced understanding of social roles datiores. The child constructs
an understanding of identity, which is not only dependenitesif but also defined by the
influence of others. Regarding the present project, a bigpappet was used to promote
the development of social responsibility.

Self-efficacy involves a subjective conviction of an indwal’s ability to cause and
change things. It also includes the perception of havinggel control over any situa-
tion, feeling capable and being able to influence the socilrenment through one’s own
actions. For example by coping with tasks, children provakesffect and attribute this to
themselves. They associate the result of action with their efforts and their own ability
which results in the initial understanding of personalitibd. Convictions of self-efficacy
are the foundation of the concept of self. If someone bedi¢hat the results of his / her ac-
tion are under control, he / she will be able to have much prigehat he / she has achieved.
This also results in a strongly motivating effect: situaavhich appear capable of being
controlled are searched for again. This implies a self-taaimg cycle.

Measures to strengthen children’s self-efficacy (“emponestt”) can be usually ex-
plained by social learning theory. Inherent in the sociaféng conception is the idea that
people self-regulate their environments and actions.cAigih people are acted upon by their
environments, they also help to create their surroundifgeciprocal determinism and its
associated concepts of self-management and self-conaia social learning theory ideally
suited to the development of an educational approach tetheadmotion [9]. According to
the social learning theory, learning takes places thougdetprocesses:

1. direct experience
2. indirect experience from observing others (modelling)

3. the storing and processing of complex information in d¢tdggoperations that enable
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one to anticipate the consequences of actions, represat#t igathought, and weigh
evidence from various sources to assess one’s own capesilit

Out of the third process comes a situation-specific selfapal that makes the individual
more or less confident in taking on new behaviour in situgtitimat may contain new, unpre-
dictable, or stressful circumstances. In addition to itkience on behaviour, self-efficacy
affects thought patterns and emotional reactions that nheyiae anxiety and enhance cop-
ing ability [9].

In respect to the present project, the concept of sociatiegtheory were applied to train
appropriate behaviours in respect to stressful situatidifee hand-puppet “Pelle” served
as a model, which was used to demonstrate the situationeghehing for help because
of an emergency. Subsequently, the children had to managkssituations which were
somehow modified by their own ideas, but also by the reactidrsthers (e.g. by their
phone-partner of the rescue service).

6.2.3 Integrating aspects of different cultures to promoteéhe development of intercul-
tural competences

Cultural differences should not be ignored. In contragirtimpact on the process of social
learning has to be reflected. Thus, the integration of aspgdlifferent cultural traditions
into education programmes may help to enrich them and rertdiem suitable for children
of different origins. As a successful example the currioul’e Wariki” (developed in New
Zealand) can be mentioned [35]. The main objectives of tmeatum were developed by
integrating the cultural traditions of the indigenous pagion (Maori) and the ones of the
Anglo-European population. The four main principles ostburriculum were to empower
children to learn, to provide an integrative approach farréng, to integrate families and
communities and to provide opportunities for relationdwgieople, places and objects.

To provide an integrative approach, the first-aid-prograwmwas not exclusively based on
language-dependent elements. Instead, many symboliccemdarbal means were used (see
section 2.1). To integrate the parents, they were thorgugfdrmed about the content of the
project (see leaflet, fig.1, p52). In addition they were imedlin one of the course-elements
including a “homework” (see section 2.1.4).
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7 Administrative and political diagnosis

To realize the programme of first aid, the requirements oéfistaff and money had to be
determined. Therefore, administrative elements, indgai schedule, had to be fixed.

To improve the situation of migrant children in a more gehewry, the first-aid-programme
presented here could serve as a model-project for furtlogegis. This implies the political
will to promote multicultural programmes of preschool ealimn. Therefore the political
scene had to be analysed in respect to current efforts toowephe situation of migrant
families.

7.1 Requirements to realize the first-aid-project

The total project was to be one year, taking into account treeptual and preparatory
work. Three months (from January to March 2005) were scleebthiol develop a first concept
of the programme design. The pilot project was to be carneflgril 2005. Afterwards a
time-span of three months (from May to July 2005) was schestitd prepare the tools for
evaluation (questionnaires for parents, manuals for tladitgtive interviews of the child day
care centres, evaluation sheets for the educators andgarprthe materials for the course.

The first contact with the child day care centres particigatn the programme (qualita-
tive interviews and discussion of the planned programmb thié centre managers and the
educators) was to be carried out in August 2005. Subsegudntte weeks were scheduled
to inform the parents about the project and to distributepthieents’ questionnaires. The
project was to be carried out in the child day care centres fitee last weeks of Septem-
ber until the end of October 2005. Two months (November / Ddxss) were scheduled to
analyse the evaluation-data and to summarize the resuhe @rocess evaluation.

The staff requirements included an experienced educatbraamedical doctor. The
process evaluation during the intervention was to be achaug by the educators, who usually
cared for the children. To provide the dressing materi@. (pandages, plasters), the local
pharmacies were asked for donations. No additional finaresaurces were available.

7.2 Does the objective to improve the perspectives of childn with mi-
gratory background fit with existing policy?

Due to the results of the PISA-study, the public discussiooua the German education
system has been intensified. In respect to the limited petisps of migrant children, the
German discussion has mainly focused on programmes ainhiimgpaoving the language
skills of preschool children. Recently, a broader view oa tibjectives and practices of
preschool education is emerging. These developments akedhainfluenced by the more
systematic approaches of modern preschool educationgoges in other countries (e.g.
Sweden, Denmark, Norway, England, Australia).
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On the political scene, it was decided to improve the findrsifaation of poor families
by introducing a new law (“Viertes Gesetz fir moderne Dikistungen am Arbeitsmarkt
im Bundeskindergeldgesetz”). On the basis of this law, margith low income receive
a financial support of 140 Euro per month and child, which isl gince January 2005 in
addition to the child benefit of 154 Euro per month [1].

To improve the professional perspectives and to preverdataunal disadvantages, there
was a general agreement to promote the early and individiuedagion of all children. Ac-
cording the recommendations of the “Forum Bildung”, thiswd be achieved by an in-
creased use of child day care centres to support early ednabprocesses. Furthermore,
it was decided to increase the number of child day care cefdrechildren below the age
of three years in order to improve the compatibility of faynéind profession. To imple-
ment innovative model projects promoting the early develept of children additional fi-
nancial support is provided. Currently, the states preffegemplementation of systematic
education-plans for child day care centres, aiming at arrargment of the cooperation
between child day care centres and primary schools [1].
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8 Evaluation of the programme of first aid

To assess the quality of an educational setting one can fattisree different aspects: the
first aspect represents the treatment characteristich égiteacher style, the content of the
programme or teaching methods). The second aspect corhereects of education (such
as successful transition to the next stage of educationedévelopment of democratic
attitudes). The third category contains the process V@saisuch as the time the students
are on task, the quality of interaction or the level of colgriprocesses, e.g. the amount of
reproduction, divergent thinking or meta-cognitive ai¢yiu

The main inconvenience of evaluating using treatment cawmatics is represented by
the problem, that one can never be sure how the way they affdietdual students and sub-
groups of students [36]. Because of the complexity of thecational process and the many
intervening factors (including the home environment) tthentification of these important
treatment factors is in itself a work of interpretation andl bf uncertainties. Concerning
the effect side, there are problems associated with thdityalind reliability of instruments
especially for young children [36]. In addition, the effestaluation might be hampered by
the fact that the feedback concerning a certain practicgsimws up after years [37].

Bearing in mind all the inconveniences linked to the treatt@end effect variables, the
process variables offer some interesting perspectivesst &f all, the perspective of the
child’s action is a more precise point of reference for theeasment of quality than the
teacher’s efforts. Process variables refer to what is h@ppgevith the child as a result of the
educational conditions. They show how a certain method prageh affects the individual
child or a particular group of children. The most comprehensvay to judge about the
quality of an educational progress, is to focus on the degréemotional well-being” and
on the level of “involvement”. The concept of evaluating tleenotional well-being” is
based on the “flow-concept” of Csikszentmihayis [38]. Intrast to the “flow-concept”, the
concept of “involvement” focuses not exclusively on theleation of emotions, but mainly
on the activity itself. This concept was developed at thevelrsiity of Leuven and is currently
used to evaluate educational programmes in multiple Eamopeuntries [36, 39].

8.1 Development of appropriate means for evaluation

To perform an appropriate process evaluation of the fidsteaurse, the process variables
were defined according the above-mentioned concept of Riemeent” [36]. The involve-
ment is considered as an essential quality of human agtwitich can be characterized by
evaluating the level of concentration and persistence. &bser look, involvement is dis-
tinguished by a series of characteristics on the level oéirexperience: there is a strong
motivation, one is fascinated and totally implicated. Rartnore, there is an openness to
stimuli and an intensity of experience both at the sensaericcgnitive level. Further anal-
ysis reveals a manifest feeling of satisfaction and a kintatfily felt stream of positive

36



energy, which can be observed daily in the play activity afidcbn (“the state of flow”) [36].

To operationalize the concept of involvement for the progree of first aid, a rating
scale was used. This scale was based on the “Leuven Invoht&uoale for young Children”
(LIS-YC) [36], but it was restricted to three different léseLevel 1 was defined as “no real
activity”. At level 2 the child is doing “something” (e.g skiening, experimenting, interacting
with others), but there are no signals for concentratedivated, enjoyed activity (the child
is functioning on a “routine level”). At level 3 the child isexy concentrated and really
enjoys the activity. Posture and mimic express a kind oftpastension. The level of the
performance matches the capabilities of the child. Anyudisince or interruption would be
experienced as very frustrating.

According to the original concept of involvement, the rgtiprocess is guided by the
evaluation of nine observable behavioural componentsddwatbe regarded as indications
of involvement. (These are: concentration and persistemeergy, complexity and creativ-
ity, expression and posture, accuracy, reaction time uageg, satisfaction). Concerning the
project of first aid, it was decided to restrict the list onlsehavioural components (concen-
tration, persistence, energy, complexity and creatiaitguracy, satisfaction).

8.2 Implementation of a pilot project to test the programme

The pilot project was conducted in a child day care centgatid in a neighbourhood-
district. The social conditions of the people living therereszcomparable to the ones closely
identified to the district the programme was planned for. fifs® round of the one-week
pilot-course was started in April 2005. Despite the probtdmossible “contamination”, it
was intended to divide the group of 18 preschool childrea art intervention-group and a
control group. Having finished the intervention with theldren of the intervention-group,
the parents of the other children (the control-group) caimgld about the fact, that their
children were not integrated into the programme of first didus the manager of the child
day care centre recommended to start another one-weeledoutke children of the original
“control group”. These intentions were accepted and therscound was scheduled to
take place four weeks later. During the interval of four weetke process evaluation of
the first round was analysed. Subsequently several orgamaadetails of the programme
were optimized. Following the process evaluation of the ptese of implementation, the
structure and the elements of the programme were estatbljske section 2.1).

8.3 Process Evaluation

All preschool children (n=95) attending the five municipaild day care centres of Hamburg
Horn were included into the project. Four children, who ggrated less than three days of
the one week course were excluded from the final evaluatiba.r@&sults of the children who

were absent only one or two days were included into the etralua
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To evaluate the involvement of the children into the différelements of the programme,
one out of four behavioural components (“energy”, “accytatconcentration”, “complex-
ity and creativity”) was evaluated by the educators durhmggrogramme at day 1, 2, 3 and
4. The “persistence” was evaluated using the parents’ qumestire, which asked for the
persistence of the children to play with their first-aidslkatfiter the course had been finished.
The “satisfaction” of the children was evaluated by askimg ¢hildren, which part of the
programme they enjoyed the most.

To compare the involvement between German and non-Germilginest) each of the 91
children under evaluation was assigned to the group of nema@n children or to the group
of German children. Non-German children were charactdrizethe facts, that their first
language was not German and that at least one parent ha@ediffnon-German) origin.

At each day, the educators determined the level of involvegrnencerning a specific
behavioural element (see section 8.1) for each child. Topeawenthe involvement of non-
German children to German children, the average levelsfmahies) of the two groups
were determined. Data were expressed as me8D. Statistical significance was evaluated
using the Mann-Whitney Test. P-levels of less than 0.05 werssidered to be statistically
significant.

8.3.1 Evaluation of day 1: How to comfort an injured child?

Using the living-puppet “Pelle”, the children were confted with the situation of assisting
a child who was injured due to an accident at the playgrouriter Anotivating the children
to comfort Pelle, they managed the situation in differengsyavhich could be characterized
by five different types of action:

e to caress/ to kiss Pelle (39 out of 85)

to offer him a drink / something to eat (4 out of 85)

to spend him a toy / a game (3 out of 85)

to speak to Pelle / to tell him a story / to sing a song for Pdleut of 85)

to cover Pelle using a blanket / to put a cool-pack on his catu(8 out of 85).
The energy, which characterized the activity of the chiddmas operationalized as follows:

e level 1: no participation
e level 2: moderate activity

¢ level 3: strong activity, high level of engagement and esigsm.
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Results:
The level of the energy determining the involvement was:

e level 1: 26 out of 85 (30.6%)
e level 2: 32 out of 85 (37.6%)

e level 3: 27 out of 85 (31.8%).

As demonstrated by these figures, most of the children shewgzhthy and tried to com-
fort Pelle by caressing him. In contrast, nearly one thirthefchildren did not get actively
involved into the situation. The percentage of children wieye not involved did not sig-
nificantly differ between the group of children with migratdackground and the group of
German children (migrant children: 28.3% (15 out of 53), i@&n children: 34.4% (11 out
of 32). These results indicate, that further efforts areessary in order to achieve a higher
percentage of involved children.

The average-level of the involvement achieved by the migrhifidren was similar com-
pared to the level achieved by the children of German origiig(ant children 2.0; children
of German origin 2.0, see summary p44).

8.3.2 Evaluation of day 2: How to call for help?

After modelling an emergency situation and an emergency@tuall with the help of Pelle,
the children were asked, to perform an emergency phonezoaictly by answering the
questions “who is speaking?”, “where did it happen?” , “whas happened?”.

Only the elements which were spontaneously accurate (uithging supported by ques-
tions from the phone partner) were counted as correct. Meédéaccuracy of the emergency-
phone call was operationalized as follows:

e level 1: The child only answered one of the questions
e level 2: The child spontaneously answered two of the respgequestions

¢ level 3: The child spontaneously answered all three questorrectly.

Results:
The level of the accuracy characterizing the involvemerg:wa

e level 1: 33 out of 87 (37.9%)
e level 2: 42 out of 87 (48.3%)

e level 3: 12 out of 87 (13.8%).
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Especially in respect to level 1 (only one question was arssiveorrectly), the migrant
children were overrepresented (24 out of 55 migrant childr8.6%) versus 9 out of 32
children of German origin (28.1%).

However, the average-level of the migrant children of 1.8 wat significantly different
compared to the average-level of the German children aicigev9.

In general, most of the children were able to answer the ouestwho is speaking?”
and “what has happened?”, but the majority forgot to telltiwation of the accident (*where
did it happen?”). Therefore most of the children only achilevel 2, and the average-levels
of both groups remained relatively low. These results iagicthat most of the preschool-
children had difficulties to telephone for help indepentlenhether their origin was German
or non-German.

8.3.3 Evaluation of day 3: How to bandage cuts and grazes?

The experiments demonstrating a cut and a graze were fallbyweractical exercises. After
forming teams, the children were asked to bandage the waafritisir partners.

Firstly, it was noted whether the children were able to deeuthere to stick the plaster
(small cut) and where to put the bandage (big bruise). Theracg of bandaging was
operationalized as follows:

e level 1: Both decisions were wrong.
e level 2: One of the two decisions was wrong.

¢ level 3: Plaster and bandage were dressed in an appropagte w

Results:

Most of the children (83.9%) put the plaster over the smallrul the bandage over the
big bruise.

The average-levels of both groups were high (migrant aldi2.7; German children:
2.9) and did not show a significant difference.

Secondly, the concentration during the bandaging-agtwds evaluated at 15 minutes
after starting the team work. The level of concentration a@erationalized as follows:

e level 1: The child is no more interested in bandaging his fdaetmer.
e level 2: The child is busy, but doesn’t make strong efforteaadage his / her partner.

e level 3: the child is very preoccupied to bandage his / hetnparccorrectly.

Results:
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e level 1: 2 out of 87 (2.3%)
e level 2: 25 out of 87 (28.7%)

e level 3: 60 out of 87 (69.0%).

As demonstrated by these figures, more than two thirds oftthéren were highly involved
into the task and achieved level 3 independently to whiclugrihey belonged. Thus, the
average-levels of both groups were high (migrant childize; German children 2.8) and
did not significantly differ.

Thirdly the persistence of the bandaging activity was esa&d. The parents were asked
whether their children were playing with their first-aid-&fter the course had been finished.
(The second parents’ questionnaire was distributed twdsvatter the first-aid-course was
finished and had a sufficient return rate of 64.2%.). The ptEnsce was operationalized as
follows:

e level 1. The child did not play with his / her first-aid-Kkit.
e level 2: The child occasionally played with his / her firsthit.

e level 3: The child regularly (= every day during the two weé&Kkwing the course of
first aid) played with his / her first-aid-kit.

Results:

e level 1: 2 out of 60 (3.3%)
e level 2: 36 out of 60 (60.0%)

e level 3: 22 out of 60 (36.7%)

Except for two cases, all children had reported their parahbut the first-aid-course every
day (47.5% (29 out of 61)) or at least at several days (49. DB of 61)).

These figures demonstrate, that nearly all children playeld tiveir first-aid-materials
after the course had been finished. Concerning the means tivthgroups, there were no
differences related to different cultural backgroundsgfaunt children: 2.3; German chil-
dren: 2.4)

8.3.4 Evaluation of day 4: Being aware of dangers of burns.

After demonstrating an experiment showing a burned tontatochildren were motivated
to think about possible dangers of burns. They were askedato tivo pictures showing
different dangers of burns. The complexity of their ideas wperationalized as follows:
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e level 1: The child draws one or two pictures showing the desygehich already had
been demonstrated by the above-mentioned experimentlécdigtiter).

¢ level 2: The child draws two pictures, of which at least onevehanother danger than
demonstrated by the experiment. Alternatively the childwdy at least one picture
showing consequences or measures following an exposueatmhfire. (e.g. to put
a burned finger into cold water, fire-engine extinguishinge fi

e level 3: The child draws two pictures illustrating dangevbjch were not used dur-
ing the initial experiment. Alternatively the child drawsepicture demonstrating a
danger of burns and another picture showing consequencasasures following an
exposure to heat or fire.

Results:

e level 1: 12 out of 88 (13.6%)
e level 2: 38 out of 88 (43.2%)

e level 3: 38 out of 88 (43.2%).

The task to imagine several heat sources proved to be diffieuimore than half of the
children. Only 43% drew two different dangers of burns (onsa@onsequences or measures
being taken after a heat-induced injury happened), whichgvaded by level 3. Whereas
two thirds (66.6%, 22 out of 33) of the children of German brigeached level 3, this
was achieved by less than one third (29.1%, 16 out of 55) ofrifgrant children. The
percentage of migrant children reaching the lowest leeeE(l1; one or two dangers of burns
not different from the ones used by the experiment) was néaite as high compared to
the children of German origin (16.4% (9 out of 55) versus 9(B8%ut of 33)).

Due to the above-described differences, the average-debétved by migrant children
was lower compared to the average-level of the German emil@.1 (migrant children)
versus 2.6 (German children)). In contrast to the resulthefother days, the difference
found at day 4 was highly significant (p=0.002). This suggéisat the German children
were more experienced and / or more trained to develop ngméems. Furthermore the
results indicate, that the design of the session was nattsaifor many migrant children.

8.3.5 Evaluation of day 5: Which subject did you enjoy the mo&®

The satisfaction of the children regarding the differeeteénts of the programme was eval-
uated. After summarizing the subjects of day 1 to day 5, tlildrem were asked, which day
of the course they enjoyed the most.

Results (the answers were not graded):
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day 1 (comforting Pelle): 9 denominations

day 2 (telephoning for help): 17 denominations

day 3 (bandaging): 25 denominations

day 4 (dangers for burns): 20 denominations

day 5 (prevention of insect stings): 19 denominations

e nothing: 6 denominations.

(Since some of them mentioned several subjects, the totaban(96) exceeded the number
of participants (79)).

These figures demonstrate, that the subjects of day 2, 3, 8 amde preferred by com-
parable numbers of children (approximately 20 (17 to 25)pdanations for each subject).
In contrast, only nine children preferred day 1. This mightloe to the fact that the activity
of comforting Pelle was less impressive compared to theitie8 of the other days. Fur-
thermore, at day 1 the percentage of uninvolved childrenmuash higher compared to the
other days.

8.3.6 Evaluation of the language skills

The language-skills of the children were evaluated by thecatbrs. The level of compre-
hension and speech of the German language were operatieshak follows:

level 1: comprehension insufficient, speech insufficient

level 2: comprehension moderate, speech insufficient

level 3: comprehension well, speech insufficient

level 4: comprehension well, speech moderate

level 5: comprehension well, speech well.
Results:

e level1l: 0

level 2: 9 out of 91 (9.9%)

level 3: 11 out of 91 (12.1%)

level 4: 22 out of 91 (24.2%)

level 5: 49 out of 91 (53.8%)
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As demonstrated by these figures, only half of the childrerevieund to have good com-
mand of German. The mean of the children with migratory bemkigd was lower compared
to the children of German origin (migrant children: 4:11.1 (meart- SD); German chil-
dren: 4.4+ 0.9 (meant SD), but the difference was not statistically significanheTact
that the difference between the two groups was relativelydoggested that many German
children do not have a good command of German. In fact 32.4%ef5erman children
were found to have limited language skills characterizedelgl 3 and 4. The percent-
age of children characterized by level 2 was higher in theqgmf children with migratory
background (migrant children: 12.3%; German children%9.9

Summary of the evaluation:

Children of Children of
Non-German German origin
Da Task Element of origin
y Behaviour g
(mean £ SD) (mean £ SD)
To comfort
1 another child Energy 2008 2008
o | Totelephonefor| .\ racy 1706 1907
help
3 Tobandage | oo ontration 2606 28404
another child
4 To reflect about Complex_ity and 51407 56407
dangers of burns Creativity
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9 Impact Evaluation

The impact evaluation of the present project was limitedaime aspects, which were ob-
tained by an informal interview of the educators and by thems’ questionnaires 1 and 2
(fig.8-10, p59-61; fig.11-13, p62-64).

9.1 Answers of the educators

Four weeks after the first-aid-courses were finished, theatdts were interviewed about
the impact of the course on the behaviour of the preschoturem.

Firstly they were asked, whether the children have showrrsigient interest in using
the materials they had received during the first-aid-ptoj@tie educators of all child day
care centres stated, that the children were using the ralsterfi the first-aid-course during
a period of several weeks. The course-posters (hangingigrtiup-room of the preschool
children and/ or in the entrance hall) were frequently dssed by the children and presented
to the parents. Similarly, many children often played whbk tiressing materials provided
by the first-aid-kits, which were stored in the group-roorhthe children.

Secondly the educators were asked, whether the behavidheathildren in case of
“usual injuries” has changed since they were participaitintye course of first aid. Several
educators (3 out of 5) noticed, that the capacity of the carido manage “usual” injuries
(small cuts/bruises) had improved due to the first-aid-®euSimilarly, other educators (2
out of 5) reported, that several parents had noticed anasorg competence of their children
to bandage small wounds occurring at home.

When asked about their own ideas dealing with the subjectsifdid, only two centres
planned additional activities. During the next monthsytpkanned visits at the fire-brigade,
the local hospital and the police-station.

9.2 Answers of the parents:

Using the parents’ questionnaire, a few elements charactgrthe knowledge and the be-
haviour of the children were analysed in order to comparssitoation before the course to
the situation after the course.

Before the course, the parents stated that 10.8% (7 out aff®B¢ children did not know
where to find plasters in their household. In contrast, aftercourse all children (60 out of
60) were supposed to know where to find plasters in their Hmide

The question whether the families store cool-packs or udees in their fridge did not
yield a positive impact of the first-aid-course, during whtbe children had received their
own cool-packs. Before the course 9.2% (6 out of 65) did nmtesany cooling-materials.
After the course, no materials were stored by 13.1% (8 oufihf 6
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Before the course, the percentage of children being usedrtdame small injuries was
low (13.8% (9 out of 65)). The chance to increase this figure @xaluated by asking the
parents, whether they believe that their children now wieldble to bandage small injuries.
After the first-aid-course 90.2% (55 out of 61) of the pardgleved, that their children
would be able to bandage small wounds on their own. Threenfsaweere not sure about the

bandaging skills of their children and three parents betiewat their children still would be
unable to bandage small wounds.
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10 Abstract

The aim of the project was to develop a programme of first aiidhvis suitable for preschool
children with different cultural backgrounds. Thereforeiategrative approach including
non-verbal and symbolic elements was chosen. Based ol k@iaing theory, a big hand-
puppet was used to model different aspects of emergencytisms. Simple experiments
served to demonstrate injuries requiring interventionfref aid. Preventive elements fo-
cused on traffic-safety and on the prevention of burns arettrstings.

Methods: The first-aid-project was planned according t?RECEDE-PROCEED Model.
It was conducted in five municipal child day care centres Whvere localized in a socially
disadvantaged district (“settings approach”). All presalchildren who attended the centres
were included into the study (n=95). The involvement of thiédcen into several activities
was evaluated by the educators using a three-level ratag.s¢he results of the children
with migratory background were compared to the results@fGlrman children.

Results: In respect to activities dealing with social bébas calling for help and ban-
daging, migrant children were as involved as German childr@ contrast, a significant
difference was found, when the children were asked to ineagangers of burns.

Conclusion: With the exception of one session focusing ernpitevention of burns, the
programme proved to be suitable for children with differemtio-cultural backgrounds.
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11 Attachment

11.1 Leaflet and Information letter

Liebe Eltern,

jahrlich passieren Tausende von Unféllen mit Kindern im Vorschulalter.
Wenn Kinder Unfalle erleben, so empfinden sie dies haufig als bedrohlich
und fiihlen sich hilflos.

Dieser Erste-Hilfe-Kurs soll dazu dienen, die Kinder zu einem
verantwortungsbewussten und selbstandigen Umgang mit Unfallsituationen
zu ermutigen. Um dies zu erreichen, werden Mdglichkeiten zur Ubernahme
von Verantwortung erarbeitet. Die Kinder sollten wissen, wie man z.B. ein
vom Rad gefallenes Kind trostet oder Hilfe holt. AuRerdem werden ihnen
einffache Regeln der Ersten Hilfe, wie z.B. das Anlegen eines
Pflasterverbandes beigebracht.

Um das Risiko von Unfallen zu senken, sollen die Kinder fir
Gefahrensituationen sensibilisiert werden und in die Lage versetzt werden,

von sich aus sicheres Verhalten zu zeigen.

Inhalt des Kursprogramms:
- Wie tréste ich ein verletztes Kind?
- Wie hole ich Hilfe?
- Erstversorgung von Schnitt- und Schirfwunden.
- Ersthilfe bei Verbrennungen und Insektenstichen.

- Wie vermeide ich Verbrennungen, Insektenstiche und Verletzungen?

figure 1
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Dear parents,

every year thousands of accidents happen with preschool children. When
children experience an accident, this often causes feelings of being
threatened and helpless.

This first-aid-course aims to encourage children to act responsibly and self-
confident if an accident has happened. To achieve this, we work on
possibities to assume responsibility. The children should know how to
console a child who fell from his / her bike or how to look for somebody who
could help. In addition, simple rules of first aid, such as putting on a sticking-
plaster, will be taught.

To diminish the risk of accidents, the children should become acquaintened

with dangerous situations, which would enable them to behave safely.

Content of the course:

- How to console a child who was injured?

- How to find somebody who could help?

- First aid in case of cuts and grazes.

- First aid in case of burns and insect stings.

- How to avoid burns, insect stings and injuries?

figure 2
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Sevgili Ana ve Babalar,

Her yil okul éncesi yastaki cocuklarin katildigi binlerce kaza yasaniyor.
Gocuklar kaza gecirince, ¢ogu kez bunu tehlikeli gériyor ve kendilerini
caresiz hissediyor.

Bu ilk yardim kursu, cocuklarin kazalar karsisinda sorumluluk bilinci ve
6zglveniyle davranmalarini cesaretlendirmek icin hazirlanmistir. Bunu
saglamak icgin, sorumluluk Ustlenme olanaklari iglenecektir. Cocuklarin,
6rnegin bisikletten disen bir ¢cocugun nasil teselli edilecedini veya nasil
yardim istenecegini bilmeleri gerekir.

Ayrica nasil sargi bezi (flaster) sarilacagi gibi ilk yardimin basit kurallari
cocuklara 6gretilecektir.

Kaza rizikosunu azaltmak icin,cocuklar tehlike durumlarina kargi duyarl ve
kendiliklerinden emniyetli davranis gésterecek hale getirilmelidir.

Kurs Programinin igerigi:

- Yarali bir gocugu nasil teselli ederim?

- Nasil yardim isterim?

- Kesik ve siyrik yaralanmalarinda ilk bakim.
- Yanik ve bécek sokmalarinda ilk yardim.

- Yanik, bécek sokmasi ve yaralanmalardan nasil sakinirrm?

figure 3
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Informationsblatt fiir die Eltern

Liebe Eltern,

in zwei Wochen wird in der KiTa ein Erste-Hilfe-Kurs fiir Vorschulkinder
stattfinden, dessen Programm Sie aus dem beiliegenden Faltblatt
entnechmen konnen. Wir mochten Sie bitten, Threm Kind eine
Pappschachtel (mit abnehmbarem Deckel) mitzugeben, damit wir einen
Erste-Hilfe-Koffer basteln konnen. Die Schachtel sollte ungeféhr die
GroBe einer kleinen Schuhschachtel haben.

Die Ergebnisse dieses Kurses werden von einer Studiengruppe der
Fachhochschule fiir Angewandte Wissenschaften Hamburg untersucht.
Wir wiirden uns daher sehr freuen, wenn Sie bereit wéren, die Fragebogen
der Studiengruppe auszufiillen. Wir versichern, dass alle Angaben
vertraulich behandelt werden und nur in anonymisierter Form verwendet
werden.

Wir bitten Sie, den beiliegenden Fragebogen in den nichsten Tagen in der

KiTa abzugeben.

Mit freundlichen Griilen

Ihre KiTa-Leitung

figure 4
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11.2 Questionnaires

Befragung der Leitung der Kindertagessttte:

1. Soziales Umfeld der Einrichtung

a) Wohngebiete der Umbebung:

benachteiligt: Brennpunktlage?
Ubergangswohnheime, Asylantenwohnheime?
Vorwiegend Sozialwohnungen,
Mietwohnblocke?

Biirgerlich:  vorwiegend Eigenheime?

Gemischt:

b) Soziale Situation der Eltern (+ ungefihre %-Angaben der einzelnen Gruppen)

Haufig gutverdienend <->  hidufig geringverdienend
Gutgestellt <->  benachteiligt:

Héufig ist mind. ein Elternteil arbeitslos
Hoher Auslénderanteil

Hoher Anteil von Sozialhilfeempfingern
Hoher Anteil Alleinerziehener (M/V)
Ki, die durch soz. Dienste in KiTa sind

Gemischt

figure 5
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2. Strukturen der Einrichtung:

a) Die Einrichtung betreut insgesamt Kinder,
davon im Elementarbereich: Kinder

b) Die Einrichtung verfiigt aktuell iiber betreuende Mitarbeiter mit folgenden
Qualifikationen:

ErzieherInnen
KinderpflegerIlnnen/Sozialpad. Assistent.
Praktikanten

Andere

Insges: (zus. mit Hauswirtschaftsbereich):

) Die Einrichtung hat folgende Betreuungszeiten:
Wochentage Betreuungsstunden
d) Anzahl von Kindern bestimmter Subgruppen insges./ im Elementarbereich:
Anzahl im Nationalitdten
Elementarber. (nach Haufigkeit)

Ki mit Migrationshintergrund
Integrationskinder

Ki, die iiber Ki- u.
Jugendhilfegesetz in der
Einrichtung sind

Migrationshintergrund =

Muttersprache (1. Sprache) ist nicht deutsch

u. mind. 1 Elternteil stammt aus einem anderen Herkunftsland als Deutschland.

(Unabhingig vom Vorhandensein eines deutschen Passes, da dies auch bei ,,ganz schwarzen
Kindern oft der Fall sei, weil irgendwo ein deutscher Vater existiere®, Pass sagt also nichts iiber

den ,,gelebten* Migrationshintergund).

figure 6
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3. Umsetzung des Themas Gesundheit
a) bezogen auf die Kinder im Elementarbereich?
(z.B. ,,Alltagsregeln” und regelm. Angebote (z.B. Sport, Entspannungsmdéglichkeiten,
Zahnpflege, Erndhrung, Bewegung)?

b) Zu welchen anderen Einrichtungen haben sie Kontakt?

¢) Welche besonderen Angebote zur Gesundheitsforderung gab es in den letzten 12
Monaten?

d) Wurden diese Angebote evaluiert?
e) in welchen Bereichen wiire eine Erweiterung des Angebots wiinschenswert?

f) Wieviele Unfille / Verletzungen gab es im letzten Jahr?

Leichte U.

Schwere U. a) mit Artzbesuch

b) mit Notarztwagen

g) Wo sind die Unfille passiert? Welche Ursachen hatten diese Unfille?
Orte:
Ursachen:

h) Waren Jungen hiufiger betroffen als Méddchen (bei schweren U.)?

i) Zeigen Jungen und Médchen Unterschiede im Verhalten gegeniiber einem verletzten
Kind?

j) Unterscheidet sich das Verhalten gegeniiber einem veletzten Kind zwischen Jungen
deutscher und Jungen anderer, z.B. tiirkischer Herkunft bzw. zwischen Médchen
deutscher und Médchen anderer, z.B. tiirkischer Herkunft?

k) Wiire die Einfiihrung eines Erste-Hilfe-Kurses fiir Vorschulkinder sinnvoll, wenn ja,
warum?

1) Welche Schwerpunkte sollte ein solcher Kurs besitzen?

m) Wird eine Erweiterung des Erste-Hilfe-Themas geplant (z.B. Besuch bei der
Feuerwehr, im Krankenhaus, in der Arztpraxis)

n) Gab es in den letzten drei Jahren Fortbildungen zum Thema Erste-Hilfe fiir die
Betreuungspersonen (Erzieherinnen, Kinderpflegerinnen) der Kinder ?

figure 7
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Befragung der Eltern zwei Wochen vor Kursbeginn

Name des Kindes:

Bitte markieren Sie je eine Antwort zu den Fragen 1 - 5 und geben Sie den
Bogen in den niichsten Tagen in der KiTa ab.

1. In unserer Familie unterhalten wir uns hauptséchlich auf
deutsch [ ]
tirkisch ]
englisch  []

einer anderen Sprache:

2. Das Kind weil}, wo es bei uns im Haushalt Pflaster findet

Ja. []
Nein [ ]

3. In unserem Gefrierfach haben wir Eiswiirfel (oder ein Kiihlkissen) gegen
Verletzungen

Ja. []
Nein [_]

4.  Kleine Verletzungen werden in der Regel

vom Kind selbst [ ]
von Vater / Mutter[_|
verbunden.

5. Ich finde das Angebot eines Erste-Hilfe Kurses fiir mein Kind

sinnvoll []
nicht sinnvoll []
6. Fiir den Erste-Hilfe-Kurs in der KiTa wére mir wichtig:
figure 8
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Questionnaire for parents (two weeks before the course starts)

Name of the child:

Please give only one answer to questions 1 - 5 and return the questionnaire to
the KiTa during the next days.

1. In our family we speak primarily

German [ ]
Turkish [ ]
English  []
Other language:

2. The child knows, where to find sticking-plasters at home

Yes [ ]
No []

3. In our freezer we store ice-cubes (or a cool-compress) for injuries

Yes [ ]
No []

4, Small injuries are usually bandaged by

the child itself [ ]

the father / mother[ ]
5. I believe to offer a first aid-course for my child is
a good idea []
no good idea []
6. Concerning the first aid-course, I think it would be important, that:
figure 9
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Veliler Sorus turmasi1 Kurstan 2 hafta énce

Cocugun Ismi:

Litfen 1-5 e kadar bir cevap isaretleyin ve Kita ya geri verin.

1.

Aile arasinda genellikle konustugumuz dil

almanca []
tirkce ]
ingilizce [
baska bir dilde:

Cocugum evdeki yarabandinin yerini biliyor.

evet ]
hayir ]

Buz dolabimiz da Buz (veya Buzyastid1) var kazalara karsi.

evet []

hayir ]

Kiigiik yaralar genelde
¢ocugum sarar ]

Anne / Baba sarar ||

Ben ¢ocugumun ilkyardim kursu yapmasini

anlamli []

anlamsiz [] buluyorum.

Kita daki ilkyardim kursu icin 6nemli buldugum seyler:

figure 10
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Befragung der Eltern 2 Wochen nach Beendigung des Kurses

Name des Kindes:

Bitte markieren Sie je eine Antwort zu den Fragen 1 - 5 und geben Sie
den Bogen in den niichsten Tagen in der KiTa ab.

1. Wihrend des Kurses hat mir das Kind vom Erste-Hilfe-Kurs
erzihlt

Taglich [ ]
Manchmal[_]
Gar nicht [_]

2. Nach dem Kurs hat mein Kind mit seinem Erste-Hilfe-Koffer
gespielt

Taglich [ ]

Manchmal[_|
Gar nicht [ ]

3. Das Kind hat das Kiihlkissen aus dem Erste-Hilfe-Koffer in
unser Gefrierfach gelegt

Ja. []
Nein [_]

4. Das Kind weil}, wo es bei uns im Haushalt Pflaster findet

Ja. []
Nein [_]

5. Ich denke, das Kind kann kleinere Verletzungen jetzt selbst
verbinden

Ja. []
Nein [_]

figure 11
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Questionnaire for parents (two weeks after the course)

Name of the child:

Please give only one answer to questions 1 - 5 and return the questionnaire to
the KiTa during the next days.

1. During the course, my child told me about the first aid-course
every day [ ]
sometimes [ ]
notatall [ ]

2. After the course was finished, the child played with its first aid-case
every day [ ]
sometimes [ ]
notatall [ ]

3. The child stored the cool-compress, which was in its first aid-case in our

freezer

yes []
no []

4. The child knows where to find sticking-plasters at home
yes []
no [ ]

5. I believe the child is now able to bandage small injuries by himself /

herself
yes []
no []
figure 12
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Veliler Sorus turmasi Kurstan 2 hafta sonra

Cocugun Ismi:

Litfen 1-5 e kadar bir cevap isaretleyin ve Kita ya verin.

1. Kurs sirasin da Cocugum ilkyardim ile seyler anlatt.
her giin ]
bazen []
hi¢ []
2. Kurstan sonra Cocugum ilkyardim c¢antasiyla oynadi.
her giin []
bazen ]
hig []
3. Cocugum sogutma yastigim ilkyardim ¢antasindan ¢ikarip derin

dondurucuya koydu.

evet [
hayir []
4. Cocugum evdeki yarabandinin yerini biliyor.
evet ]
hayir ]

S. Cocugumun kiiciik yaralar: kendi saracagim diisiiniiyorum.

evet D
hayir []

figure 13
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11.3 Traffic poster

How Can You
Be Safe on the Road?

figure 14
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11.4 Bike song (Fahrradlied) by Rolf Zuckowsky

Refrain:
An meinem Fahrrad ist alles dran,
damit so leicht nichts passieren kann,
wenn ich mich auf meinen Sattel schwing,
ist so ein Fahrrad ein tolles Ding.

1.

Ich habe 'ne Klingel am Lenker vorn,

und nebenan ist meine Handbremse,

und die bremst enorm.

Ich hab ne Lampe, die scheint voran,

und mit dem roten Ricklicht hinten, sieht mich jedermann.

2.

Mein Katzenauge, das strahlt zuriick,
auch an den FuRRen die Pedale,
leuchten auf beim ersten Blick,

in meinen Speichen ist etwas drin,
vier Reflektoren blinken gelb,

damit ich gut zu sehen bin.

3.

Zwei grol3e Strahler, die leuchten hell,
nach vorne weif3, nach hinten rot.

Ja, die sieht jeder schnell,

und weil die Technik mir sonst nichts nutzt,
fahr ich so sicher, wie ich kann,

und bin mit einem Helm geschutzt.

4,

Der Polizist, der dieses Lied hort,

denkt bestimmt, da fehlt noch was,

doch wenn ich mit dem Rucktritt bremse,
bleib ich stehn, und er wird blass.
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11.5 Pictures

11.5.1 Day1

figure 16

figure 17

figure 18

figure 19
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11.5.2 Day 2

figure 20 figure 21

figure 22
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figure 23

figure 24
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11.5.3 Day 3

figure 25

figure 26

figure 27

figure 28

figure 29
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115.4 Day 4

figure 30

figure 31

figure 32

figure 33

figure 34
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1155 Day5

figure 36

figure 37

figure 38

figure 39
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figure 41

Erste Hilfe|

figure 42

figure 43
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Ich versichere, dass ich vorliegende Arbeit ohne fremdéetsiélbstandig verfasst und nur
die angegebenen Hilfsmittel benutzt habe. Wortlich oder 8&n nach aus anderen Werken

entnommene Stellen sind unter Angabe der Quelle kenntéahaght.

Dr. C. Petersen-Benz
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