
WHAT I S COMMUNIT Y HEALT H EDUCATION ? 

Historical backgroun d 

13. Althoug h th e ide a o f healt h educatio n ha s a  lon g history , governmen t 
involvement i n i t i s relativel y recent . Ove r time , an d al l ove r th e 
Commonwealth, individual s hav e take n i t o n thei r shoulder s t o exto l th e nee d fo r 
health educatio n an d "propaganda" , bu t i t i s probabl y fai r t o sa y tha t i t i s onl y 
in th e las t twent y o r thirt y year s tha t healt h educatio n ha s receive d financia l an d 
institutional suppor t o n a  nationa l scale . 

14. Th e Worl d Healt h Organisatio n gav e healt h educatio n a  recognise d plac e i n 
the 1950 s b y convenin g a n exper t committe e wh o reporte d o n "Healt h educatio n 
of th e public " i n 195 4 (WHO , 1954) . Th e committe e recognise d tha t th e progres s 
of healt h educatio n woul d depen d o n th e trainin g o f personnel ; o n th e interest , 
understanding an d suppor t o f officia l authoritie s an d voluntar y organisations ; an d 
on th e financia l resource s mad e available . A s mor e an d mor e countrie s o f th e 
Commonwealth becam e independent , s o graduall y wer e step s take n t o suppor t 
health educatio n programmes . 

15. I n India , fo r example , a  Centra l Healt h Educatio n Burea u was  se t u p i n 
1956, an d b y 198 0 ther e wer e healt h educatio n bureau x i n 2 0 state s an d fiv e 
union territories , a s wel l a s som e distric t healt h educatio n unit s (Centra l Healt h 
Education Bureau , 1980) . I n Africa , healt h educatio n becam e a  focu s o f interes t 
in th e 1960s , culminatin g i n 197 5 i n th e setting-u p o f th e Africa n Regiona l 
Health Educatio n Centr e i n Ibadan , Nigeri a (Ademuwagun , 1979) . A t th e 197 3 
Caribbean Healt h Minister s Conferenc e i n Dominica , i t wa s decide d t o se t u p a 
model programm e o f healt h education , whic h wa s late r establishe d i n Antigu a 
(Schweser, 1976) . Th e variou s countrie s o f th e Pacifi c regio n hav e hel d a  numbe r 
of regiona l workshop s o n healt h educatio n (e g WHO/UNICEF , 1981 ) whic h mirro r 
the growt h o f officia l interes t i n healt h educatio n throughou t th e 1970s . 

16. Thus , althoug h i t ha s lon g bee n recognise d tha t man y group s hav e mad e 
important contribution s t o healt h educatio n i n th e las t decade , healt h educatio n 
has increasingl y com e t o b e accepte d int o th e mainstrea m o f governmen t services . 
Likewise, i t ha s lon g bee n accepte d tha t th e communit y play s a n importan t rol e 
in healt h education . Th e firs t WH O exper t committe e o f 195 4 recognise d "th e 
prime necessit y fo r enlistin g th e goodwil l an d participatio n o f th e people , sinc e 
health educatio n o f th e publi c alway s involve s workin g wit h peopl e whateve r th e 
circumstances ma y be " (WHO , 1954) . 

The evolutio n o f communit y healt h educatio n 

17. Th e concep t o f communit y healt h educatio n ha s evolve d fro m th e ol d notio n 
of "healt h educatio n o f th e public" , togethe r wit h a  re-focusin g o n preventiv e 
health car e an d a  changin g emphasi s i n communit y participation . 

18. Healt h educatio n o f th e public . On e o f th e popula r model s use d b y 
professional healt h educator s i n th e 1950 s an d 1960 s wa s th e KA P mode l 
(knowledge, attitude , an d practice ) whic h assume d tha t onc e peopl e ha d 
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knowledge (give n b y healt h educators ) the y woul d chang e thei r attitude s o r 
practice. 

19. I n othe r words , onc e peopl e wer e tol d abou t th e danger s o f cigarett e 
smoking the y woul d sto p smokin g o r a t leas t cu t down , o r onc e the y wer e tol d 
how t o contro l thei r fertilit y the y woul d hav e fewe r children . A s morbidit y an d 
mortality i n th e industrialise d worl d becam e mor e associate d wit h lif e styl e s o th e 
KAP mode l wa s boosted , a s i t wa s argue d tha t individual s coul d contro l thei r ow n 
health b y prope r diet , takin g exercis e an d no t smoking . 

20. Thes e assumption s wer e increasingl y challenge d i n th e 1970s . I t wa s firs t o f 
all clea r tha t KA P wa s over-simplified . Merel y providin g informatio n wa s n o 
guarantee o f chang e i n knowledg e o r attitude , le t alon e practice . Behaviou r i s 
governed b y a  comple x syste m o f values . Thi s was  particularl y tru e i n relatio n t o 
family planning . 

21. Second , concludin g tha t healt h statu s woul d improv e i f peopl e too k 
individual actio n assume d a  substantia l degre e o f individua l choic e whic h th e 
critics o f "victim-blaming " wer e quic k t o poin t ou t hardl y existed . Al l th e 
evidence suggeste d tha t healt h statu s wa s closel y linke d t o occupation , incom e 
and socia l conditions , al l factor s tha t healt h educatio n alon e coul d no t affect . 
Indeed som e hav e argue d tha t ascribin g culpabilit y t o individual s o r group s i s 
totally misplaced , an d i t i s toward s th e "manufacturer s o f illness " tha t attentio n 
should b e directed . Thus , fo r example , healt h educator s shoul d b e concerne d no t 
about individuals ' diet s bu t abou t th e foo d industr y an d th e processed , syntheti c 
"convenience foods " an d widely-use d additive s i t promote s (McKinlay , 1975) . I n 
the les s develope d countries , wher e th e so-calle d "disease s o f affluence " wer e 
less i n evidenc e (althoug h growin g i n a  numbe r o f suc h countries) , i t becam e 
equally obviou s tha t healt h educatio n coul d onl y partl y affec t majo r problem s lik e 
diarrhoeal diseases . Adequat e wate r supplie s an d reasonabl e sanitatio n wer e muc h 
more likel y t o mak e a n impac t o n a  community' s healt h status . 

22. Preventiv e health . Th e discussio n abou t victim-blamin g cam e fro m change s 
in attitude s t o preventiv e health . Th e grea t preventiv e healt h move s mad e i n th e 
industrial worl d las t centur y wer e directe d largel y toward s improvin g sanitar y 
conditions bu t di d no t involv e th e public . Th e communit y was , o n th e whole , 
passive. A s medica l scienc e develope d thi s century , revolutionar y ne w drug s 
opening a  ne w er a o f medica l technolog y an d capita l investment , focu s shifte d 
from preventiv e t o curativ e medicine , fro m "th e public " t o individuals . Again , i t 
was directe d toward s a  passiv e recipien t public . 

23. Reactio n t o th e limite d gain s o f medica l technolog y (an d risin g costs ) cam e 
to th e for e i n th e 1970s , an d a  numbe r o f studie s demonstrate d th e relationshi p 
between mortalit y an d lif e style , arguin g tha t individual s ha d t o tak e 
responsibility fo r thei r ow n healt h b y eatin g les s an d cuttin g dow n o n certai n 
foods, exercisin g more , stoppin g smokin g an d s o o n (Britis h Departmen t o f Healt h 
and Socia l Security , 1976) . Thus , fo r example , "Preventio n an d health : 
everybody's business " demande d actio n fro m individuals . 

24. Thi s propensit y t o plac e al l stres s o n individua l behaviou r le d th e revol t 
against victim-blaming , givin g wa y t o a  mor e cautiou s concep t o f preventio n tha t 
increased th e abilit y o f peopl e t o tak e maximu m powe r ove r thei r ow n lives , an d 
expanded thei r capacit y t o chang e th e socia l relation s an d structure s i n whic h 
they liv e an d work . Th e implication s fo r healt h educator s an d healt h educatio n 
were far-reaching . Healt h educatio n move d alon g a  continuu m fro m informatio n 
and educatio n t o promotion . I t move d awa y fro m it s informationa l rol e -
distributing poster s an d pamphlets , lecturin g t o passiv e audience s o n radi o o r a t 
clinics -  toward s a n educationa l role , i n whic h peopl e wor k toward s changin g 
behaviour b y intervenin g i n th e politica l an d socia l processe s tha t ca n brin g abou t 
changes. Healt h promotio n late r becam e th e orde r o f th e day : th e mov e toward s 
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people campaignin g fo r bette r healt h b y changin g thei r environmen t rathe r than , 
or a s wel l as , changin g individua l behaviour . 

25. Thi s ca n b e bette r understoo d i f healt h educatio n i s aime d a t thre e levels : 

(a) health y individuals , i n orde r t o kee p the m healthy ; 

(b) socia l actio n fo r a  bette r environment ; 

(c) sic k o r at-ris k individuals , t o hel p the m restor e health . 
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26. A s roa d accident s increas e i n thir d worl d countries , a s loca l foo d i s 
replaced b y synthetic , perhap s importe d "convenience " food , a s deat h rate s fro m 
coronary hear t diseas e rise , s o man y les s develope d countrie s nee d t o mov e 
towards promotiv e healt h education . Indeed , a  recen t WH O publicatio n ha s 
challenged thes e countrie s t o thin k abou t "primordia l prevention " aime d a t 
preventing th e emergenc e an d entrenchmen t o f social , economi c an d cultura l 
patterns o f livin g tha t ar e know n t o contribut e t o elevate d ris k facto r 
distributions (especiall y coronar y hear t disease ) i n develope d countries . Example s 
of suc h actio n woul d b e nationa l governmen t policie s o n nutrition , o r o n smokin g 
control, i n co-ordinatio n wit h th e agricultura l sector , th e foo d an d tobacc o 
industries, impor t an d expor t sector s an d educatio n (WHO , 1982) . 

27. Suc h actio n implie s a  hig h leve l o f governmen t commitment . Man y 
governments obtai n larg e amount s o f ta x revenue s fro m th e sal e o f suc h product s 
as tobacc o an d alcohol , whic h rais e clea r conflict s betwee n healt h educator s wh o 
wish t o promot e environmenta l change , industr y an d government . 

28. Communit y participatio n an d primar y healt h care . Th e othe r mov e whic h 
led t o th e concep t o f communit y healt h educatio n wa s relate d t o th e pus h toward s 
primary healt h car e and , i n particular , communit y participatio n i n primar y healt h 
care. 

29. Officiall y adopte d i n 197 8 b y th e Worl d Healt h Organisation , th e primar y 
health car e approac h becam e th e impetu s fo r chang e i n healt h polic y aroun d th e 
world (Wal t an d Vaughan , 1981) . On e o f th e stimul i fo r thi s chang e i n healt h 
policy cam e fro m reporte d successe s i n communit y participation . Th e primar y 
health car e approac h accepte d tha t healt h was  conditione d b y othe r factors , suc h 
as nutrition , housing , wate r an d sanitation , an d tha t people' s participatio n i n th e 
control o f thei r ow n healt h coul d mak e a  vita l differenc e t o th e healt h o f th e 
community. 

30. Th e assumptio n underlyin g communit y participatio n i s tha t communit y 
organisation o r peopl e workin g together , whe n combine d wit h professiona l skill , 
can overcom e problem s tha t woul d remai n unresolve d i f tota l relianc e wer e place d 
on professional s an d forma l governmen t institutions . 

31. I n a  backgroun d pape r prepare d fo r a  regiona l WH O meetin g hel d i n 1978 , 
the raiso n d'etr e fo r healt h educatio n a s par t o f th e primar y healt h car e approac h 
was given . "Thi s concep t o f primar y healt h car e mus t b e base d o n communit y 
participation, whic h i s i n tur n totall y dependen t o n systemati c healt h education. " 
Part o f th e resolutio n tha t resulte d fro m th e meetin g expresse d th e convictio n 
that th e programme s i n primar y healt h car e woul d no t b e successfu l withou t 
adequate healt h educatio n base d o n th e need s an d want s o f communitie s (WHO , 
1978). 

32. Communit y healt h educatio n i s thu s a  comple x concep t tha t ha s arise n ou t 
of a  focu s o n communitie s rathe r tha n individuals , a n emphasi s o n participatio n 
and involvement , an d a  desir e t o promot e preventiv e healt h action . I t i s a n 
approach t o healt h educatio n tha t ha s bee n parallele d i n othe r field s suc h a s adul t 
education, wher e th e emphasi s ha s switche d fro m individua l t o grou p learning , t o 
mass literac y campaign s usin g Freire' s idea s abou t communicatio n a s a  tool . I n 
its wides t sens e communit y healt h educatio n i s no t separat e fro m development : i n 
the les s develope d countrie s i n particular , healt h educator s ar e mor e likel y t o b e 
effective i f the y campaig n wit h th e communit y fo r pipe d wate r supplie s rathe r 
than simpl y giv e advic e o n boilin g rive r o r wel l wate r befor e drinkin g i t . Th e 
recognition o f th e importanc e o f socio-economi c factor s i n relatio n t o healt h i s 
understood: withou t development , improvement s i n healt h ar e limited . 
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Community healt h educatio n i n th e Commonwealt h 

33. Mos t countrie s o f th e Commonwealt h ar e involve d i n som e communit y 
health educatio n a t som e o r al l o f th e level s describe d abov e -  keepin g individual s 
healthy, promotin g socia l action , o r helpin g t o preven t furthe r illnes s i n thos e a t 
risk o r alread y ill . 

34. Communit y healt h educatio n programme s involv e man y differen t groups , 
from larg e t o small , highl y organise d t o ver y informal . I t i s a  mistak e t o se e th e 
"community" a s a  homogeneou s mass . I n th e sam e way , communit y healt h 
education ma y impl y involvemen t i n a  collectiv e proces s o r action , o r involvemen t 
in decision-makin g o r planning . Thi s las t sor t o f communit y participatio n i s les s 
common, however , sinc e i t implie s a  leve l o f decentralisatio n unusua l i n mos t 
countries. However , mos t Commonwealt h countrie s claime d t o b e involvin g 
communities i n healt h education . 

35. Thi s fit s i n wit h mos t countries ' expresse d intentio n o f expandin g primar y 
health care . However , jus t a s i t ha s bee n state d tha t commitmen t t o th e 
implementation o f primar y healt h car e depend s enormousl y o n politica l wil l 
(WHO/UNICEF, 1978) , s o doe s communit y healt h educatio n depen d o n politica l 
support. Fro m th e response s t o th e questionnair e i t i s clea r that , althoug h man y 
countries pa y lip-servic e t o healt h education , ther e i s a  ga p betwee n planning , o r 
intent, an d practice . Healt h educatio n i s no t generall y give n hig h priorit y i n 
terms o f resources , no r o n th e whol e doe s i t hav e muc h statu s o r influenc e i n 
ministries o f health . On e resul t o f thi s i s th e tendenc y o f healt h educator s t o fal l 
back o n conventiona l informationa l roles , wher e number s o f talk s give n an d 
publications produce d giv e a  comfortin g impressio n o f productivity . Anothe r resul t 
is t o rel y o n technolog y -  t o bu y hardwar e t o enhanc e th e statu s o f th e 
profession. 

36. Gree n (1981 ) call s attentio n t o thre e fallacie s tha t equat e th e effectivenes s 
of healt h educatio n wit h th e qualit y an d qualit y o f advance d educationa l 
technology available . Th e firs t i s th e empt y vesse l fallac y -  th e belie f tha t healt h 
educators hav e simpl y t o pou r healt h informatio n int o th e empt y mind s o f a n 
eagerly waitin g targe t population . Th e secon d fallac y i s th e belie f i n th e inheren t 
superiority o r inferiorit y o f som e method s -  mos t educationa l method s bein g a s 
effective a s the y ar e appropriatel y applied . Th e fina l fallac y o f th e more , th e 
better suggest s tha t mor e televisio n an d radi o coverag e an d mor e medi a equipmen t 
will increas e positiv e outcome s proportionately . Th e pro s an d con s o f usin g suc h 
technology ar e explore d i n th e sectio n o n usin g th e media . 

37. Thus , althoug h ther e i s a  state d commitmen t t o communit y healt h 
education, a s wil l b e see n i n th e nex t chapte r whe n w e loo k a t response s t o 
questionnaires ther e seem s t o b e a  discrepanc y betwee n polic y statement s an d ho w 
much healt h educatio n unit s actuall y d o i n th e community . Th e intentio n i s there , 
the belie f i n communit y healt h education , bu t accordin g t o th e priorit y activitie s 
of mos t healt h educatio n units , les s i s put  int o communit y healt h educatio n tha n 
might b e suppose d fro m th e state d suppor t i t receives . 
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