
WEDC

This Briefi ng Note is based on the full report by Juliet Waterkeyn available at www.Lboro.ac.uk/well

Photographs by Juliet Waterkeyn

DFID Resource Centre in Water, Sanitation & 
Environmental Health
www.Lboro.ac.uk/well

For further information, contact:
WELL
Water

, Engineering and Development Centre 
(WEDC)
Loughborough University
Leicestershire  LE11 3TU  UK

Email:   WELL@Lboro.ac.uk
Phone:  0 (44) 1509 228304
Fax:  0 (44) 1509 211079
Website: http://www.Lboro.ac.uk/well/

2007

Headline facts

 The Consensus Approach deals with all 
of a family’s health problems rather than 
single issues.

 Community Health Clubs (CHCs) are 
the main vehicle for this approach and 
demonstrate evidence of its success.

 CHCs promote a ‘culture of health’ 
which means that healthy living 
becomes highly valued, and in this way 
brings about behaviour change, through 
peer pressure and the desire to conform 
to social norms.

 CHCs offer a structured programme 
of learning to be applied in the home 
environment each week. Membership 
cards and attendance certifi cates are an 
important incentive to members.

 The benefi ts of CHC membership are 
wide ranging, including increased 
learning, social status, especially for 
women, and opportunities for income 
generation.

 Models for scaling up this approach exist, together with resources. 
Methods of measuring behaviour change are based on observation of 
good hygiene practice and allow calculations of cost-effectiveness to be 
made.

Introduction

People do not generally 
compartmentalize their health 
problems, but rather, they tend to 
perceive all threats to health as inter-
related. The Consensus Approach 
builds on this, seeking to tackle 
all preventable illness and related 
diseases. It is a holistic, horizontal (i.e. 
deals with several issues) and long 
term model of sustainable, community 
development.

The key assumptions of this approach 
are: most women are primarily 
interested in caring for their family 
and want to improve their skills; many 
people in developing countries are 
deprived of the chance to learn and 
therefore respond readily to health 
education initiatives.

The Consensus Approach has worked 
effectively through Community Health 
Clubs (CHCs) since 1994. These 
are voluntary, information sharing 
Community-Based Organizations 
(CBOs). This approach has been 
scaled up from pilot projects in rural 
Zimbabwe to post-confl ict areas of 
Sierra Leone and Internally Displaced 
People’s camps in Uganda.

This Briefi ng Note describes the 
principles, implementation and 
impacts of the Consensus Approach 
through Community Health Clubs, 
using evidence based on successful 
case studies.

The Consensus Approach 
Health promotion through
Community Health Clubs

This note was funded by the UK Department for International Development (DFID).
The views expressed, however, are not necessarily those of DFID.

Published by WEDC on behalf of WELL

WELL is a network of resource centres:
WEDC at Loughborough University UK
IRC at Delft, The Netherlands
AMREF, Nairobi, Kenya
IWSD, Harare, Zimbabwe
LSHTM at University of London, UK

TREND, Kumasi, Ghana
SEUF, Kerala, India
ICDDR, B, Dhaka, Bangladesh
NETWAS, Nairobi, Kenya
NWRI, Kaduna, Nigeria

Monitoring Health Promotion and
Measuring Behaviour Change� 倀

Community Health Clubs allows accurate measurement of specifi c targets. These can be 
the learning areas listed on membership cards, and the observed rates of uptake of explicit 
recommended practices. Membership can be accurately sampled, and hygiene behaviour 
change measured against the costs of implementation.

How to measure cost-effectiveness
The cost can be calculated because the method:
1. has a defi nite target population and the number of members can be counted accurately;
2. can count the number of benefi ciaries: number of members x 6 (average family size);
3. can count how many health sessions have been held;
4. can count the number attending the sessions and the average attendance per club; 
5. can count the cost of the trainer in terms of transport and allowances.

Therefore the cost per benefi ciary can be calculated:

Cost per benefi ciary = cost of trainer + training + transport

Evidence suggests that if risk practices associated with diarrhoea are routinely carried out, 
diarrhoea will be minimized. As it is diffi cult to measure diarrhoea incidence, it is more 
reliable to check proxy indicators i.e. whether the hygiene practices linked to diarrhoea 
have improved. House to house surveys can be used to ascertain levels of compliance with 
good hygiene practice. This can be done either by taking a base line survey followed by a 
post-intervention survey, or by comparing a CHC area to a similar area where there are no 
health clubs.
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Creating
a Culture of Health

The most effective way to reduce the incidence of diarrhoea is to create a completely 
hygienic environment, which all members of the community support. However, this 
involves considerable effort on the part of housewives and mothers, which can result in 
a lack of commitment to carrying out the necessary tasks. Promoting a ‘culture of health’ 
means that healthy living becomes highly valued, bringing about behaviour change, 
through peer pressure and the desire to conform.

Community Health Clubs
Community Health Clubs (CHCs) help to promote this culture of health because people 
meet regularly to learn about and discuss ways to improve hygiene. The meetings are 
properly organized sessions with a registered membership, which should represent at 
least 80% of households in the community. Private behaviour then becomes a public 
concern, with the general consensus from the critical mass ensuring that all individuals are 
discouraged from poor hygiene behaviour in favour of agreed and accepted standards and 
norms.

Weekly meetings of CHCs can address up to 30 different topics over a six month period. 
Each session requires members to practice their new learning at home. This can involve 
simple changes like covering stored water or using a ladle. More demanding challenges 
include building latrines, which requires effort and resources but is the natural culmination 
of such behaviour change and comes from within the community rather than being 
externally imposed.
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