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tries to transfer the
responsibility for
health and well
being from the
professional to the
patient. The patient
then has to decide
whether he accepts
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not, since he cannot
be forced into doing
so ...”
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Abstract

Opsomming

Paolo Freire’s theory of critical thinking
shows remarkable similarities to the prin
ciples supported by health education. In
his capacity as Brazilian educationalist,
Freire emphasized man’s active partici
pation in his own development. Without
this active involvement, growth and de
velopment become quite impossible to
attain.

Paolo Freire se teorie van kritiese denke
toon merkwaardige ooreenkomste met
die b e g in s e ls van g e s o n d h e id s v o o rlig tin g . In sy h o e d a n ig h e id as
Brasiliaanse opvoedkundige het Freire
die mens se aktiewe deelname in sy eie
o n tw ik k e lin g b e k le m to o n . S o n d e r
hierdie aktiewe deelnam e is groei en
ontwikkeling bykans onmoontlik.

Freire’s theory is therefore generally well
suited for use by those supporters of the
currently emphasised actions of commu
nity empowerm ent and com m unity in
volvement. Health education, and more
particularly successful health education,
is nothing more than com m unity em 
powerment. It enables each individual,
within a community, to take control of his/
her own life and well-being.

Paolo F reire se te o rie is d aa ro m
besonder geskik vir gebruik deur die
ondersteuners van gem eenskapsbem agtiging en gemeenskapsdeelname.
G eson dh e id svoo rlig ting en spesifiek
suksesvolle gesondheidsvoorligting is
niks meer as gemeenskapsbemagtiging
nie. Dit stel elke in d iv id u binne ‘n
gemeenskap in staat om beheer oor sy/
haar eie lewe en gesondheid te neem.

The health care professional cannot as
sign power and control to the individual;
it can only be assumed by each indi
vidual within the community. In this re
gard it becom es evident that passive
conveyance of the health care message,
albeit from health care professional to
individual recipient (in this instance to the
patient), is of no use to the community,
whereas active involvement of the indi
vidual displays greater success.

Die professionele gesondheidsw erker
kan nie mag en beheer aan die individu
oordra nie, maar dit kan alleen deur die
individu in die gemeenskap oorgeneem
w o rd . Die p assiew e o o rd ra g van
gesondheidsinligting van die gesondheidspersoneel na die individu, in hierdie
geval die pasiënt, is daarom van geen
waarde nie, want aktiewe deelname dra
to t d ie su kse s van g e s o n d h e id s 
voorligting by.

According to Paolo Freire, health edu
cation should focus on collective knowl
edge, the latter being the result of the
group dynamics, produced by discus
sion on past experiences, and the analy
ses there-of. The professional guides
these dynam ic processes, not only to
identify needs regarding health educa
tion, but also to assist in making deci
sions on health. Ultimately each indi
vidual will then experience the responsi
bility for his/her own health.

Volgens Paolo Freire moet gesondheids
voorligting fokus op kollektiewe kennis
as resultaat van groepdinam ika. Dit
w ord v e rs e k e r d e u r b e s p re k in g en
analise van vorige belewenisse. Die rol
van die professionele persoon is daarop
gerig om die groepdinamika te fasiliteer
en nie om die b e h o e fte s aan
gesondheidsvoorligting te identifiseer
nie. Hierdeur word verseker dat elke
individu verantwoordelikheid vir sy/haar
eie gesondheid sal aanvaar.

A discussion of the use of the theory of
critical thinking, as well as the implemen
tation there-of in practice, is provided.

'n Bespreking van die gebruik van die
te o rie van k ritie s e d en ke en die
implementering daarvan word verskaf.

Introduction
Health education tries to transfer the re
sponsibility for health and well-being
from the professional to the patient. The
patient then has to decide whether he
accepts this responsibility or not, since
he cannot be forced into doing so (Tones
1996: 12). However, patients cannot be
expected to acquire behaviour neces
sary for health promotion, rather, they
should be accompanied there-to during
their development. The development of
the patient may be compared to the de
velopment of critical awareness, as de
scribed in Paolo Freire’s theory of The
Education of the Oppressed (De Koning
& Martin 1996: 9). Paolo Freire, a Bra
zilian educationist, being excessively
aware of the poverty and developmen
tal shortfall of his people, in 1972 pub
lished a book entitled Pedagogy of the
Oppressed (Roodt 1996: 315). He there
after became known as a Third World
activist and theorist (Roberts 1996: 94).
Freire viewed teaching as a social proc
ess of change (Purdy 1997: 194). This
viewpoint does however not only apply
to d e ve lo p in g so cie tie s (cou ntries),
since Freire saw the existence of a Third
World in a First World and a First World
in a Third World (Roberts 1996: 95). He
specifically referred to differences in the
level of social development that exists in
all countries. Underdeveloped people
may be found in the most developed of
countries and vice versa. Wherever peo
ple with knowledge and developmental
shortfalls are found, Freire’s theory may
be applied (Northway 1997: 740). He,
himself, later applied his theory to tradi
tionally disadvantaged groups, includ
ing women, children and the disabled
(Northway 1997: 736).

Problem-posing
education
Freire opposed situations where the
transfer of knowledge occurred in the
presence of passive learners. He called
it banking education. Instead, he advo
cated problem-posing education which
facilitated active learner participation. He
specifically does not refer to problem 
solving, since learners are not always
capable of the latter (Roberts 1996: 97).
Freire’s viewpoint that education also
implies social change, includes politi
cal aspects (ibid.). By encouraging peo
ple to critically analyse their own circum
stances, including their poverty and dis
advantaged social position, the process
of conscientisation is achieved. This, in
turn, enables them to become aware of
their own capabilities in improving their
circu m stan ces (De Koning & M artin
1996: 9). The process eventually leads
to self-education and self-actualisation

(See Figure 1). It may, however, also
lead to people rebelling against their dis
advantaged position and the persons
responsible for it, making education,
according to Freire, political by nature
(Roberts 1996: 100).
In contrast to what may be deduced from
the a b o v e -m e n tio n e d d is c u s s io n ,
Freire’s theory is not exclusively reserved
for working with politically suppressed
and socially deprived persons or pa
tients. Critical awareness of shortcom
ings may be advantageous to all persons
(Maguire 1996: 33). These shortcom
ings may also be interpreted as being
relevant to information regarding health.
All patients may therefore be viewed as
being disadvantaged, since they, as lay
persons, do not possess the same
knowledge as the professionals (Skelton
1994: 421). As with any other person,
these patients, too, may be advantaged
by critical awareness and thinking as
described in Freire’s theory (De Koning
& Martin 1996: 10). According to Freire,
persons should c ritic a lly view th e m 
selves, their experiences and their world
before information may be transferred to
them (Roberts 1996: 153). It also ap
plies to the transfer of health education
and health promotion. Simple transfer
of information from one person to an
other does not necessarily motivate ac
tion. Health promotion cannot be suc
cessful unless behavioural changes are
achieved (Boyd 1998: 189). Behaviour
which is detrimental to people’s lives,
should be replaced by behaviour which
promotes health and well-being, result
ing in the development of a passive per
son, who has no control over his own
health, into an active person who makes
decisions and acts accordingly (Ewles
& Simnett 1996: 183).
The latter may be a ccom plishe d by
focussing the accom panim ent of the
person tow ards critical awareness of
himself, his abilities and his circum 
stances (see Figure 1), enabling the
development of the person from a pas
sive object to an active subject (Roodt
1996: 315). Such a person is not only
critically aware of his potential and his
abilities, but is also capable of transfor
mation into a person who is able to ac
cept responsibility for his own life. Selfactualisation will then be potentiated and
it may even be made easier (Roodt 1996:
315). It implies that the person will be
able to make use of the information and
opportunities supplied by the health pro
fessional, within the context of health
promotion, in order to attain self-actu
alisation and therefore also a high qual
ity of life (Pender 1996: 19). Behavioural
changes take place and health promo
tive behaviour is revealed. It is even fol
lowed by critical analysis, for which the

patient takes responsibility (Flick et al
1994: 378). The patient now reaches
the stage where he continuously evalu
ates his behaviour, seeks the help of
health care professionals out of own ini
tiative and uses their help in order to
make the necessary adjustments.

Critical
consciousness
Critical consciousness, according to
Shor, has four qualities, of which power
awareness is one (De Koning & Martin
1996: 8). The other three are: critical
literacy, desocialisation and self-education.

Power awareness
The concept of power awareness not
only holds relevance to Freire’s theory
of critical consciousness, but is also
extremely important in health education.
When a person does not believe in him
self and does not realise that he is capa
ble of behavioural change, or of sustain
ing such changes over prolonged peri
ods of time, he cannot be motivated by
a pro fessio na l person. The person
should therefore be his own locus of
co ntrol (Kemm & Close 1995: 111).
Power awareness not only enables the
person to become knowledgeable, but
to also attach value to own experience
and expertise (Breda et al 1997: 76)
which, in turn, increases self-value. This
approach continuously focuses on those
abilities and experiences of the person
which are already known. Thus, the per
son is continuously being empowered
so that dependency and powerlessness
are counteracted (Wang & Burris 1994:
171), w hich may also im ply that the
course of an educational program m e
may be determined by the patients. The
p rofessional person w ill then act as
facilitator only, thus, merely determin
ing the structure of the programme. The
latter may prove essential in providing
the patients with security. It may also be
possible, according to the followers of
Freire’s theory, for the learner, in this
instance referring to the patient, to de
termine the content and the outcomes
of his education (Rudd & Comings 1994:
315). The latter is quite acceptable when
one bears in mind that the approach
being used is that of problem -posing
(Roberts 1996: 149). During this aspect
of the learning process, the professional
person also holds a facilitating function.
In contrast to this highly liberal approach
in education (patient education in this
instance), it may be said that persons
require a certain degree of literacy in or
der to becom e so a ctively involved.
Freire's followers, however, managed
to creatively overcome the problem of
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Figure 1 ■ Health education as empowering education.

illiteracy by using cameras and photo
graphs. They created a medium of com 
m unication by e ncouraging illiterate
w om en and ch ild re n to take p h o to 
graphs of situations which they viewed
as being detrimental. These activities did
not only increase their feelings of selfworth, but also enabled them to influ
ence policy makers and others who,
until then, had been making decisions
on their behalf. The inability to read and
write does not make women and chil
dren powerless. All persons, literate or
illiterate, should be allowed to partici
pate in the design and preparation of
educational aids for use during their
health e du catio n (Rudd & C om ings
1994: 315). Active involvement may
thus be achieved, albeit it is not the only
reason. It also serves as the only tangi
ble proof that health education has taken
place, and the patients can show con
crete proof of their active involvement.
Active involvement is of the utmost im
portance in health education, since
health and illness are determined by the
group or society. The professional per
son, as outsider, is unable to initiate the
necessary behavioural change (Rudd &
Comings 1994: 313).
In the case of health education, a per
son takes charge of his own life, which
includes responsibility for his own health
and well-being. Freire’s supporters view
this process of taking charge as revolu
tionary. When this takes place, it is ac
tually referred to as a brief revolutionary
moment. Taking charge is a decision of
free w ill, a fte r w hich it sh o u ld be
strengthened and maintained by con
tinual dialogue. In the case of health
e du catio n, d ia lo g u e im p lie s the ex
change of expertise (Kendall 1992: 7).
Expertise exists on both sides and can
therefore not be transferred in a single
direction. It enables em pow erm ent,
which is sustained by offering the previ
ously disadvantaged know ledge, the
opportunity for decision making and the
use of available resources (Wang &
Burris 1994: 180).

Critical literacy
According to Freire, critical literacy, also
referred to as critical thinking and reflec
tion (Mayo 1996: 149), is the character
istic which distinguishes man from ani
mal. Animals are unable to change their
circumstances, since they are incapa
ble of critical thinking. They m erely
adapt to their circum stances (Kendall
1992: 4). Through critical thinking, peo
ple can make decisions, and through
making decisions, change their circum
stances. The critical view that people
have of their circumstances, is formed
th ro u g h d ia lo g u e w ith o the r people
(Rudd & Comings 1994: 315). These
other people may, according to Freire,

be persons who find themselves in simi
lar circumstances in a specific commu
nity. It may also include the health edu
cators who act as facilitators during the
dialogue (Wallerstein & Bernstein 1988:
382). The purpose of the dialogue is to
critically view the circum stances and
events which influence the people in
volved. All role-players in such a dia
logue are considered as equals and co
learners, in c lu d in g the p ro fessio na l
facilitators, and the factors which are
detrimental to health, as well as the rea
sons for the existence of these factors,
are being discussed during the dialogue
(Ford & Profetto-McGrath 1994: 343).
The critical thinking which takes place
during such a dialogue, analyses the
deeper meaning of the circumstances
(De Koning & Martin 1996: 8). Thus, the
status quo is examined together with the
reasons for it being maintained (See Fig
ure 1).
The circumstances and other aspects to
be discussed during the dialogue, are
determined by the people who are to
take part in it. The facilitator may how
ever guide them to it. They may, for
example, be requested to take photo
graphs of their living conditions, as done
by Wang & Burris (1994: 171). The per
sons may also do it verbally, although
charts, drawings, roll-play and even act
ing may be used (De Koning & Martin
1996: 11). Sensitive and emotional as
pects are mainly difficult to verbally con
vey to the group. The facilitator may
never force a subject for discussion dur
ing a dialogue in which critical reflection
is supposed to take place.
A formal lecture by the facilitator usually
does not lead to critical reflection, al
though it may lead to a superficial dis
cussion (Preston-W hyte & Dalrym ple
1996: 108). On the other hand, critical
thinking does not occur spontaneously.
Therefore, the dialogue group needs a
facilitator who can guide them from dis
cussing personal circumstances to dis
cussing shared circumstances, and from
superficial discussion to in-depth discus
sion (Wallerstein & Bernstein 1988: 383).
Thus, the professional person has a very
definite role as facilitator. This role, it
seems, has two functions, according
to Freire and his supporters. Firstly, the
process of dialogue has to be structured
and, se condly, the in fo rm a tio n or
knowledge the group requires for mu
tual reflection, has to be provided.
The following steps may be used in the
structuring of the dialogue:
• Discussion of experiences and obser
vations by the group.
• Description of the levels of the prob
lem by the group.
•

Sharing of sim ilar experiences by

members of the group.
• Questioning of reasons for the exist
ence of the problem.
• Development of a plan of action to
address the problem.
• Reflecting on the effect of the plan of
action. This step is known as the sec
ond circle of reflection (ibid.).
The dialogue and the critical reflection
(steps 1 to 5) are followed by action and
further reflection, which should again be
followed by action. The process is re
peated until the identified problem has
been su ccessfully resolved (Rudd &
Comings 1994: 315). The process of
reflection and action is known as praxis
and is a prerequisite for empowerment.
Without action, however, reflection be
comes worthless (Fulton 1997: 530).
The patient is not only encouraged into
action by this, but also into the evalua
tion of his behaviour. Thus, he accepts
responsibility for both his behaviour and
the evaluation of his behaviour. If he is
able to do this, he can also accept re
sponsibility for further education, be
cause he will be able to in future iden
tify for himself when his behaviour is not
to the benefit of his health. Through this
process, the patient experiences that he
has taken real possession of his health,
because he will exists to be independ
ent from health workers to a great ex
tend. In future, he can use them as
facilitators of health information. After he
has established through reflection that
his current behaviour is not favourable
for his health, he can consult them for
assistance with the identification of be
haviour that will benefit his health condi
tion. For example, the diabetic will know
when the diet that he is following or the
amount of exercise that he participates
in, are not favourable to his condition
anymore. As a result, he will be con
vinced of the necessity of adaptations. It
may also happens that the person will
himself make the necessary adaptations
to his diet or exercise program, without
contacting any health workers. Health
literature, either in the form of books or
on the Internet, are available freely.

Desocialisation
Desocialisation not only recognises the
myths and values which have been con
veyed to a person, but also questions
them (De Koning & M artin 1996: 8).
With regard to health education and the
nurse-patient relationship, it implies that
the myth of patients necessarily being
uninformed and ignorant, is being drawn
into question. Through desocialisation,
the patient becomes aware of the as
pects that he is allowed to contribute to
the relationship, as well as his right to
decide on his own actions and life. The
patient thus develops a trust in his own
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ability to control his personal and social
life (Wallerstein & Bernstein 1988: 380).
Such a patient will no longer allow oth
ers to make decisions on his behalf. The
process of reflection-action-and-furtherreflection breaks down the boundaries
which have constrained him (Witt 1992:
150). The factors which contribute to the
constrainment of the person, and his
adherence to the m yths and values
handed down to him, are a lack of a
positive self-image and a lack of a feel
ing of human dignity (ibid.). By critically
evaluating his living environment, and
by questioning the myths he grew up
with, the patient becomes aware of his
own abilities. That, in turn, breaks the
cycle through which myths are spend
and conveyed to the next generation
(Fulton 1997: 530). According to Freire
and his supporters, this im plies that
emancipating behaviour should be mo
tivated whilst, at the same time, one has
to guard against adaptation to harmful
circumstances (Kendall 1992: 2). The
person should therefore be motivated
to develop from passivism and fatalism
to activism and responsibility (Purdy
1995: 194).
The patient, through this process, be
comes aware of his abilities and there
fore also his dignity. Different from so
many instances, the emphases is not
placed only on the behaviour that harms
his health, but on his own contribution
to his health. Because his dignity is en
hanced, he is motivated to greater par
ticipation. The patient now not only par
tic ip a te s in d e cisio n m aking on his
health, but also in the execution of the
decisions. This results in the patient de
veloping additional skills that will equip
him to a greater extend to get even more
involved in the a dva nce m e nt of his
health. Thus, the diabetic will in future
not only execute instructions with regard
to his diet, but will be able to, under the
leadership of the health workers, make
adaptations to his diet. The result of this
will be that the patient will develop trust
in his own abilities to such an extend that
he will becom e lesser and lesser de
pendent on the guidance of health work
ers to make adaptations to his diet, with
out putting his health in jeopardy. It
makes it easier for him to keep to a cer
tain diet, as he can now make adapta
tions himself, if the situation permits. The
contribution of the health worker there
fore decreases continuously, while, at
the same time, the contribution of the
patient increases. A situation thus devel
ops where the patient can make deci
sions to a larger extend, with the health
worker fulfilling a supportive role. The
patient is made the master of his health
through this situation.
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Self-education
The transfer of information to patients
often occurs during health education,
because the nurse thinks that the pa
tients require it. The information is usu
ally rejected by the patients, not only
because they do not perceive it as be
ing useful and necessary, but also be
cause it is often presented in such a way
as to blame the patient (De Koning &
Martin 1996: 8). By continually remind
ing the patient that he contributes to his
illness himself, his feeling of incompe
tence is confirmed. Such a person will
obviously not be able to take control of
his living conditions. He will not be able
to change his behaviour in such a way
as to be more health promotive, since
such a change requires a positive selfimage and a strong belief in himself. On
the other hand, Freire and his followers
accentuate the advantages that collec
tive knowledge holds for the individual.
This should be developed, and the only
way in which it may be accomplished, is
by means of dialogue in which all role
players are active participants. The proc
ess is known as empowerment educa
tion, since the learners empower them
selves in order to take responsibility for
th e ir own health e d u ca tio n (Ford &
Profetto-McGrath 1994: 343). They ana
lyse their own living conditions, in order
to ascertain whether these are health
promotive or not, and take up the re
sponsibility of obtaining the knowledge
w h ich th e y do n ot a lre a d y have
(Wallerstein & Bernstein 1988: 379).

Conclusion
A p a rtic ip a tiv e p ro fe s s io n a l person
should take the responsibility for health
education, in the place of the instruc
tio n a l p ro fessio na l person. Such a
health worker will be able to give recog
nition for the things that the patient con
tributes to the nurse-patient relationship.
These contributions include knowledge,
skills and his perception of the circum
stances (Muelensberg-Buskens 1996:
46). The patient will then no longer be
the person without knowledge (power).
This acceptance by the patient, and his
expertise, then become the prerequisites
for learning, during which new knowl
edge and skills may be mastered by him.
Empowerment of the patient, and there
fore also his community, requires much
more from the health worker than the
mere transfer of information regarding
health and illness. It requires a horizon
tal relationship between health worker
and patient and not a vertical relation
ship between expert and lay person
(Chimere-Dan 1996: 33-34). The role of
the health worker is therefore being lim

ited, and the role and responsibility of
the patient expanded. True em power
ment not only implies the allowance to
participate, but rather to take over the
responsibility for health and quality of life,
which takes place within a relationship
of mutuality and trust between the health
worker and his patient. Through this, the
health worker and the patient are placed
on an equal and horizontal relationship
to which both may contribute.
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