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Abstract  

The health and human services in Nigeria have evolved through a series of 
historical developments from the colonial period to post independent period. 
The public health services in Nigeria started from the British Army medical 
services which lathered for British Army and salve merchants and all the 
colonies and protectorates of West Africa Vida the West African Frontier 
Forces. With the integration of the Army with the colonial government, 
treatment was extended to the local civil servants and their relatives and 
eventually to the local population that were close to permanent stations. The 
colonial medical services provided free medical treatment to the army and 
the colonial offices. Medical treatment was made available at the same time 
to various religious bodies and private agencies established hospitals, 
dispensaries, clinics and maternity centres in different parts of Nigeria. 
Besides, intervention studies aimed at promoting increased physical activity 
have been trailed in many different settings including Primary Health Care, 
worksites and the community. Churches are also potential settings for 
physical activity promotion. Many studies investigated the effectiveness of 
interventions promoting physical activity among young people, thus this 
view summarises the effectiveness of interventions to promote physical 
activity.  

 
 All our illnesses are directly due to our rebellion against divine law and will. 
Sickness is un-natural while health is natural. When we are sick something is wrong 
with the way we think live, eat and drink. Good health is everybody’s dream. Health 
is necessary for long life, and happiness, yet many people do not understand what 
health really is. They middle up and misinterpret the meaning of health. The word 
“health is derived from the old English word “hoelth” which means a condition of  
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being ‘safe and sound”. Health means different things to different people hence 
people’s ideas about health vary from person to person. People tend to view health in 
terms of either good or bad. To some good health may mean just freedom from 
diseases or symptoms or the absence of pains. Bad health on the other hand is the 
opposite of good health, that is the presence of aches, pains, irritations, symptoms or 
diseases. Disease is any interference with the ability of the body to function 
effectively. The term “good health” has a relative meaning depending on an 
individual’s physical, mental and emotional capacity or feelings at a time. Also 
because of individual differences, everyone cannot possibly achieve the same level of 
health, for some people are born with serious physical or mental problems and 
limitations. 
 
Characteristics of Good Health    
 High level wellness is characterized by the following salient qualities: 

1. Freedom from disease, infirmity or physiological disorder; 
2. Ability to resist infections and communicable disease; 
3. Adaptability to cope with and to overcome stresses in everyday living;  
4. Feelings of accomplishment and self-realisation; 
5.  Feelings of contentment and happiness; 
6. Aspirations for a safer and more abundant life for one’s self and his society; 
7. Ability to give way to creative imagination as well as aptness to express this 

creativity; 
8. Feeling of being a worthy member of society and wanting to contribute to the 

happiness and welfare of others; 
9. Feelings of responsibility to oneself and his well being by perceiving and 

avoiding hazardous situations and experiences which do not maximize 
optimal well-being; 

10. The quality and quantity of one’s health evolves from the right style of living. 
Wellness involves experiencing one’s creative ability to make it possible for 
one to become a worthy and contributing member of one’s society and 
eventually attain ultimate success and happiness. 

 
Basic Health Unit (BHU) in Nigeria  
Components of BHU 
 

Types of Faculty Maximum Population Services  
 
5 Mobile Unit/Health Post or centre 

 
         1,000 people 

20 Health Centres (2-4 beds each)          2,000 people  
4 Primary Health Centres each with 14 beds          10,000 people 
1 Comprehensive Health Centres each with 30 
beds 

         50,000 – 150,000 people  
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Problems of the Health Services 
 The problems of the health services in Nigeria are: 

1. Shortage of medical and paramedical staff  
2. Poor utilization of available health care personnel 
3. Poor environmental health conditions accounted to greater percentage of ill 

health deaths. 
4. Inadequate preventive health services for communicable and non-

communicable diseases. 
5. Mal-distribution of available health facilities and institutions  
6. Poor planning and management and so on. 

 
The major components of Health Care Services include: 

1. Community Health Services 
2. Environmental Health Services 
3. Occupational Health Services 
4. Maternal and Child Health Services 
5. Medical Laboratory Services 
6. Pharmaceutical Services 
7. Mental Health Services 
8. Dental Health Services 
9. School Health Services  
 
Lucas and Giles (2003) identified the major components of health services as 

follows: 
 

Curative health services: This component provides care for the sick  
Preventive health services: This deals with the protection of the health of 

the population  
Special Services: This deals with the specific problems such as 

pregnant women, youth of special groups. 
Social welfare: This deals with providing support services for 

disadvantage groups such chronic sickness, 
mental and physical handicapped orphans. 

Health Care Versus Medical Care  
 Health care and medical care are closely related but they do not actually mean 
the same thing. Health care is broader and encompasses the social economic and 
environmental influence involving a combination of efforts by individuals 
practitioners, health workers, government and non-government agencies involved in 
the promotion and maintenance of health. In contrast, medical care involves services 
provided by the physician directly or indirectly by others under the direction of the 
physicians for the maintenance and restoration of health as well as the prevention of 
diseases. Medical care is based on the medical model that focuses on diagnosis and 
treatment of diseases rather than on prevention. There is little or no efforts made to 
educate the patients about the health problem in question. The emphasis is on 
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diagnosis based on signs and symptoms and laboratory tests to determine the etiology 
or cause of the disease. Besides, little or no effort is made to actually address the 
underlying factors including behaviour that may lead to the actual health problem. 
Fortunately this is changing. Many health programmes today place less emphasis on 
treatment. Today’s health care is increasingly becoming prevention-oriented as 
opposed to treatment oriented. The importance of health education is health 
promotion and disease prevention is well recognized. 
 
Level of Medical Care  
 Medical care has been classified in terms of the skills and the resources 
needed. These include primary, secondary and tertiary care. Primary care is the first 
level which involves those basic medical services that people need most of the time 
which can easily be obtained from doctor’s office or clinic. Primary care emphasizes 
the services aimed at preventing the onset of illness or disability, maintenance of good 
health, the continuing evaluation and management of early complaints and symptoms. 
On the other hand, the secondary care is found in general hospitals or medical centres. 
Secondary care services include most medical and surgical procedures, laboratory 
tests, medical and surgical diagnosis. Finally tertiary care refers to those highly 
sophisticated hospitals especially in teaching hospitals. At this level services include 
surgical procedure such as brain surgery, open-heart surgery and other complex 
treatments. 
  
 Primary health care embraces all levels of prevention, primary, secondary and 
tertiary prevention. Examples of primary prevention include health promotion through 
good nutrition, housing, health education, immunization, prophylaxis and 
environmental sanitation. Secondary prevention includes early diagnosis and 
treatment, screening and contact tracing while tertiary prevention involves the 
limitation of disability and rehabilitation. All these measures can apply to the 
individual, family and community-wide basis. 
 
Fundamental Health Services     
 The following health programmes are considered as fundamental and highly 
important and should be provided at all levels wherever possible including local 
government level. These fundamental health services include: 

1. Communicable Disease Control 
2. Chronic Disease Control and Promotion of Adult Health  
3. Maternal and Child Health 
4. Dental Health Promotion  
5. Mental Health Promotion  
6. Environmental Health Promotion and Sanitation  
7. Laboratory Services 
8. Vital Health Statistics  

 
Use of Motivation and Incentives for Health Promotion  
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 The concept of motivation is both simple and complex, it is simple because 
the behaviour of individuals is goal-directed and either externally or internally 
induced. It is complex because the mechanism when induces behaviour modification, 
consists of individual needs, wants and desires and these are shaped reflected and 
satisfied in many different ways (WHO, 2006). Motivation is a general term for the 
process of starting, directing and maintaining physical and psychological activities. 
Mechanisms involved preferences for one activity over pattern of action toward a 
certain fate, but are motivated. 
  
 Motivation can be extrinsic or intrinsic. Intrinsic motivation according to 
Child (2005) is motivation engaged in an activity for its own sake. Things that we do 
because we derive joy in doing them are intrinsically motivated. Extrinsic motivation 
is motivation to engage in an activity for some outside consequence rather than for his 
own sake. In intrinsic motivation, behaviour is carried out with a purpose beyond the 
immediate external rewards received from it. Incentives can either be intrinsic or 
extrinsic forms of motivation knowing that you are doing something good for your 
self may be incentive enough for someone to change behaviour or get involved in 
some incentives. Seeking to reach a certain goal such as a T-shirt is an example of 
extrinsic motivation. These are rewards that programme planner, for example, 
participation in the preventive measures of obesity and hypertension. Giving them 
incentives as means of motivating to take more serious care of their health can reward 
participants in such programmes. Thus the list of incentives which follow could be 
used to start a programme or for participating in a programme or for meeting an 
individual, group or programme goals. 
  
 Health promotion can be defined as a social and political strategy to provide a 
wide range options which lead to the goals of health for all. It is a strategy which is 
closely related to the condition of the individuals being responsible for their own 
health but goes beyond this. It calls for political and social support for behaviour or 
lifestyle conducive for health. Payn and Hahn (2005) regarded health promotion as a 
moment in which knowledge practices and values are transmitted to people for their 
use to lengthen lives reducing the incidence of illness and feeling better. Here health 
promoters promise that if owdne accepts scientific opinion regarding health and adopt 
the specific health enhancing practices, one will become a healthy person. One the 
basis of this view of this practice is that if one has enhanced health own should live 
longer then the average, experience fewer serous health problems and feel better than 
an unhealthy person would. The concepts of lifestyles and personal responsibility for 
health have practical implications for health promotion and health education, Achalu 
(2003) and indeed lifestyle and health promotion has been advocated as the 
cornerstone of the public health education (Shamina and Palko, 2002). What then are 
the strategies available for adult health promotion? The following strategies are 
available for health promotion: 

1. Identifying the potential of adult through health education for provision of 
health, 
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2. Manipulating the environmental factors in the community or workplace that 
affects the adults health, 

3. Provision of knowledge through health instruction, 
4. Health supervision and emergency care through health services, 
5. Motivating adults to adopt habits that are favourable to health and to respect 

those that are detrimental to health.     
 
In a very simple form, health education is educating people about health. But 

the joint committee on Health Education Technology Report (1991) defined health 
education process as the continuum of learning which enables people as individuals 
and as members of the social structure, to voluntarily make decisions, modify 
behaviour and change social conditions in ways which are health enhancing. Green, 
Kreater, Deeds and Pastridge (2000) proposed another definition of health education. 
They saw health education as any combination of learning experience designated to 
facilitate voluntary adaptation of behaviour conducive to health, sometimes health 
and rejecting those one’s which are detrimental to health. 

 
Health promotion is a broader term than health education. One definition 

states that health promotion is any combination of health education, related 
organizational, political and economic interventions designed to facilitate behaviours 
and environmental adaptations that will improve or protect, USDHHA, (2000). 
Intervention here refers to systematically planned health education promotion 
programme and it is seen as a combination of educational and environmental support 
for actions and conditions for living conducive to health. The Joint Committee on 
Health Education Terminology Report (2006) defined health promotion and disease 
prevention as the aggregate of all purposeful activities designed to improve personal 
and public health through a combination of strategies including the competent 
implementation of behavioural change strategies. Health education, health promotion 
measure risk factor detection, health environment and health maintenance. Green and 
Kreater (2006) maintained that without health education, health promotion would be a 
manipulative social engineering enterprise. 

 
Promoting Health through Nutrition  
 Community health nurses and health educators face challenges related to 
promoting health by sedentary lifestyles and adequate dietary practices. Nurses can 
also play a major role in primary prevention by encouraging people to be more active 
and eat well. Besides, nurses and health educators should have reasons for nutritional 
component of care. Diet-related conditions are among the leading causes of disease 
and death. Health personnel should have nutrition knowledge to answer questions, 
provide advice, recommend appropriate diets, prevent and treat diseases, identify and 
prefer malnourished diets. Factors influencing diet include: 
 
Biological factors in 
nutrition: 

 
The body’s requirements for nutrients are one biological 
determination of eating behaviours. Required nutrients are 
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protein, fats, carbohydrates, vitamins and minerals, fatigue 
and apathy are effects from eating behaviour. 

 
Socio-cultural factors 
in nutrition: 

 
Cultural and ethnic backgrounds of adults play a major role 
in food selection and eating behaviour. Recognition of these 
food preferences is important for health personnel working 
with adults in the community. 

 
Physiological factors 
in nutrition: 

 
Emotions, eating habits, self-esteem and nutritional 
knowledge are physiological factors that affect eating 
behaviours. The effects may be positive or negative. 

 
Environmental 
factors in Nutrition: 

 
Cost convenience, accessibility and safety are major factors 
influencing food selection and subsequent eating behaviours. 
Good nutrition benefits older adults in many ways. Good 
nutrients delay the management of some diseases, improve 
the management of some existing diseases, hasten recovery 
from many illness, can increase mental, physical and social 
wellbeing and often decreases the need for and length of 
hospitalization. 

 
Health Benefits of Regular Physical Activity  
 Regular physical activity has beneficial effects on most organ systems and 
consequently it prevents a broad range of health problems and diseases. Physical 
activity in older persons produces three types of health benefits. It can aid in the 
management of active problems such as high blood pressure and obesity. It can 
improve the ability to function and stay independent in the face of active problems 
like lung disease. Although the benefits of physical activity increase more with more 
frequent or more intense activity, substantial benefits are evidence even for those who 
report only moderate level of activity. All of the benefits of physical activity are 
especially important for older men and women since they are more likely to develop 
chronic diseases and regular physical activity has beneficial effects on a variety of 
health outcomes, effects that are supported by consistent scientific evidence. These 
include lower overall mortality. Benefits were greatest among the most active persons 
but were also evident for individuals who reported only moderate activity. Exercise 
also lowers blood pressure in individuals improved mood and relief of symptoms of 
depression, improved quality of life and functioning. Improved function in persons 
with arthritis lower risk of falls and injury. Additional possible benefits of physical 
activity include: prevention of bone, loss and fracture after the menopause, lower risk 
of developing depression, improved quality of sleep, Biddle, Govely and Stensel 
(2004). 
 Research studies have demonstrated these benefits in both middle-aged and in 
older persons because these chronic diseases increase with age, older persons may 
benefit even than those in middle-aged from physical activity. The large potential 
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ability of regular physical activity to prevent chronic disease and sustain active living 
means that an active lifestyle is a key component of healthy and successful aging. 
  
In those older adults with chronic disease, physical activity can play an important role 
in treatment. Physical activity is effective in treating cardiovascular disease, diabetes, 
obesity and so on. 
  
 Caregiver support programme provides support for family caregivers and 
through his counselling and support services, encourages proper eating and healthy 
lifestyles. The role of promoting physical activity involves diversity groups, including 
public health agencies, healthcare providers and recreation and aging services 
organizations. 
  
 Physical activity is an independent risk factor for cardiovascular and other 
diseases. Inventories using physical activity can help to reduce cardiovascular risk 
factors, diabetes, obesity, osteoporosis and symptoms of depression. Such 
interventions can also improve quality of life which is an important predictor of 
physical functioning among older age groups. 
  
 General practice in New Zealand and the United Kingdom is an ideal setting 
to sedentary adults and deliver brief interventions advising on physical activity as 
more than 80 percent of adults visit at least once a year. Although gains in physical 
fitness and activity have been reported after such interventions in general practice, 
health benefits have not. Findings from previous studies have had limited 
generalizability because patients were drawn from only one or two practices or were 
mostly volunteers from high socio-economic groups. This study assessed the 
effectiveness of a sustainable clinician based initiative providing advice on physical 
activity, “the green prescription” by using a screening process for physical inactivity 
and the delivery of the intervention during typical consultations in general practice 
among a diverse population. 
 
Counselling Techniques for Obesity 
 
Weight Management Techniques  
 Weight loss occurs when energy taken into the body is less than that 
demanded by the body for physiological maintenance and voluntary activity, 
maintenance of body weight intake and energy establishment of equilibrium between 
energy intake and energy expenditure. A number of approaches to weight 
management have been proved by Payne and Hahu (2006). 
 
Balance Diets Supported by Protein Control  
 For nutritional health, the most logical approach to weight loss and 
subsequent management of that loss is to establish a nutritionally sound balanced diet 
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that controls protein. Nutritionists and physicians who are knowledgeable in diet 
management best undertake this approach. 
 
Alternative Diet (Imbalanced) 
 Weight loss is often approached through a verifying of dieting programs that 
reputable nutritionists view with suspicion. Particularly important programme has 
been the high-protein, low carbohydrate diet. 
 
Low Calories Foods and Controlled Servicing Sizes 
 By lowering the carbohydrates content by using non-nutritive sweetners or 
reducing the fat content of the original formulations manufacturers have produced 
“life” versions of a wide variety of food products, low calories food portion and 
controlled serving of familiar foods can serve as comfortable approach to weight loss. 
 
Controlling Fasting  
 In extreme case of obesity, some patients are placed on a complete fast in an 
hospital setting. The patient is maintained only on water, electrolytes and vitamins. 
Weights loss is achieved because the body is quickly forced to begin catabolizing fat 
and muscle tissue. Complete fasting is such an extreme approach to weight loss that 
must be done in an institutional hospital setting so that the patient can be monitored. 
In this case, sodium, a negative nitrogen balance and potassium loss are particular 
concerns, unsupervised short term fasting can be dangerous and is not generally 
recommended.    
 
Self-Help Weight Reduction Programmes 
 These programmes offer reasonable effective, non-institutional approach to 
weight loss for people who cannot or who will not participate in an activity 
programme. 
 
Health Counselling Skills 
 
Communication Skills 
 At the core of health counselling course at Northern Michigan University is a 
training model developed by Robert Bolton and Ridge Consultants. This training 
model “Communication Skills” is comprised of three major communication skills 
categories reflective listening, assertiveness training and problem solving and conflict 
resolution. Each skill helps the health educators meet the needs of the individuals the 
situations and the circumstance. When the need of problem is with the “other” the 
educator uses reflective listening skills. If the need or problem is the educator’s, he 
would use assertiveness skills. If the problem is defined during the counselling 
session, the educator helps the “other” to resolve the problem using problem-solving 
or conflict resolution communication skills (Bolton, 1997). 
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Effective Listening  
 The less effective communication methods which admittedly are used by 
even this researcher may be replaced with more effective listening and speaking 
techniques. The “Winking”, “Blinking” and “Nod” skills of reflective listening follow 
Roger’s client-centred model of counselling and placing the responsibility on the 
listener to reflect feelings and paraphrase content provided by the speaker. The health 
educator immediately realizes that effective planning requires a great deal of energy 
to enable him to hear not only the primary message by also the ‘encoded messenger”. 
Gordon (2007) discussed this as an “active process” because it requires the listener to 
show proof that he had understood the true meaning of the speakers message. In order 
to hear what is really being said the skills are considered integral component of 
reflective listening. The development of these skills is not beyond the ability of the 
health educator or any other health professional. What is necessary is the realization 
that many or our past counselling technique are less effective in assisting another to 
hear what he is really saying. Following a minimum of 10 hours of practice sessions 
in the skills, the health educator recognizes with relief that has role as a health 
counsellor has changed from one advice giver and problem solver to one of active 
listener responsible only for accuracy in, hearing the other’s messages. A reflective 
feelings message would follow a basic framework which includes the paraphrasing of 
content and decoding of the attached effective message. The wording may vary, but 
an empathic message such as “you seem to be feeling (affecting message)… because.. 
(paraphrase the content”, is a good starting point for the beginner practicing a 
reflective feeling technique. These skills are important components of the other health 
counselling (communication) skills, assertiveness training, problem solving and 
conflict resolution. 
 
Assertive Skills 
 Assertiveness skills as part of the health educator and counsellor’s repertoire 
rely heavily on the previous reflective listening skills. The focus of these skills is to 
aid the individuals in communicating needs effectively. These skills are 
recommended to the speaker as a possible method of initiating conflict resolution 
methods. They also help the health education to develop initiative skills which 
effectively express his or her needs to another. In a counselling session, the educator 
often suspects the speaker may have made a direct reference to their relationship. If 
the educator believes that the other’s behaviour or what has been said has a direct 
effect on him an assertive message could be formulated. If it is difficult to formulate 
such a message specifying the exact effect, then it is much possible that the educator 
has begun to fall into a goodblock category of either sending solution or evaluating. 
However if the listener can actually describe the speaker as one affecting his physical 
or psychological space, an assertion message skill should be used. Psychologists 
stress the importance of the “recognition and appropriate expression of such states. If 
the educator in the listener’s role answer “Yes” to the question, is the other intruding 
on any personal space by hurting my pocketbook, possessions, endangering my job or 
infringing on my home? Then the use of an assertion message would be appropriate to 
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defend physical space. When the speaker tries to make decisions for the listener, 
determine his moods and uses inappropriate ways to control the listener, then an 
assertion message would again be used to protect psychological space. The most 
common use of asserted message in counselling could be in response to a speaker 
who ramples on about his or her problem for an extended period of time. This 
rampling is difficult for an active listener to follow and tends to drain the listener’s 
energy. At a time appropriate to what is being said and before the listener sinks into 
the valley of fatigue, it would be wise to formulate and state an assertion message 
such as: When you talk for a long period of time, I feel frustrated because I am unable 
to pay as much attention to all you are saying as I would like to. The reason for using 
this skill is not to change the other’s behaviour but to communicate effectively the 
listener’s needs. It is expected that if this is done properly, the speaker would be able 
to understand the listener’s needs and may elect to assist in further conflict resolution 
or problem solving steps and voluntarily change. The three-part “I” message when 
you… I feel… because… utilized for this purpose becomes the central ingredient in 
the assertion message. Following initiation of the three-part “I” message, the health 
educator relies on reflective listening skills to hear the other’s reactions. Because the 
relations are often defensive in nature, the educator must return to the listener’s role 
until a suitable time allows him to repeat his message. The order of the assertive 
message follows our steps: 

 
1. Assertive message 
2. Silence 
3. Reflective listening and  
4. Resending the message unless the other person comes up with a successful 

solution. This cycle is repeated until resolution occurs or an impulse is 
reached.   
 
The skill becomes very useful in the school setting when health educators 

wish to increase students’ awareness of their own behaviour as it affects the 
educator’s teaching. Many college students and educators find this to be a useful 
training series for developing new approaches to unsatisfactory personal relationships 
they wish to change. Assertiveness skills just as reflective feeling, skills, usually will 
lead the educator on one of the three pathways, to an acceptable solution, to the need 
to terminate the session, because of the inability of the other to assist in a resolution 
of the problem or to the final communication skill problem solving and conflict 
resolution. 

 
Problem Solving/Conflict Resolution  
 Problem solving is used when the speaker has recognized the problem 
through counselling exploration and conflict resolution, and is used when both 
speaker and listeners are involved in the problem and what finds a solution, are the 
final stages in the communication skills process as it applies to health counselling. 
Using an updated version of Dewey’s 6 steps to problem solving method, the educator 
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directs the speaker to follow problem solving steps which ask him to analyse the 
problem, determine the alternatives and develop a plan of action that is client centred. 
As the speaker follows each of these steps the educator emphasized the final solution 
and its implementation. This is only a brief description of the communication skills 
component of the health counselling course training model followed by this 
researcher, Kalm and Ramsey (2002). 
 
Conclusion   
 Physical activity counselling was effective in promoting physical activity in 
people. The counselling improved glycaemic control as well as the status of factors, 
overall current literature supports the short term effective programmes. The available 
evidence for the effectiveness in other settings is rather limited and underscores the 
need for further research to achieve our nation’s physical activity and fitness goals 
both public and private sectors would need to develop approaches that would provide 
opportunities and encouragement for older adults to lead a physically active lifestyle. 
Approaches vary from interventions which are as simple as walking round 
community streets, communities with convergence of initiatives in the area of social 
and physical environment skill development and health care, it is clear that adults 
experience remarkable improvements in quality of life and health active lifestyle. 
  
 The study has reviewed the relationship that exists between health education 
and health educators’ responsibilities and the new trend towards implementing client-
centred counselling skills. A series of guidelines have been presented which serve to 
limit he health counselling involvement base on the context of the interactions 
occurring. Implicit in these guidelines is a recommendation that the health counsellor 
should be aware of his professional limitations.  
 
Recommendations        
 After the review of physiological, epidemiologic and clinical evidences the 
study arrived at the following: 

1. The study emphasizes the benefits of moderate-intensity physical activity and 
of physical activity that can be accumulated in relatively short bouts. Adults 
who engage in moderate-intensity physical activity can expect many health 
benefits herein. 
 

2. When it appears that the problem is over the educator’s head or the individual 
requires extended counselling in addition to initial crisis counselling, a health 
educator or other health professional trained in health counselling 
communication skills is not expected to replace those qualified and whose 
major responsibility is to offer professional counselling services. 
 

3. Task force on preventive health care concluded that the evidences for 
physical activity counselling in the periodic health by many organizations and 
agencies such as the departments of health and human services and centres 
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for disease control and prevention would prefer that health care providers 
counsel individuals about physical activity based on the health benefit of the 
physical activity, rather than on the effectiveness of counselling by clinicians 
for promoting changes in physical activity. The latter should be transparently 
adopted because it closes the chances of future resentment toward health 
educators; the counselling programmes significantly improve energy 
expenditure and fitness in the intervention groups. 
 

4. The introductory communication skills would help the health educator to 
develop the ability to emphasise and clarify what the speakers (clients) say 
during initial crisis sessions. 
 

5. This study provides basic listening and assertion skills necessary to deal with 
the problems encountered in school and community health settings besides 
counsellor training is recommended for those intending to become involved 
in extensive counselling responsibilities. 
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