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ABSTRACT 

Langata Constituency is the intended site of this research of the difficulties encountered by 

urban community health education initiatives. The study's overarching goal is to learn what 

makes community health education programs in cities fail, and its more narrowly focused 

goals include: Langata Constituency community health education program outcomes as a 

function of socioeconomic level. Looking at how health literacy affects the success of 

health education programs in the community. Finding out how the presence of healthcare 

facilities in the Langata Constituency affects the state of community health education 

initiatives. In the urban Langata Constituency, we look at how infrastructure and resources 

help or hurt community health education programs. Using a basic random selection 

procedure, 112 respondents (representing 10% of the population) were chosen from a target 

population of 1,124 homes. In order to gather data, research assistants distributed Likert-

scale questionnaires. The research tools were fine-tuned in a pilot study with 12 

respondents before the main investigation. In order to analyze the data, which mostly made 

use of descriptive statistics like percentages and frequencies, the data had to be coded and 

entered into Excel. The use of tables, bar graphs, and pie charts to display data improved 

the analysis and allowed for a more thorough understanding of the results. By taking this 

tack, we were able to learn everything we could about the difficulties urban community 

health education programs encounter, which aided lawmakers, medical professionals, and 

community members in their quest to find solutions and make health education programs 

work better everywhere. The research looked at the difficulties of urban community health 

education programs and found that the participants were very different in terms of gender, 

age, education level, and duration of residence in Lang'ata Constituency, among other 

demographic variables. Disparities in program accessibility and efficacy were highlighted 

by socioeconomic status perceptions, whereas health literacy levels affected program 

understanding and participation. Transportation issues limited access to healthcare 

facilities, which in turn affected program participation. The effects on program delivery of 

infrastructure quality and allocation of resources were not uniform. The research found that 

in order for community health education to be successful in urban settings, it is important 

to address socioeconomic gaps, improve health literacy, make healthcare more accessible, 

and optimize infrastructure. Improvements to healthcare access, culturally relevant health 

education materials, infrastructural upgrades, and individualized treatments for people 

from different socioeconomic backgrounds are all on the list of suggestions. To improve 

health education equality, future research should focus on the following: long-term 

program effects; comparative studies across urban contexts; creative intervention 

techniques; and intersectional analyses. 
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OPERATIONAL DEFINITION OF TERMS 

Community Health Education Programs: These refer to organized efforts aimed at 

promoting health awareness, imparting health-related knowledge and skills, 

and influencing health behaviors within a specific community or population 

group.  

Health Literacy Levels: The capacity to access, comprehend, and effectively use health 

information and services in order to make educated choices about one's 

health is known as health literacy. 

Healthcare Facilities: Healthcare facilities encompass a range of institutions and 

resources that provide medical services, including hospitals, clinics, 

pharmacies, and other healthcare providers. 

Infrastructure and Resources: Langata Constituency's infrastructure and resources are 

the tangible assets that may be used to back up community health education 

initiatives. 

Socioeconomic Status: A person's or a group's socioeconomic status (SES) is a 

quantification of their relative standing in society and the economy, as 

measured against others. This quantification is usually based on indicators 

like income, level of education, employment, and availability of resources. 

Urban Areas: For the purpose of this study, urban areas are defined as densely populated 

regions characterized by high levels of infrastructure development, 

commercial activities, and residential settlements.  
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CHAPTER ONE 

INTRODUCTION 

1.0 Introduction 

In chapter one, the study introduces the challenges facing community health education 

programs in urban areas, focusing on Lang'ata Constituency in Nairobi, Kenya. It discusses 

the background information, including the genesis of the problem from the Kenyan 

perspective, highlight the significance of the study, outline the study timeline and 

geographical scope, and summarize the key elements addressed in the chapter. 

1.1 Background of the Study 

Community health education programs play a crucial role in promoting public health and 

preventing diseases by empowering individuals and communities with knowledge and 

skills to make informed health decisions (World Health Organization, 2019). In urban 

areas, where population density is high and diverse socioeconomic factors influence health 

outcomes, effective community health education becomes particularly essential (Kumar & 

Preetha, 2012). Langata Constituency, situated in Nairobi, Kenya, represents a typical 

urban area facing various health challenges due to rapid urbanization and socio-economic 

disparities (UN-Habitat, 2020). 

The genesis of the problem lies in the complex interplay of socio-economic factors 

affecting health behaviors and outcomes within urban communities (World Bank, 2018). 

Urbanization, characterized by rapid population growth, inadequate infrastructure, and 

limited access to healthcare services, exacerbates health disparities and poses challenges 

for health education initiatives (UNICEF, 2018). Langata Constituency, like many urban 

areas worldwide, grapples with issues such as poverty, unemployment, inadequate housing, 

and limited access to clean water and sanitation facilities (World Bank, 2020). 

From a global perspective, urbanization trends indicate a steady increase in the proportion 

of the world's population residing in urban areas, with significant implications for public 

health (United Nations, 2019). Urban areas serve as hubs for economic development and 

innovation, but they also concentrate health risks associated with overcrowding, pollution, 
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and inadequate healthcare infrastructure (World Health Organization, 2021). As such, 

addressing health disparities and promoting health education in urban settings is a global 

priority recognized by international organizations and policymakers (United Nations, 

2020). 

The challenges facing community health education programs in urban areas are 

multifaceted and require comprehensive strategies that consider the socio-economic, 

environmental, and cultural contexts of urban populations (World Bank, 2019). In Langata 

Constituency, these challenges manifest in various forms, including low health literacy 

levels, limited access to healthcare facilities, and disparities in infrastructure and resources 

(Ministry of Health, Kenya, 2020). Addressing these challenges requires a nuanced 

understanding of the local context and collaborative efforts among stakeholders, including 

government agencies, non-governmental organizations, and community-based 

organizations (World Bank, 2021). 

Understanding the genesis of the challenges facing community health education programs 

in urban areas requires a comprehensive examination of the socio-economic and 

environmental factors prevalent in African contexts. In Africa, urbanization is occurring at 

an unprecedented rate, driven by factors such as rural-to-urban migration, natural 

population growth, and economic opportunities in urban centers (United Nations, 2019). 

This rapid urbanization presents unique challenges for public health, as urban areas grapple 

with issues such as overcrowding, inadequate sanitation, and limited access to healthcare 

services (World Bank, 2018). In many African cities, including those in Kenya, the 

disparities in health outcomes between urban and rural populations are pronounced, 

highlighting the need for targeted interventions to address urban health challenges (Oluoch-

Aridi et al., 2020). 

Furthermore, the African perspective on community health education programs emphasizes 

the importance of culturally sensitive approaches that resonate with the local population's 

beliefs, values, and practices (Abubakar et al., 2019). In many African communities, 

traditional beliefs and practices influence health-seeking behaviors and attitudes towards 

modern healthcare interventions (Sipsma et al., 2013). Therefore, effective community 
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health education programs in urban African settings must integrate traditional knowledge 

systems and community participation to ensure relevance and sustainability (UNICEF, 

2018). This requires a holistic understanding of the socio-cultural dynamics shaping health 

behaviors and perceptions in African urban environments (Okpala et al., 2019). 

Understanding the genesis of the challenges facing community health education programs 

in urban areas requires an exploration of the Kenyan perspective. In Kenya, rapid 

urbanization has led to the emergence of densely populated urban centers characterized by 

inadequate infrastructure, high levels of poverty, and limited access to healthcare services 

(World Bank, 2020). These challenges have significant implications for public health, as 

urban populations are disproportionately affected by communicable diseases, non-

communicable diseases, and maternal and child health issues (Ministry of Health, Kenya, 

2020). Moreover, socio-cultural factors and disparities in health literacy contribute to the 

complexity of addressing health education needs in urban Kenya (Oluoch-Aridi et al., 

2020). 

The target group for this study comprises residents of Langata Constituency in Nairobi, 

Kenya. Langata Constituency is an urban area characterized by diverse socio-economic 

backgrounds, ethnicities, and health needs (Mutugi et al., 2018). The residents of Langata 

face various health challenges, including limited access to healthcare facilities, inadequate 

sanitation, and prevalent communicable diseases (Oluoch-Aridi et al., 2020). 

Understanding the health education needs and barriers to accessing healthcare services 

among Langata residents is crucial for developing effective community health education 

programs tailored to their specific needs. 

1.2 Statement of Problem 

Urban areas, including Langata Constituency in Nairobi, Kenya, face significant 

challenges regarding community health education programs. One of the primary issues is 

the low health literacy levels among residents. Studies have shown that inadequate health 

literacy contributes to poor health outcomes, including higher rates of preventable diseases 

and lower utilization of healthcare services (Berkman et al., 2011). In Langata 
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Constituency, statistics reveal that only a small percentage of the population possesses 

adequate health literacy skills, hindering their ability to understand health information and 

make informed decisions about their well-being (Ministry of Health, Kenya, 2020). 

Furthermore, the availability and accessibility of healthcare facilities in urban areas pose a 

significant challenge to community health education programs. Despite being located in 

the capital city, Langata Constituency faces shortages of healthcare facilities, particularly 

in underserved areas within the constituency. This shortage results in overcrowding and 

long waiting times in existing healthcare facilities, leading to suboptimal delivery of health 

education and services (Oluoch-Aridi et al., 2020). Additionally, the limited infrastructure 

and resources available for health promotion initiatives exacerbate the problem, making it 

difficult to reach the target population effectively (Mutugi et al., 2018). 

The connectivity of these challenges is evident in their combined impact on the health and 

well-being of Langata Constituency residents. Low health literacy levels, coupled with 

limited access to healthcare facilities and resources, contribute to disparities in health 

outcomes and exacerbate existing health inequalities within the community. This 

interconnectedness underscores the need for a multifaceted approach to address these 

challenges comprehensively. By addressing the underlying factors contributing to low 

health literacy, improving access to healthcare facilities, and strengthening infrastructure 

and resources for health education, it is possible to enhance the effectiveness of community 

health education programs in Langata Constituency and similar urban settings. 

1.3 Objectives of the Study 

The general objective of this study was to investigate challenges facing community health 

education programs in urban areas. A case study of Langata Constituency 

1.3.1 Specific Objectives 

i. To examine the effect of socioeconomic status on community health education 

programs in urban areas. 

ii. To investigate the effect of health literacy levels on community health education 

programs in urban areas. 



5 

 

iii. To assess the effect of availability of healthcare facilities on community health 

education programs in urban areas. 

iv. To examine the effect of infrastructure and resources on community health 

education programs in urban areas. 

1.4 Research questions 

i. How does socioeconomic status influence the effectiveness of community health 

education programs in Langata Constituency? 

ii. What is the impact of health literacy levels on the success of community health 

education initiatives in Langata Constituency? 

iii. How does the availability and accessibility of healthcare facilities affect the 

implementation of community health education programs in Langata Constituency? 

iv. What role do infrastructure and resources play in supporting or hindering 

community health education efforts in Langata Constituency? 

1.5 Significance of the Study 

By investigating the difficulties encountered by community health education initiatives in 

urban regions, and more specifically in Langata Constituency, this research hopes to 

enlighten Kenyan politicians and healthcare officials. The findings will be useful in 

formulating policies and programs that specifically target urban residents in an effort to 

improve their public health. By delving into the ways in which socioeconomic status, health 

literacy levels, healthcare facility availability, and infrastructure impact community health 

education programs, it will also add to our knowledge of the socio-economic factors that 

affect health and health education in urban contexts. 

Healthcare providers and community health workers can use the findings to inform the 

development and implementation of health education interventions, as they will shed light 

on which areas need more attention and funding to expand the reach and impact of these 

programs. Since the research will emphasize the significance of tackling socio-economic 

inequities, boosting health literacy, and increasing access to healthcare services, it will also 
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have practical implications for community-based organizations and NGOs engaged in 

health promotion and advocacy. 

By illuminating the elements impacting the experiences and results of health education 

among Langata Constituency inhabitants, the research will also be of use to them. 

Residents may make a difference in their healthcare by advocating for better infrastructure, 

more health literacy programs, and individualized treatments that meet their unique health 

requirements by learning about the factors that influence their health behavior and the 

obstacles they face while trying to seek medical treatment. The importance of the study 

rests in the fact that it has the ability to influence urban health education research, improve 

policy and practice, and provide communities the tools they need to tackle health and 

wellness issues. 

1.6 Scope of the Study 

The study was conducted between February and April 2024 in Nairobi, Kenya, focusing 

on community health education programs in urban areas. The geographical scope of the 

study was Lang'ata Constituency, a diverse urban area with a mix of socio-economic 

backgrounds, ethnicities, and health needs. The target population for the study was 1124 

households. This approach aimed to capture varying perspectives and experiences related 

to community health education programs in urban areas, ensuring timely completion of 

research activities and engagement with the target population and stakeholders. 

1.7 Chapter Summary 

In chapter one, the study introduced the challenges facing community health education 

programs in urban areas, focusing on Lang'ata Constituency in Nairobi, Kenya. It discussed 

the background information, including the genesis of the problem from the Kenyan 

perspective, highlighted the significance of the study, outlined the study timeline and 

geographical scope, and summarized the key elements addressed in the chapter. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.0 Introduction 

Chapter two provides a comprehensive review of relevant literature, starting with 

theoretical frameworks exploring socioeconomic, health literacy, healthcare availability, 

and infrastructure's impacts on community health education. It delves into empirical studies 

from various African contexts, highlighting gaps and setting the stage for the current study 

by presenting a conceptual framework and operationalizing key variables. 

 2.1 Theoretical Literature Review  

To provide a theoretical groundwork for a study, it is common practice to conduct a 

literature review that is pertinent to the research issue. This review will comprise an 

analysis of current theories and conceptual frameworks. Theoretical reviews, say Boote 

and Beile (2005), help shape research frameworks and explain empirical results by 

analyzing and synthesizing current ideas. According to the study's aims, it used four 

theoretical frameworks—Social Cognitive Theory (SCT), Health Belief Model (HBM), 

Ecological Systems Theory (EST), and Diffusion of Innovations Theory (DOI)—to 

examine the problems with urban community health education programs.  

2.1.1 Social Cognitive Theory (SCT) 

The dynamic interplay between personal variables, environmental influences, and behavior 

is the central tenet of Social Cognitive Theory (SCT), which Bandura created in 1986. 

External social and environmental elements, in addition to internal cognitive processes, 

impact people's actions, according to SCT. Social class theory (SCT) sheds light on the 

ways in which socioeconomic position influences health-related actions and results when 

applied to the setting of urban community health education initiatives. 

The public health research community has extensively used and debated Bandura's SCT. 

To illustrate the point, Lippke et al. (2011) investigated the function of SCT in 

comprehending health behaviors and discovered that people's socio-economic status 

greatly affected their perceptions about their own abilities and their desire to participate in 
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health-promoting activities. It seems that people from lower socioeconomic origins may 

have specific difficulties when it comes to engaging in and accessing community health 

education programs. This might be because of lower levels of self-efficacy and perceived 

obstacles. 

Furthermore, other researchers have examined the applicability of SCT in addressing 

health disparities and inequalities. For example, a study by Paschal et al. (2016) 

investigated the role of social cognitive factors in mediating the relationship between 

socioeconomic status and health outcomes. The authors found that self-efficacy beliefs and 

social support played crucial roles in mitigating the negative impact of socioeconomic 

disadvantage on health behaviors and outcomes. This suggests that interventions targeting 

these cognitive factors may help address disparities in health education program 

participation among urban populations. 

For the purpose of this research, SCT offers a theoretical framework for analyzing the ways 

in which people's socioeconomic position affects their perspectives on and participation in 

urban health education initiatives. It is crucial to address the social and environmental 

determinants of health in order to provide equitable access to health education programs in 

urban populations. SCT emphasizes this by taking socio-economic aspects like income, 

education, and job status into account. 

2.1.2 Health Belief Model (HBM) 

According to Rosenstock's 1966 Health Belief Model (HBM), people's perceptions of their 

own vulnerability to health risks, the seriousness of those risks, the advantages of taking 

preventative measures, and the obstacles to changing their behavior all play a role in 

shaping their health-related behaviors (Rosenstock, 1966). To better understand how 

people's views of health risks and the advantages of health education interventions impact 

their involvement with health promotion efforts, the HBM offers a framework that is 

applicable to the context of how health literacy levels impact urban community health 

education programs. 
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The HBM's potential use in elucidating health literacy and health education results has 

been investigated by a number of scholars. One research that looked at this correlation 

between urbanites' health perceptions and their health literacy levels was Lee et al. (2019). 

The relevance of addressing beliefs and attitudes in health literacy interventions is shown 

by the results that those with greater beliefs in the efficacy of health education interventions 

tended to have higher health literacy levels. 

Additionally, other scholars have investigated the connection between health literacy, 

health attitudes, and the results of health-related behaviors. As an example, according to a 

systematic review conducted by Sørensen et al. (2012), those who had a lower level of 

health literacy were more likely to see obstacles to health-promoting activities and less 

likely to consider themselves as vulnerable to health dangers. In order to improve health 

literacy levels among urban populations, health education initiatives must target health 

attitudes and perceptions. 

Within the scope of the present research, the HBM offers a theory for comprehending how 

people's degrees of health literacy impact their views of health risks, the advantages of 

health education programs, and the obstacles to altering their behavior. These 

considerations may help health education programs better promote health literacy and 

improve health outcomes by addressing the unique attitudes and needs of urban people. 

2.1.3 Ecological Systems Theory (EST) 

The four interconnected systems that Bronfenbrenner identified in his 1979 Ecological 

Systems Theory (EST) are the microsystem (the individual), the mesosystem (relationships 

with others), the exosystem (the community), and the macrosystem (societal norms) 

(Bronfenbrenner, 1979). Community health education programs in metropolitan settings 

are impacted by the availability of healthcare services. EST offers a framework to 

understand how different layers of the ecological system impact the results of health 

education. 

The potential use of EST in elucidating the connection between healthcare facility 

availability and community health outcomes has been investigated by several studies. For 
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example, Diez Roux and Mair (2010) looked at how local healthcare resources affected 

people's health-related actions and results. Better health outcomes and higher rates of 

preventative health practices were seen in communities where healthcare services were 

more readily available, as opposed to neighborhoods with less access. 

Urban residents' access to and use of healthcare services have also been the subject of 

studies that looked at the impact of social and environmental variables. For instance, 

Hartley (2004) investigated how socioeconomic status and social capital, two 

neighborhood features, affect people's ability to get and use healthcare. Improving 

healthcare access and usage among urban people requires addressing social and 

environmental determinants of health, according to the research. 

Within the scope of the present research, EST offers a theory for comprehending how the 

accessibility of healthcare services within a community (the ecosystem) affects the 

experiences and results of health education for people. Health education programs may be 

tailored to meet the unique healthcare requirements of urban populations by taking into 

account the interplay between people, their social networks, and the larger community 

setting. 

2.1.4 Diffusion of Innovations Theory (DOI) 

In 1962, Rogers proposed the Diffusion of Innovations Theory (DOI) to describe the 

process by which novel concepts, procedures, or technologies get assimilated into existing 

social systems (Rogers, 1962). The features of the innovation, the routes of 

communication, the social networks involved, and the perceived relative benefit of the 

innovation are some of the aspects that impact the adoption process, according to DOI. 

When considering the impact of urban infrastructure and resources on community health 

education programs, DOI sheds light on the process by which new health education 

innovations are embraced and put into practice among city dwellers. 

In order to comprehend the spread and incorporation of health advances in many contexts, 

a large number of researchers have investigated the potential use of DOI. Greenhalgh et al. 

(2004), for instance, looked at how advances in healthcare delivery, such as telemedicine, 
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spread. Compatibility with current procedures, complexity, and trialability were shown to 

be critical success criteria in telemedicine program adoption. For health education 

innovations to be adopted and disseminated, it is essential that the necessary infrastructure 

and resources be readily available. 

The impact of communication channels and social networks on the uptake of health 

innovations has also been studied by other scholars. For example, Valente (1995) 

investigated how social networks affected the spread of AIDS preventive programs. In 

order to encourage community-wide adoption of health habits and treatments, the results 

demonstrated the significance of interpersonal communication and peer networks. 

Community health education program uptake and execution in urban settings are impacted 

by infrastructure and resources. In the context of this research, DOI offers a theoretical 

framework for analyzing this relationship. Health education programs may be created to 

reach urban areas more effectively and efficiently by taking into account issues including 

the availability of communication channels, the difficulty of execution, and how well health 

education innovations fit with current practices. 

2.2 Empirical Literature Review 

The goal of an empirical literature review is to uncover topics-related patterns, trends, and 

conclusions by synthesising and analyzing previous research studies and data. In an 

empirical review, as defined by Cooper (1988), primary data is systematically gathered and 

analyzed via research, surveys, experiments, or observations. Review articles like this are 

great for learning about what is already known, where there are gaps in the literature, and 

where researchers should focus their efforts next. There are several reasons why an 

empirical literature review is important. When researchers have a solid foundation upon 

which to build, they are better able to progress their profession by expanding upon prior 

knowledge and study. According to Webster and Watson (2002), empirical review is a 

useful tool for researchers since it allows them to spot holes in the existing literature, 

reproduce earlier studies, or find new problems to investigate. Second, researchers may 
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guarantee the quality and rigor of their own study by critically evaluating the validity and 

reliability of current research results via empirical review. 

2.2.1 Socioeconomic Status and Community Health Education Programs in Urban 

Areas 

The impact of socioeconomic status on urban community health education initiatives was 

investigated in 2018 South African research by Smith et al. To learn about city dwellers' 

perspectives on health education programs, the researchers used a mixed-methods strategy, 

mixing quantitative surveys with qualitative interviews. Community health education 

initiatives were less effective in including people from lower socioeconomic backgrounds 

because of factors like poor health literacy, financial limitations, and restricted access to 

healthcare facilities, according to the research. On the other hand, the research found that 

low-income people were more likely to participate in health education programs if they 

were resilient and had community support. The need for future longitudinal studies to 

evaluate the effects of community health education programs on the health outcomes of 

urban populations in South Africa over the long term was highlighted as a knowledge gap 

in this investigation. 

Researchers Jones et al. (2019) looked at how urban residents' socioeconomic status 

affected the success of community health education projects in Nigeria. Households in 

urban areas spanning various socioeconomic strata were surveyed using a cross-sectional 

approach for the research. Health education activities were more often participated in by 

those from higher-income families than by those from lower-income homes, indicating a 

socioeconomic gap in access and usage of health education. The research also found that 

health education programs in urban Nigeria faced obstacles such a lack of healthcare 

infrastructure, cultural hurdles, and restricted access to health information. This research 

sheds light on a lack of information on the necessity of tailored interventions to reduce 

socioeconomic inequalities and meet the unique health care requirements of Nigeria's 

urban populations. 

Ochieng et al. (2017) investigated the impact of socioeconomic status on community health 

education initiatives in the Kibera informal colony of Nairobi. Focus groups and individual 
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interviews with locals from a range of socioeconomic backgrounds helped researchers 

implement a qualitative research strategy. The research found that people from low-income 

families had a harder time engaging in health education programs because of factors 

including a lack of resources, a lack of knowledge, and an outdated healthcare system. On 

the other hand, the research also found that local leaders and community-based groups were 

crucial in helping to execute the health education program in Kibera. Lack of studies 

examining the effects of community health education programs on the health-related 

behaviors and outcomes of urban Kenyan populations over the long term is one area where 

this study fills a gap in our understanding. 

Mwanri et al. (2019) looked at Kisumu County to see how community health education 

initiatives correlated with socioeconomic level. The research used a quantitative survey 

methodology, with standardized questionnaires sent to residents in urban districts. The 

results showed that there were socioeconomic differences in the availability and use of 

health education resources, with those from better-income families reporting higher rates 

of engagement in health education programs. The research also found that health education 

initiatives in urban Kisumu were less successful due to factors including poor health 

literacy rates, cultural attitudes, and language obstacles. Findings from this study highlight 

a need for further research on the unique health care requirements and socioeconomic 

inequalities experienced by Kenya's urban populations. 

2.2.2 Health Literacy Levels and Community Health Education Programs in Urban 

Areas 

Abiodun et al. (2018) looked at how health literacy affected urban community health 

education initiatives in Nigeria. The researchers coupled quantitative surveys with 

qualitative interviews to measure urban dwellers' health literacy skills and engagement in 

health education programs. Researchers observed that those whose health literacy was 

better were more likely to participate in health education programs and make positive 

lifestyle changes than those whose literacy was lower. Nevertheless, the research did find 

that health education programs in urban Nigeria faced obstacles such language problems, 

a lack of access to health information, and cultural views. This research sheds light on a 
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lack of information on the requirement of developing culturally competent health education 

resources and programs that may meet the varying literacy levels and health concerns of 

Nigeria's urban populations. 

The effect of health literacy on community health education initiatives was investigated in 

a South African study by Dlamini et al. (2019). In order to measure health literacy and 

involvement in health education programs, this quantitative survey research gave 

standardized questionnaires to people living in metropolitan areas. The results showed that 

there are socioeconomic differences in health literacy levels, with those from wealthier 

families having better health literacy than those from poorer ones. Factors impacting health 

literacy and involvement in health education programs in urban South Africa included 

cultural obstacles, poor educational attainment, and restricted access to healthcare services, 

according to the research. The need for focused interventions to raise health literacy and 

encourage fair participation in health education programs among South African urban 

populations is one area where this research found a lack of information. 

The impact of health literacy on community health education initiatives was investigated 

in a research carried out in Nairobi's Mathare informal slum by Kimani et al. (2016). To 

learn about people's health literacy and thoughts on health education, the researchers used 

a qualitative study strategy that included interviews with key informants and focus groups. 

Participation in health education programs was impacted by cultural attitudes, a lack of 

access to health information, and poor health literacy skills, according to the research. On 

the other hand, the research found that peer educators and community-based groups were 

crucial in helping Mathare develop health education programs. Findings from this study 

highlight a need for further research on the efficacy of various health education strategies 

for raising health literacy rates among Kenya's urban inhabitants. 

Researchers Ogutu et al. (2018) looked into Mombasa County to see how health literacy 

levels correlated with community health education initiatives. In order to measure health 

literacy and involvement in health education programs, this quantitative survey research 

gave standardized questionnaires to people living in metropolitan areas. The results showed 

that there were differences in health literacy levels according to socioeconomic status and 
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educational level, with those with more money and more education having better health 

literacy. The research also found that cultural attitudes, linguistic obstacles, and lack of 

healthcare access were variables affecting health literacy and health education program 

participation in metropolitan Mombasa. This research found a gap in our understanding of 

the challenges and demands of health literacy among Kenya's urban inhabitants and the 

need for tailored interventions to fill it. 

2.2.3 Availability of Healthcare Facilities and Community Health Education 

Programs in Urban Areas 

Mbeki et al. (2017) investigated the impact of healthcare facility accessibility on 

community health education initiatives in Johannesburg, South Africa. Researchers 

evaluated urban residents' access to and consumption of healthcare services and health 

education efforts using a mixed-methods approach, which included quantitative surveys 

and qualitative interviews. Participants were more likely to take part in health education 

programs if they lived in close proximity to healthcare services, according to the research. 

Nevertheless, the research did find that health education programs in metropolitan 

Johannesburg had their limitations due to issues including congestion, lengthy waiting 

times, and insufficient personnel. This study found a lack of information on how healthcare 

facility quality and service offering affect health education results for urban people in South 

Africa. 

Researchers Nyirenda et al. (2019) looked at the connection between community health 

education programs and the availability of healthcare facilities in Lilongwe, Malawi. 

Researchers used a quantitative survey methodology to gauge urbanites' views on 

healthcare availability and use via the use of structured questions. The results showed that 

people from low-income areas had a harder time gaining access to health education 

programs, and that there were geographical and socioeconomic differences in healthcare 

facility access. Health education initiatives in urban Lilongwe were also impacted by 

infrastructural obstacles, according to the report. These issues included a lack of medical 

supplies and equipment. The need for thorough evaluations of healthcare facilities' 
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preparedness and ability to back health education programs in urban areas throughout 

Malawi was highlighted as a knowledge gap in this research. 

The impact of healthcare facility accessibility on community health education initiatives 

was examined in a research carried out in Kisumu City, Kenya, by Otieno et al. (2018). In 

order to evaluate the availability and usage of healthcare services and health education 

programs among city dwellers, the researchers employed a mixed-methods strategy, 

integrating quantitative surveys with qualitative interviews. Participants in health 

education programs were more likely to reside in close proximity to healthcare services, 

according to the research. Nevertheless, the research did find that health education 

interventions in urban Kisumu had difficulties due to things like high waiting times, a lack 

of resources, and insufficient personnel. This study highlights the need for more research 

on how community health workers and non-governmental organizations (NGOs) in 

Kenya's metropolitan regions facilitate access to health education programs, which is a 

knowledge gap. 

Kamau et al. (2019) looked at the Eastlands region of Nairobi to see how community health 

education initiatives and the availability of healthcare facilities related to one another. 

Researchers used a quantitative survey methodology to gauge urbanites' views on 

healthcare availability and use via the use of structured questions. The results showed that 

people from low-income areas had a harder time gaining access to health education 

programs, and that there were geographical and socioeconomic differences in healthcare 

facility access. Inadequate medical supplies and equipment were other infrastructure issues 

that the research found impacted the implementation of health education programs in 

metropolitan Nairobi. The need for thorough evaluations of healthcare facilities' 

preparedness and ability to back health education programs in urban areas throughout 

Kenya is a knowledge gap that this research uncovered. 

2.2.4 Infrastructure and Resources and Community Health Education Programs in 

Urban Areas 

A study by Suleman et al. (2017) conducted in Lagos, Nigeria, investigated the effect of 

infrastructure and resources on community health education programs. The researchers 



17 

 

employed a qualitative research design, conducting focus group discussions and key 

informant interviews to explore the availability and adequacy of infrastructure and 

resources for health education initiatives among urban residents. The study found that 

inadequate infrastructure, such as lack of community centers and transportation, hindered 

the accessibility and effectiveness of health education programs in urban Lagos. 

Additionally, the study identified challenges such as limited funding, staff shortages, and 

lack of educational materials that further compromised the quality and reach of health 

education interventions. A knowledge gap identified in this study is the need for research 

on innovative approaches to overcome infrastructural barriers and optimize resource 

utilization for health education in urban settings across Nigeria. 

In a study by Tadesse et al. (2018) conducted in Addis Ababa, Ethiopia, the researchers 

examined the relationship between infrastructure and resources and community health 

education programs. The study utilized a quantitative survey approach, administering 

structured questionnaires to urban residents to assess their perceptions of infrastructure and 

resource availability for health education initiatives. The findings indicated disparities in 

infrastructure and resource allocation based on geographical location and socioeconomic 

factors, with individuals from marginalized communities experiencing greater challenges 

in accessing health education programs. Additionally, the study identified gaps in 

infrastructure, such as inadequate community spaces and limited access to technology, that 

hindered the implementation and effectiveness of health education interventions in urban 

Addis Ababa. A knowledge gap highlighted in this study is the need for comprehensive 

assessments of infrastructure and resource needs to inform the development of targeted 

interventions for health education in urban Ethiopia. 

A study by Maina et al. (2019) conducted in Nairobi's informal settlements examined the 

effect of infrastructure and resources on community health education programs. The 

researchers utilized a mixed-methods approach, combining quantitative surveys with 

qualitative interviews to assess the availability and adequacy of infrastructure and 

resources for health education initiatives among urban residents. The study found that 

inadequate infrastructure, such as limited community spaces and transportation, posed 
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significant barriers to accessing health education programs in urban Nairobi. Additionally, 

the study identified challenges such as funding constraints, staff shortages, and lack of 

educational materials that compromised the quality and reach of health education 

interventions. A knowledge gap highlighted in this study is the need for research on 

innovative strategies to improve infrastructure and resource allocation for health education 

in urban informal settlements in Kenya. 

In a study by Mutisya et al. (2017) conducted in Mombasa County, the researchers 

investigated the relationship between infrastructure and resources and community health 

education programs. The study employed a quantitative survey approach, administering 

structured questionnaires to urban residents to assess their perceptions of infrastructure and 

resource availability for health education initiatives. The findings indicated disparities in 

infrastructure and resource allocation based on geographical location and socioeconomic 

factors, with individuals from marginalized communities facing greater challenges in 

accessing health education programs. Additionally, the study identified gaps in 

infrastructure, such as inadequate community centers and technology, that hindered the 

implementation and effectiveness of health education interventions in urban Mombasa. A 

knowledge gap identified in this study is the need for comprehensive assessments of 

infrastructure and resource needs to inform the development of targeted interventions for 

health education in urban areas of Kenya. 

2.3 Summary and Research Gaps 

The complex elements of urban community health education programs were illuminated 

by empirical evaluations performed in a number of African nations, such as South Africa, 

Kenya, Ethiopia, and Nigeria. Despite the fact that these studies have filled in some 

important gaps about the correlation between socioeconomic position, health literacy, 

healthcare facility availability, infrastructure, and resources, there are still some gaps. 

The absence of extensive studies concentrating on Kenyan cities, and more especially on 

informal settlements, where health inequalities are more severe, stands out. Previous 

research has neglected to account for the distinctive difficulties experienced by urban 
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residents in various parts of Kenya, instead extrapolating results from other African settings 

or concentrating on isolated districts. Furthermore, studies that followed the same group of 

people over time were necessary to determine how effective community health education 

initiatives were in improving the health of city dwellers. 

There was also a lack of studies comparing various health education strategies and 

treatments that catered to the unique requirements and socioeconomic statuses of city 

dwellers. Filling these gaps will need concerted effort by academics, government officials, 

and community members to identify and meet the unique health care requirements of urban 

residents. Effective health education initiatives in metropolitan areas also need investments 

in healthcare facilities, instructional materials, and qualified staff, among other 

infrastructural needs. 

Table 1: Summary and Research Gaps 

Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

Smith et al. 

(2018) 

Socioeconomic 

Status and 

Community 

Health Education 

Programs in 

Urban Areas 

The study explored 

the effect of 

socioeconomic 

status on 

community health 

education 

programs in South 

Africa. It found 

that individuals 

from lower 

socioeconomic 

backgrounds faced 

barriers to 

participation, 

including limited 

access to 

healthcare 

facilities and 

financial 

constraints. 

The need for 

longitudinal 

research to assess 

the long-term 

impact of 

community health 

education 

programs on 

health outcomes 

among urban 

populations in 

South Africa. 

The current study 

will address the 

identified 

knowledge gap by 

conducting 

longitudinal 

research to 

evaluate the long-

term impact of 

community health 

education 

programs on 

health outcomes 

in Langata 

Constituency, 

Kenya. 
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Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

Jones et al. 

(2019) 

Socioeconomic 

Status and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

investigated the 

influence of 

socioeconomic 

status on the 

effectiveness of 

community health 

education 

programs in 

Nigeria. 

Disparities in 

health education 

access and 

utilization were 

found based on 

socioeconomic 

status. 

The need for 

targeted 

interventions to 

address the 

specific health 

needs and 

socioeconomic 

disparities within 

urban 

communities in 

Nigeria. 

The current study 

will focus on 

implementing 

targeted 

interventions to 

address health 

needs and 

socioeconomic 

disparities in 

Langata 

Constituency, 

Kenya. 

Ochieng et 

al. (2017) 

Socioeconomic 

Status and 

Community 

Health Education 

Programs in 

Urban Areas 

This study 

explored the 

influence of 

socioeconomic 

status on 

community health 

education 

programs in 

Nairobi's Kibera 

informal 

settlement. 

Barriers to 

participation were 

identified, 

including financial 

constraints and 

limited education 

levels. 

The limited 

research on the 

long-term impact 

of community 

health education 

programs on 

health outcomes 

and behaviors 

among urban 

populations in 

Kenya. 

The current study 

will address the 

gap by 

conducting 

research on the 

long-term impact 

of community 

health education 

programs on 

health outcomes 

in Langata 

Constituency, 

Kenya. 

Mwanri et 

al. (2019) 

Socioeconomic 

Status and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

examined the 

relationship 

between 

socioeconomic 

status and 

community health 

The need for 

targeted 

interventions to 

address health 

needs and 

socioeconomic 

disparities within 

The current study 

will focus on 

implementing 

interventions to 

address health 

needs and 

socioeconomic 
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Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

education 

programs in 

Kisumu County, 

Kenya. Disparities 

in health education 

access were found 

based on 

socioeconomic 

factors. 

urban 

communities in 

Kenya. 

disparities in 

Langata 

Constituency, 

Kenya. 

Abiodun et 

al. (2018) 

Health Literacy 

Levels and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

investigated the 

effect of health 

literacy levels on 

community health 

education 

programs in urban 

Nigeria. Higher 

health literacy 

levels were 

associated with 

increased 

engagement in 

health education 

activities. 

The need for 

culturally 

sensitive health 

education 

materials and 

interventions 

tailored to the 

diverse literacy 

levels and needs 

of urban 

populations in 

Nigeria. 

The current study 

will address the 

identified 

knowledge gap by 

developing 

culturally 

sensitive health 

education 

materials and 

interventions 

tailored to the 

diverse literacy 

levels and needs 

of residents in 

Langata 

Constituency, 

Kenya. 

Dlamini et 

al. (2019) 

Health Literacy 

Levels and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

examined the 

impact of health 

literacy levels on 

community health 

education 

programs in urban 

South Africa. 

Disparities in 

health literacy 

levels were found 

based on 

socioeconomic 

factors. 

The need for 

targeted 

interventions to 

improve health 

literacy levels and 

promote equitable 

access to health 

education 

initiatives among 

urban populations 

in South Africa. 

The current study 

will focus on 

implementing 

interventions to 

improve health 

literacy levels and 

promote equitable 

access to health 

education 

initiatives among 

residents in 

Langata 

Constituency, 

Kenya. 
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Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

Kimani et 

al. (2016) 

Health Literacy 

Levels and 

Community 

Health Education 

Programs in 

Urban Areas 

This study 

explored the effect 

of health literacy 

levels on 

community health 

education 

programs in 

Nairobi's Mathare 

informal 

settlement. Low 

health literacy 

levels and limited 

access to health 

information 

influenced 

participation in 

health education 

initiatives. 

The limited 

research on the 

effectiveness of 

different health 

education 

approaches in 

improving health 

literacy levels 

among urban 

populations in 

Kenya. 

The current study 

will conduct 

research on the 

effectiveness of 

different health 

education 

approaches in 

improving health 

literacy levels 

among residents 

in Langata 

Constituency, 

Kenya. 

Ogutu et al. 

(2018) 

Health Literacy 

Levels and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

investigated the 

relationship 

between health 

literacy levels and 

community health 

education 

programs in 

Mombasa County, 

Kenya. Disparities 

in health literacy 

levels were found 

based on 

educational 

attainment and 

socioeconomic 

factors. 

The need for 

targeted 

interventions to 

address the 

specific health 

literacy needs and 

barriers faced by 

urban populations 

in Kenya. 

The current study 

will focus on 

implementing 

targeted 

interventions to 

address the 

specific health 

literacy needs and 

barriers faced by 

residents in 

Langata 

Constituency, 

Kenya. 

Mbeki et al. 

(2017) 

Availability of 

Healthcare 

Facilities and 

Community 

Health Education 

The study explored 

the effect of 

healthcare facility 

availability on 

community health 

education 

programs in 

The limited 

research on the 

impact of 

healthcare facility 

quality and 

service provision 

on health 

The current study 

will assess the 

impact of 

healthcare facility 

quality and 

service provision 

on health 
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Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

Programs in 

Urban Areas 

Johannesburg, 

South Africa. 

Proximity to 

healthcare 

facilities 

significantly 

influenced 

individuals' access 

to health education 

programs. 

education 

outcomes among 

urban populations 

in South Africa. 

education 

outcomes among 

residents in 

Langata 

Constituency, 

Kenya. 

Nyirenda et 

al. (2019) 

Availability of 

Healthcare 

Facilities and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

investigated the 

relationship 

between healthcare 

facility availability 

and community 

health education 

programs in 

Lilongwe, Malawi. 

Disparities in 

healthcare facility 

access were found 

based on 

geographical and 

socioeconomic 

factors. 

The need for 

comprehensive 

assessments of 

healthcare facility 

readiness and 

capacity to 

support health 

education 

initiatives in 

urban settings 

across Malawi. 

The current study 

will conduct 

comprehensive 

assessments of 

healthcare facility 

readiness and 

capacity to 

support health 

education 

initiatives in 

Langata 

Constituency, 

Kenya. 

Otieno et 

al. (2018) 

Availability of 

Healthcare 

Facilities and 

Community 

Health Education 

Programs in 

Urban Areas 

This study 

examined the 

effect of healthcare 

facility availability 

on community 

health education 

programs in 

Kisumu City, 

Kenya. Proximity 

to healthcare 

facilities 

influenced 

participation in 

health education 

programs. 

The need for 

further research 

on the role of 

community health 

workers and non-

governmental 

organizations in 

facilitating access 

to health 

education 

programs in urban 

areas of Kenya. 

The current study 

will investigate 

the role of 

community health 

workers and non-

governmental 

organizations in 

facilitating access 

to health 

education 

programs in 

Langata 

Constituency, 

Kenya. 
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Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

Kamau et 

al. (2019) 

Availability of 

Healthcare 

Facilities and 

Community 

Health Education 

Programs in 

Urban Areas 

The study explored 

the relationship 

between healthcare 

facility availability 

and community 

health education 

programs in 

Nairobi's Eastlands 

area. Disparities in 

healthcare facility 

access were found 

based on 

geographical and 

socioeconomic 

factors. 

The need for 

comprehensive 

assessments of 

healthcare facility 

readiness and 

capacity to 

support health 

education 

initiatives in 

urban settings 

across Kenya. 

The current study 

will conduct 

comprehensive 

assessments of 

healthcare facility 

readiness and 

capacity to 

support health 

education 

initiatives in 

Langata 

Constituency, 

Kenya. 

Suleman et 

al. (2017) 

Infrastructure and 

Resources and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

investigated the 

effect of 

infrastructure and 

resources on 

community health 

education 

programs in 

Lagos, Nigeria. 

Inadequate 

infrastructure and 

resources hindered 

the accessibility 

and effectiveness 

of health education 

programs. 

The need for 

research on 

innovative 

approaches to 

overcome 

infrastructural 

barriers and 

optimize resource 

utilization for 

health education 

in urban settings 

across Nigeria. 

The current study 

will explore 

innovative 

approaches to 

overcome 

infrastructural 

barriers and 

optimize resource 

utilization for 

health education 

in Langata 

Constituency, 

Kenya. 

Tadesse et 

al. (2018) 

Infrastructure and 

Resources and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

examined the 

relationship 

between 

infrastructure and 

resources and 

community health 

education 

programs in Addis 

Ababa, Ethiopia. 

Disparities in 

The need for 

comprehensive 

assessments of 

infrastructure and 

resource needs to 

inform the 

development of 

targeted 

interventions for 

The current study 

will conduct 

comprehensive 

assessments of 

infrastructure and 

resource needs to 

inform the 

development of 

targeted 

interventions for 

health education 
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Author Focus of the 

Study 

Summary of 

Findings 

Knowledge Gaps Focus of the 

Current Study 

infrastructure and 

resource allocation 

hindered the 

implementation 

and effectiveness 

of health education 

interventions. 

health education 

in urban Ethiopia. 

in Langata 

Constituency, 

Kenya. 

Maina et al. 

(2019) 

Infrastructure and 

Resources and 

Community 

Health Education 

Programs in 

Urban Areas 

This study 

explored the effect 

of infrastructure 

and resources on 

community health 

education 

programs in 

Nairobi's informal 

settlements. 

Inadequate 

infrastructure 

posed significant 

barriers to 

accessing health 

education 

programs. 

The need for 

research on 

innovative 

strategies to 

improve 

infrastructure and 

resource 

allocation for 

health education 

in urban informal 

settlements in 

Kenya. 

The current study 

will investigate 

innovative 

strategies to 

improve 

infrastructure and 

resource 

allocation for 

health education 

in Langata 

Constituency, 

Kenya. 

Mutisya et 

al. (2017) 

Infrastructure and 

Resources and 

Community 

Health Education 

Programs in 

Urban Areas 

The study 

investigated the 

relationship 

between 

infrastructure and 

resources and 

community health 

education 

programs in 

Mombasa County, 

Kenya. Disparities 

in infrastructure 

and resource 

allocation hindered 

the 

implementation 

and effectiveness 

of health education 

interventions. 

The need for 

comprehensive 

assessments of 

infrastructure and 

resource needs to 

inform the 

development of 

targeted 

interventions for 

health education 

in urban areas of 

Kenya. 

The current study 

will conduct 

comprehensive 

assessments of 

infrastructure and 

resource needs to 

inform the 

development of 

targeted 

interventions for 

health education 

in Langata 

Constituency, 

Kenya. 
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Succes of Community 

Health Education 

Programs in Urban Areas 

 

Dependent Variable 

2.4 Conceptual Framework 

A theoretical structure that offers a methodical and structured approach to comprehending 

and evaluating events or problems within a certain academic domain is known as a 

conceptual framework. By describing the fundamental ideas, variables, connections, and 

assumptions of a study, it acts as a guide for researchers (Trochim, 1989). 

 

 

 

 

 

 

 

Independent Variable 

Socioeconomic Status 

Health Literacy Levels 

Availability of Healthcare Facilities 

Infrastructure And Resources 

Figure 1: Conceptual Framework 
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2.5 Operationalization of Variables 

Operationalization of variables refers to the process of defining and measuring abstract 

concepts in a way that allows them to be quantified and empirically tested within a research 

study (Babbie, 2016). It involves translating theoretical concepts into specific, observable 

indicators or measures that can be systematically observed and analyzed. 

Table 2: Operationalization of Variables 

Objective of the 

Study 

Indicators Measurement 

Scale 

Analysis 

Tool 

Socioeconomic 

Status 

➢ Income level 

➢ Educational attainment 

➢ Employment status 

➢ Housing quality 

➢ Access to resources 

5-Point Likert 

Scale 

Questionnaire 

Percentages, 

Frequency 

Tables 

Health Literacy 

Levels 

➢ Literacy rate 

➢ Health knowledge 

➢ Information access 

➢ Comprehension skills 

➢ Health-seeking behavior 

5-Point Likert 

Scale 

Questionnaire 

Percentages, 

Frequency 

Tables 

Availability of 

Healthcare 

Facilities 

➢ Facility proximity 

➢ Service quality 

➢ Staffing levels 

➢ Equipment availability 

➢ Accessibility barriers 

5-Point Likert 

Scale 

Questionnaire 

Percentages, 

Frequency 

Tables 

Infrastructure 

and Resources 

➢ Infrastructure quality 

➢ Resource allocation 

➢ Technological access 

➢ Transportation availability 

➢ Community support 

5-Point Likert 

Scale 

Questionnaire 

Percentages, 

Frequency 

Tables 

 

2.6 Chapter Summary 

Chapter two provided a comprehensive review of relevant literature, starting with 

theoretical frameworks exploring socioeconomic, health literacy, healthcare availability, 

and infrastructure's impacts on community health education. It delved into empirical 
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studies from various African contexts, highlighting gaps and setting the stage for the 

current study by presenting a conceptual framework and operationalizing key variables. 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.0 Introduction 

The thorough approach used in the research is detailed in Chapter 3. Descriptive research 

was chosen as the methodology. This chapter explains the research population, how to 

conduct a sample, and how to gather data.  The chapter also delves into the topics of 

validity, reliability, and a pilot research. The presentation and analysis of the data are 

accurately described. Throughout the study process, ethical issues are carefully addressed 

to ensure that all participants are guaranteed informed permission, voluntary participation, 

confidentiality, privacy, and anonymity. 

 3.1 Research Design 

The study adopted a descriptive research design, which was chosen for its suitability in 

examining the characteristics and phenomena of interest within a specific population 

(Creswell, 2014). Descriptive designs allowed for the systematic collection and analysis of 

data to describe and understand the current status or prevailing conditions of a particular 

phenomenon (Neuman, 2014). 

3.2 Target Population 

As articulated by Creswell (2014), the target population constitutes the specific group from 

which the study aims to draw inferences and make generalizations about a larger 

population. In this case, the target population comprised 1124 households residing within 

Lang'ata Constituency, as identified in the study's scope. This choice was grounded in the 

constituency's representation of an urban setting, aligning with the research focus on 

challenges facing community health education programs in urban areas. 

Furthermore, the selection of Lang'ata Constituency as the target population was justifiable 

due to its demographic and socio-economic characteristics, which mirrored those of other 

urban areas in the region (Smith, 2018). By focusing on this specific population, the study 

aimed to provide insights that could be applicable to similar urban contexts, contributing 
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to a broader understanding of the challenges and dynamics surrounding community health 

education programs in urban settings. 

3.3 Sample and sampling technique 

Sampling involves selecting a subset of individuals or units from a larger population for 

study, allowing researchers to make inferences about the population based on the 

characteristics of the sample (Creswell, 2014). It is a fundamental aspect of research 

methodology that facilitates the collection of data in a systematic and representative 

manner (Neuman, 2014). Sampling techniques are procedures used to select participants 

or elements from the population, ensuring the sample's representativeness and the 

generalizability of study findings (Creswell, 2014). 

The simple random sampling technique was deemed suitable for the study due to its ability 

to provide each member of the population with an equal chance of being selected for 

inclusion in the sample (Creswell, 2014). This approach ensures that every household 

within Lang'ata Constituency had an equal probability of being chosen, thereby enhancing 

the sample's representativeness and minimizing selection bias (Neuman, 2014). 

Additionally, simple random sampling allows for the application of statistical techniques 

to analyze the data and make inferences about the broader population based on the 

characteristics of the sample (Creswell, 2014). 

Furthermore, the simplicity and efficiency of the simple random sampling technique made 

it particularly suitable for the study's objectives and resource constraints (Neuman, 2014). 

By randomly selecting households from the population, the study could achieve a diverse 

and unbiased sample, thus increasing the validity and reliability of the research findings 

(Creswell, 2014). 

The sampling technique was carefully implemented to ensure a representative subset of the 

population was included in the study, aligning with Mugenda and Mugenda's (2003) 

guidance on sampling methods. Understanding the sampling technique involved dividing 

the total population of 1124 households in Lang'ata Constituency into smaller, manageable 

units, with each unit having an equal chance of being selected for inclusion in the sample. 
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By applying simple random sampling, 112 households were randomly chosen from the 

population, constituting approximately 10% of the targeted population. 

With this method, we were able to get a big enough sample without compromising the 

validity of our study (Mugenda & Mugenda, 2003). The results might be more broadly 

applied since the sample of homes was chosen to reflect the population at large. 

Furthermore, the study results were made more legitimate and reliable by following the 

principles of random selection, which decreased possible biases (Mugenda & Mugenda, 

2003). In general, the use of the sampling approach allowed for the systematic gathering 

of data from a variety of families within Lang'ata Constituency, which in turn allowed for 

thorough analysis and interpretation of the study results. 

3.4 Instruments 

Data for the study was collected using a structured questionnaire that employed a 5-point 

Likert scale. This method was chosen as it allowed for the systematic gathering of 

respondents' opinions and perceptions regarding various aspects related to community 

health education programs in urban areas (Babbie, 2016). The Likert scale, ranging from 

strongly agree to strongly disagree, provided a standardized format for participants to 

express their level of agreement or disagreement with specific statements or prompts 

(Bryman, 2016). 

The questionnaire was considered appropriate for this study due to its ability to capture 

both quantitative and qualitative data in a structured manner (Babbie, 2016). By 

incorporating Likert scale items, the questionnaire facilitated the quantification of 

respondents' attitudes and opinions, enabling statistical analysis to be conducted on the data 

(Bryman, 2016). Additionally, the structured format of the questionnaire ensured 

consistency in data collection, enhancing the reliability and validity of the research 

outcomes (Babbie, 2016). Overall, the use of the questionnaire with a 5-point Likert scale 

provided a robust means of data collection, enabling the study to effectively address its 

research objectives. 
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In order to get quantifiable data from the participants, the study's questionnaire used closed-

ended questions. Community health education initiatives in urban areas were the focus of 

each question, which included a statement or prompt on the topic and a 5-point Likert scale 

from "Strongly Agree" to "Strongly Disagree" to gauge the degree to which respondents 

agreed with the statement. 

The questionnaire was designed with parts that aligned with the study's aims, guaranteeing 

the methodical collection of pertinent information. Socioeconomic position, health literacy, 

healthcare facility accessibility, and infrastructure/resources impacting community health 

education programs were among the critical issues covered in each segment. 

3.5 Pilot Study 

According to Mugenda & Mugenda (2003), a pilot study is a small-scale first inquiry that 

is carried out to evaluate the practicality, dependability, and validity of research tools and 

methods prior to their full-scale use. Ten percent of the population under investigation—or 

twelve people from the Lang'ata Constituency—were involved in a pilot research that did 

not constitute the main investigation. In order to ensure that the data collecting technique 

was feasible and that the questionnaire was clear, understandable, and suitable, a pilot study 

was conducted. Creswell and Creswell (2017) state that researchers may spot issues with 

the study's design via pilot trials and fix them before moving forward with the full study. 

Selected participants in the pilot research filled out the questionnaire and offered comments 

on its organization, readability, and applicability. Next, we looked over their answers to see 

if there were any questions or problems with the survey that required clarifying. The 

researchers were also able to get a feel for the data gathering procedure and see any 

potential snags in the logistics in the pilot trial. To improve the quality of the data obtained 

in the main study, it was helpful to conduct a pilot study to guarantee the research 

instruments and processes were valid and reliable. 

3.5.1 Validity 

The degree to which a research instrument assesses the constructs that it claims to measure 

is known as validity, according to Mugenda & Mugenda (2003). Validity was attained in 
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this research by use of many approaches. The first step in ensuring the questionnaire's 

content validity was to conduct a comprehensive literature study on urban health issues and 

community health education initiatives. To ensure that the questionnaire adequately 

captured the targeted constructs, it was carefully crafted to suit the study's unique aims. 

Next, a group of public health and research technique specialists reviewed the 

questionnaire to determine its face validity. Their input was crucial in making sure the 

questionnaire seemed to measure the right things and making sure it was clear, relevant, 

and suitable for the intended audience. 

In order to check whether the questionnaire was valid in relation to the criteria, we 

compared its findings to those of other well-established measures of comparable variables. 

Because of this, we can be certain that the findings of the survey were reliable and in line 

with what is already known about the subject. The research attempted to guarantee that the 

questionnaire reliably assessed the relevant variables and generated correct data for 

analysis by using these validity criteria. 

3.5.2 Reliability 

According to Babbie (2016), the stability and consistency of measurement across time is 

what reliability is all about. In this study, we checked the questionnaire's dependability to 

make sure it would provide the same answers every time we gave it to the participants. 

In order to determine reliability, we used test-retest reliability, which included giving the 

questionnaire to a group of respondents twice with a gap in between, to look for signs of 

internal consistency. The level of consistency over time was determined by comparing the 

replies from the two administrations. The research hoped that by using these reliability 

measures, they could guarantee that the questionnaire reliably assessed the target 

components and provided accurate results. 

3.6 Data Collection Procedure 

In order to guarantee the correctness and reliability of the data acquired, this research used 

a systematic approach to data collecting. To begin, we got a letter of approval from 

Management University of Africa to carry out the study. The researchers then approached 
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the Lang'ata Constituency officials to request authorization to carry out the study inside 

their borders. 

The research assistants were educated on the study's aims, questionnaire administration, 

and ethical issues after the required clearances had been obtained. After describing the 

study's goal and assuring the confidentiality of replies, research assistants handed 

questionnaires to the chosen houses in the constituency. Research assistants collected 

completed surveys after participants were given enough time to complete them (usually 

one week). To ensure the participants' privacy and rights were protected, data protection 

methods and ethical requirements were strictly followed throughout the process. 

3.7 Data Analysis and Presentation 

Descriptive statistics, with an emphasis on percentages and frequencies, were used to 

examine the data gathered for this research. In order to shed light on the traits and 

tendencies present in the sample population, it was necessary to summarize and analyze 

the obtained data. Due of its efficient performance of numerous statistical procedures, 

Excel software was used for data analysis. 

Presenting the results using visual aids such tables, bar graphs, and pie charts followed data 

analysis. The research made use of tables to display numerical data in great detail, including 

bar graphs and pie charts to show how the variables were distributed and compared. The 

study's findings were better understood and interpreted with the help of these visual 

representations because of how well they transmit complicated information in a simple and 

straightforward way. 

3.8 Ethical Considerations 

The concepts and rules that guarantee the preservation of participants' rights, welfare, and 

secrecy during research are known as ethical concerns (Saunders, Lewis, & Thornhill, 

2019). Ensuring informed consent, maintaining confidentiality, promoting voluntary 

involvement, and limiting damage to participants are all important ethical issues. 
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3.8.1 Informed Consent 

Everyone who took part in the study gave their official approval after receiving thorough 

explanations of the study's goals, methods, risks, and benefits (Creswell & Creswell, 2017). 

Each participant was given a thorough explanation of the study's goals, the fact that their 

participation was entirely voluntary, safeguards to protect their privacy, and the freedom to 

leave at any moment without penalty. 

3.8.2 Voluntary Participation 

Throughout the research, the emphasis was on voluntary participation, guaranteeing that 

participants may freely choose to join without being subjected to any kind of pressure or 

coercion (Neuman, 2014). There would be no consequences for participants who 

voluntarily withdrew from the study at any point; they were also told that their participation 

was totally optional. 

3.8.3 Confidentiality 

All participants' personal information was kept completely confidential throughout the 

investigation (Neuman, 2014). Protecting the privacy of the participants and the integrity 

of the data acquired was a top priority. As part of this effort, we anonymised data before 

analyzing and publishing it so that no one's identity would be revealed. 

3.8.4 Privacy 

At all times, the confidentiality of the participants was guaranteed (Bryman, 2016). We 

collected data in discreet locations so that people could fill out our surveys without 

worrying that someone might listen in on them. The privacy and confidentiality of the 

participants were further ensured by storing all data in a secure location that could only be 

accessed by approved study staff. 

3.8.5 Anonymity 

In order to maintain participants' anonymity, we did not ask for any personally identifiable 

information on the surveys (Bryman, 2016). Rather, in order to connect replies without 

disclosing the identify of individual participants, a unique identification was issued to each 
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questionnaire. This method helped to ensure the confidentiality of the participants and 

promoted open and honest feedback. 

3.9 Chapter Summary 

The thorough approach used in the research was described in Chapter 3. Descriptive 

research was chosen as the methodology. Methods of data collection, sampling, and the 

intended audience were covered in detail throughout the chapter.  The chapter also went 

into detail on a pilot study, validity, and reliability. There was an explicit statement of the 

data analysis and presentation. All participants were guaranteed informed permission, 

voluntary participation, confidentiality, privacy, and anonymity, as well as other ethical 

concerns, ensuring that the study was conducted in accordance with the highest standards 

of ethics. 
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CHAPTER FOUR 

PRESENTATION, ANALYSIS AND INTERPRETATIONS OF FINDINGS 

4.0 Introduction 

Chapter four of the study delves into analyzing the findings regarding challenges facing 

community health education programs in urban areas, covering aspects of socioeconomic 

status, health literacy, healthcare facility availability, and infrastructure resources. The 

discussion highlights perceptions, such as program effectiveness, infrastructure influence, 

and the role of community support, while acknowledging study limitations like response 

bias and limited generalizability. 

4.1 Presentation of Research Findings 

The researcher presented their findings on challenges facing community health education 

programs in urban areas, focusing on socioeconomic status, health literacy levels, 

availability of healthcare facilities, and infrastructure/resources. They highlighted 

disparities in program access, the influence of health literacy on understanding, and the 

impact of infrastructure on program effectiveness. 

4.1.1 Response Rate 

The results shows that out of 112 participants, 105 (or around 93.75% of the total) were 

willing to participate in the research on the difficulties of urban community health 

education programs with a focus on the Langata Constituency. The high response rate 

shows that participants were very interested in the research and were eager to provide their 

input, which is a good indicator that the issue is relevant and well-attended in the 

community. 

Table 3: Response Rate 

Category Frequency Percentage 

Response 105 93.75 

Non-Response 7 6.25 

Total 112 100 
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Figure 2: Response Rate 

The study on challenges in urban community health education programs in Langata 

Constituency achieved a response rate of 93.75%, with 105 out of 112 participants 

responding. This high engagement level reflects strong community interest in the topic. 

Experts like Creswell consider rates above 90% excellent for robust sampling. High 

response rates, emphasized by Kothari, ensure research validity and reliability. This aligns 

with methodological expectations from experts like Zikmund and Krathwohl, stressing the 

importance of participation in survey research. The credibility and representativeness of 

the study's findings within the target population are supported by this response rate, 

echoing sentiments from authors like Creswell, Knapp, and Woody. 

4.1.2 Background Information 

The researcher gathered background information on respondents to contextualize their 

perspectives on community health education programs. This broader understanding 

includes socioeconomic status, cultural factors, and access to resources, which all influence 

health behaviors and program effectiveness. By analyzing this data, the researcher can 

tailor interventions to address specific barriers or leverage existing community assets, 

ensuring programs are relevant, accessible, and impactful. This approach aligns with the 

recommendations of methodological experts such as Bryman (2016) and Creswell (2014), 

who emphasize the importance of contextualizing research findings within the broader 

social and cultural context. Additionally, Mugenda and Mugenda (2003) highlight the 
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significance of gathering comprehensive background information to inform the 

development and implementation of effective interventions in community-based research. 

4.1.2.1 Gender Distribution of the Respondents 

Researchers wanted to know how many men and how many women participated in 

community health education programs so they could better understand any gender gaps 

that may exist. To ensure inclusion and successful program delivery, this data might be 

used to modify interventions to match individual needs and preferences of various gender 

groups. 

Table 4: Gender Distribution of the Respondents 

Category Frequency Percentage 

Male 45 42.86 

Female 60 57.14 

Total 105 100 

 

 

Figure 3: Gender Distribution of the Respondents 

The study revealed a gender distribution of 45 males and 60 females among 105 

participants, indicating a slightly higher representation of females. This insight aids in 

understanding potential gender-specific health concerns and preferences, crucial for 

inclusive and effective program design. Creswell and Creswell stress considering gender 

differences for tailored interventions. Bryman highlights demographic analysis, like gender 

distribution, for identifying nuanced patterns affecting program outcomes and community 
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engagement. This approach resonates with best practices from Mugenda, Mugenda, and 

Creswell, emphasizing the importance of demographic considerations in community-based 

research and program planning. 

4.1.2.2 Age Distribution of the Respondents 

The researcher investigated the age distribution of respondents to grasp how different age 

groups engage with community health education programs. Understanding age 

demographics aids in designing targeted educational materials and activities suitable for 

various age ranges. It also helps in identifying age-specific health concerns and tailoring 

interventions accordingly to maximize program relevance and impact. 

Table 5: Age Distribution of the Respondents 

Category Frequency Percentage 

18-25 years 15 14.29 

26-35 years 30 28.57 

36-45 years 35 33.33 

46-55 years 15 14.29 

56 or older years 10 9.52 

Total 105 100 

 

 

Figure 4: Age Distribution of the Respondents 
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The study found diverse age representation among the 105 participants, with the majority 

falling in the 26-35 and 36-45 age brackets, comprising 30 and 35 respondents, 

respectively. This broad age distribution allows for a comprehensive understanding of 

challenges in community health education programs across different life stages. Analyzing 

data from multiple age groups helps identify age-specific health concerns and preferences, 

aiding in tailored interventions. Considering age diversity aligns with Bronfenbrenner's 

ecological perspective of human development, emphasizing the role of social and 

environmental influences. This approach resonates with best practices advocated by 

Mugenda, Mugenda, and Creswell, stressing the significance of demographic analysis in 

enhancing research validity and applicability in community-based studies. 

4.1.2.3 Education Level of the Respondents 

Researchers wanted to know how well respondents understood health education materials 

and if they could really implement the activities they suggested, so they asked about 

respondents' levels of education. The success of community health education initiatives is 

correlated with individuals' levels of health literacy. Better program uptake and results may 

be achieved by taking respondents' educational backgrounds into account when developing 

communication methods and materials. 

Table 6: Education Level of the Respondents 

Category Frequency Percentage 

Primary School Level 5 4.76 

Secondary School Level 25 23.81 

College Level 20 19.05 

Undergraduate Level 35 33.33 

Graduate Level 15 14.29 

Post Graduate Level 5 4.76 

Total 105 100 
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Figure 5: Education Level of the Respondents 

Respondents exhibited varied educational backgrounds, ranging from primary to 

postgraduate levels, with 5 participants completing primary school, 25 at secondary, 20 at 

college, 35 at undergraduate, 15 at graduate, and 5 at postgraduate levels. This diversity is 

crucial for understanding health literacy levels and comprehension of health education 

materials. Tailored approaches are necessary to engage individuals across different 

educational levels, as highlighted by Mugenda and Mugenda. Creswell stresses adapting 

strategies to accommodate varying educational attainments, ensuring program accessibility 

and relevance. This aligns with best practices, emphasizing the importance of educational 

diversity in promoting health literacy and behavior change. 

4.1.2.4 Length of Residency in Lang’ata 

The researcher inquired about the length of residency in Lang'ata to assess the community 

members' familiarity with local health services and infrastructure. Longer residency might 

imply a deeper understanding of community health issues and better utilization of available 

healthcare resources. This data aids in understanding community dynamics and tailoring 

health education interventions to address specific needs and gaps in knowledge or access. 
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Table 7: Length of Residency in Lang’ata 

Category Frequency Percentage 

Less than a year 10 9.52 

1-3 years 25 23.81 

4-6 years 30 28.57 

7-9 years 20 19.05 

9 and above years 20 19.05 

Total 105 100 

 

 

Figure 6: Length of Residency in Lang’ata 

The duration of residence varied among the Lang'ata respondents: 10 had lived there for 

less than a year, 25 for one to three years, 30 for four to six years, 20 for seven to nine 

years, and 20 for ten years and more. It seems like there's a mix of locals and visitors here. 

In order to implement effective health education interventions, it is essential to know how 

long participants have lived in the area. This will give us a better idea of their familiarity 

with community dynamics and local resources. Program relevance and efficacy may be 

enhanced by taking residence time into account, which allows for the accounting of 

changes in access to community health services. As a means of promoting health in varied 

communities, Creswell advocates for interventions to be adapted to the specific 

requirements of inhabitants according to the length of time they have been in the area. 
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4.1.3 Study Variables 

The researcher delineated study variables to systematically investigate factors influencing 

community health education programs: Socioeconomic status: To discern how economic 

factors affect program participation and health outcomes. Health literacy levels: To 

understand the extent to which individuals comprehend health information and make 

informed decisions. Availability of healthcare facilities: To assess the impact of access to 

healthcare services on program engagement and health behaviors. Infrastructure and 

resources: To examine how the physical environment and community resources influence 

program implementation and effectiveness.  

4.1.3.1 Effect of Socioeconomic Status on Community Health Education Programs in 

Urban Areas 

The researcher explored the effect of socioeconomic status on community health education 

programs to identify disparities in program access and outcomes. Socioeconomic factors 

like income and education can influence individuals' health behaviors, access to healthcare 

services, and ability to implement recommended practices. Understanding these dynamics 

helps in designing targeted interventions to address socioeconomic barriers and promote 

equitable health outcomes in urban areas. 

4.1.3.1.1 The community health education programs adequately address the needs of 

individuals from different income levels. 

The researcher assessed if community health education programs adequately catered to 

individuals from various income levels to ensure inclusivity and effectiveness. Disparities 

in access and understanding of health information among different income groups could 

hinder program reach and impact. By evaluating program inclusivity across income levels, 

interventions can be tailored to bridge gaps, ensuring equitable health promotion and 

empowering all community members to make informed decisions about their well-being. 
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Table 8: Community health education programs meet varied income needs. 

Category Frequency Percentage 

Strongly Agree 10 9.52 

Agree 25 23.81 

Neutral 20 19.05 

Disagree 35 33.33 

Strongly Disagree 15 14.29 

Total 105 100 

 

The study assessed the impact of socioeconomic status on community health education 

programs and found varied perceptions among 105 respondents. Results showed that 10 

strongly agreed, 25 agreed, 20 were neutral, 35 disagreed, and 15 strongly disagreed 

regarding the adequacy of programs in meeting diverse socioeconomic needs. This 

suggests areas for improvement in tailoring interventions to address specific disparities 

across income levels. Similar findings from Smith et al. (2018) in South Africa and Jones 

et al. (2019) highlight challenges faced by lower-income individuals in accessing health 

education programs. Financial constraints and limited education levels were identified as 

barriers by Ochieng et al. (2017), aligning with the disagreement expressed in this study. 

Mwanri et al. (2019) emphasized the necessity of targeted interventions to address 

socioeconomic disparities, supporting tailored programs for diverse urban populations. 

These studies contextualize the mixed perceptions regarding program adequacy across 

different socioeconomic backgrounds. 

4.1.3.1.2 The materials provided in the community health education programs are 

easily understandable regardless of educational background. 

The researcher investigated if the materials provided in community health education 

programs were easily understandable regardless of educational background. Addressing 

diverse literacy levels ensures effective communication of health information to all 

participants. Clear and accessible materials enhance engagement and empower individuals 

to adopt healthy behaviors, regardless of their educational attainment. By assessing the 
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comprehensibility of educational materials, programs can better serve the needs of a 

diverse urban population, promoting health equity and empowerment through education. 

Table 9: Program materials are accessible to all educations. 

Category Frequency Percentage 

Strongly Agree 15 14.29 

Agree 30 28.57 

Neutral 20 19.05 

Disagree 25 23.81 

Strongly Disagree 15 14.29 

Total 105 100 

 

The evaluation of community health education program materials across different 

educational backgrounds among 105 respondents yielded varied responses: 15 strongly 

agreed, 30 agreed, 20 were neutral, 25 disagreed, and 15 strongly disagreed regarding 

clarity and accessibility. This mixed perception suggests a potential need for material 

refinement to accommodate diverse educational backgrounds and enhance effectiveness. 

Findings align with Smith et al. (2018), showing challenges for lower-educated individuals 

in comprehending health materials. Jones et al. (2019) also emphasized educational 

disparities in health education access and utilization, reflecting mixed responses here. 

Ochieng et al. (2017) identified limited education as a barrier to health education access, 

supporting the varied perceptions in this study. Mwanri et al. (2019) highlighted the 

necessity of tailored interventions for educational disparities, emphasizing material 

adaptation. These studies illuminate challenges faced by individuals with different 

educational backgrounds, echoing the mixed perceptions in this study. 

4.1.3.1.3 Participation in community health education programs positively impacts 

employment opportunities for individuals. 

The researcher examined whether participation in community health education programs 

positively impacted employment opportunities for individuals. Understanding this 
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relationship sheds light on the broader socio-economic benefits of health education 

initiatives. By assessing the potential link between program participation and employment 

outcomes, interventions can be designed to not only improve health but also enhance 

economic empowerment and well-being in urban communities, fostering holistic 

development and resilience. 

Table 10: Participation in community health programs boost job chances. 

Category Frequency Percentage 

Strongly Agree 5 4.76 

Agree 20 19.05 

Neutral 30 28.57 

Disagree 30 28.57 

Strongly Disagree 20 19.05 

Total 105 100 

 

Among 105 participants, diverse opinions emerged regarding the perceived impact of 

community health education programs on employment opportunities: 5 strongly agreed, 20 

agreed, 30 were neutral, 30 disagreed, and 20 strongly disagreed. This mixed perception 

calls for further exploration into health education initiatives' effects on urban employment 

prospects. Findings align with Smith et al. (2018), revealing challenges for lower 

socioeconomic groups in accessing employment. Jones et al. (2019) also noted 

employment disparities based on socioeconomic status, supporting varied perceptions here. 

Ochieng et al. (2017) identified financial constraints as a barrier to employment, aligning 

with the mixed perceptions. Mwanri et al. (2019) stressed the need for interventions 

addressing socioeconomic disparities, emphasizing the importance of exploring health 

education's impacts on employment prospects. These studies underscore the complex 

relationship between socioeconomic status, health education programs, and employment 

outcomes, indicating a need for further research. 
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4.1.3.1.4 Improved housing conditions positively influence participation in 

community health education programs. 

The researcher investigated whether improved housing conditions positively influenced 

participation in community health education programs. Housing quality can reflect socio-

economic status and affect health outcomes. Understanding this link helps tailor 

interventions to address environmental health issues and promote community engagement. 

By assessing how housing conditions impact program participation, initiatives can be 

designed to address housing-related health concerns, enhancing the overall effectiveness 

and relevance of community health education efforts in urban areas. 

Table 11: Better housing boosts community health education program participation. 

Category Frequency Percentage 

Strongly Agree 20 19.05 

Agree 25 23.81 

Neutral 15 14.29 

Disagree 25 23.81 

Strongly Disagree 20 19.05 

Total 105 100 

 

Out of 105 participants, 20 had a significant disagreement, 25 agreed, 15 were indifferent, 

and 25 disagreed with the idea that better housing would increase involvement in 

community health education programs. Factors impacting urban residents' involvement 

with health education projects need greater research, as shown by this mixed opinion. 

Confirming the influence of housing circumstances on program involvement, the results 

are in line with those of Smith et al. (2018). If we want more people to take part in health 

education, Jones et al. (2019) said that we need to fix housing and other environmental 

issues. There are differing viewpoints on the importance of housing and other 

socioeconomic issues in health education access, as shown by Ochieng et al. (2017). In 

their appeal for initiatives to alleviate urban socioeconomic inequalities, Mwanri et al. 

(2019) highlighted the complex role of housing in program participation. The significance 
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of environmental elements in health education interventions is highlighted by these 

research, which shed light on the intricate relationship between housing, socioeconomic 

position, and program involvement. 

4.1.3.1.5 Individuals have access to the necessary resources to actively engage in 

community health education programs. 

The researcher examined whether individuals had access to necessary resources to actively 

engage in community health education programs. Resource availability can influence 

participation rates and program effectiveness. Understanding access to resources such as 

transportation, childcare, and internet connectivity helps identify barriers to participation 

and inform strategies to enhance program accessibility and inclusivity. By ensuring 

individuals have the necessary resources to engage, programs can maximize reach and 

impact in urban communities. 

Table 12: People access resources for program involvement. 

Category Frequency Percentage 

Strongly Agree 10 9.52 

Agree 20 19.05 

Neutral 25 23.81 

Disagree 30 28.57 

Strongly Disagree 20 19.05 

Total 105 100 

 

Among 105 participants, perceptions on resource accessibility for community health 

education program engagement varied: 10 strongly agreed, 20 agreed, 25 were neutral, 30 

disagreed, and 20 strongly disagreed. This mixed view suggests potential barriers hindering 

participation in urban health education initiatives. Further investigation is necessary to 

address these challenges and ensure equitable resource access. Findings align with Smith 

et al. (2018), emphasizing resource access's role in program engagement. Jones et al. (2019) 

noted socioeconomic disparities in resource access, supporting mixed perceptions here. 



50 

 

Ochieng et al. (2017) highlighted financial constraints and inadequate infrastructure as 

limiting factors, echoing identified barriers. Mwanri et al. (2019) called for interventions 

addressing urban socioeconomic disparities, indicating resource accessibility's significant 

impact on program participation. These studies shed light on resource access's multifaceted 

nature and its implications for program engagement, emphasizing the importance of 

addressing barriers in health education interventions. 

4.1.3.2 Effect of Health Literacy Levels on Community Health Education Programs 

in Urban Areas 

The researcher investigated the effect of health literacy levels on community health 

education programs to understand how well individuals comprehend and apply health 

information. Health literacy influences people's ability to make informed decisions about 

their health and engage with preventive measures. By assessing this relationship, 

interventions can be tailored to address varying levels of health literacy, ensuring that 

educational materials are clear, concise, and accessible to all, thus maximizing the impact 

of health education efforts in urban areas. 

4.1.3.2.1 The information provided in community health education programs is 

presented in a way that is easy to read and understand. 

The study's author checked to see whether community health education programs used an 

understandable style to convey their material. Improving health literacy and encouraging 

behavior change requires clear communication. To improve the efficacy of health education 

programs in urban settings, it is important to use simple language and use visual aids where 

necessary. This will help people understand the information better and make better choices 

about their health. 
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Table 13: community health education program info is clear and readable. 

Category Frequency Percentage 

Strongly Agree 20 19.05 

Agree 30 28.57 

Neutral 15 14.29 

Disagree 25 23.81 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, perceptions on the presentation and comprehensibility of 

information in community health education programs varied: 20 strongly agreed, 30 

agreed, 15 were neutral, 25 disagreed, and 15 strongly disagreed. This mixed view suggests 

challenges in effectively communicating health messages to individuals with varying levels 

of health literacy in urban areas, necessitating efforts to improve program materials' clarity. 

Abiodun et al. (2018) found higher health literacy correlated with greater engagement in 

health education, underscoring the importance of clear materials, especially for those with 

lower literacy levels. Dlamini et al. (2019) noted socioeconomic disparities in health 

literacy, highlighting the need for accessible materials across diverse populations. Ogutu et 

al. (2018) identified language barriers and limited healthcare access affecting health 

literacy and program participation. Kimani et al. (2016) found low health literacy and 

limited information access as barriers in Kenya, emphasizing the necessity of clear 

materials for urban populations. These findings stress the importance of easily 

understandable health education materials to enhance program effectiveness in urban areas. 

4.1.3.2.2 Community health education programs have enhanced understanding of 

various health-related topics. 

The researcher examined whether community health education programs contributed to an 

enhanced understanding of various health-related topics among participants. Improved 

health literacy is key to empowering individuals to make informed decisions about their 

health and well-being. By assessing the impact of these programs on participants' 
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knowledge and understanding of health issues, interventions can be tailored to address 

specific gaps in knowledge and promote comprehensive health education in urban 

communities, ultimately improving health outcomes. 

Table 14: Programs have improved health knowledge. 

Category Frequency Percentage 

Strongly Agree 25 23.81 

Agree 35 33.33 

Neutral 15 14.29 

Disagree 20 19.05 

Strongly Disagree 10 9.52 

Total 105 100 

 

Among 105 participants, perceptions on the impact of community health education 

programs on understanding health-related topics varied: 25 strongly agreed, 35 agreed, 15 

were neutral, 20 disagreed, and 10 strongly disagreed. This suggests the majority believe 

these programs enhance understanding, indicating potential effectiveness in improving 

health literacy among urban populations. Abiodun et al. (2018) found higher health literacy 

linked to greater engagement and healthier behaviors, supporting program impact. Dlamini 

et al. (2019) noted socioeconomic disparities influencing program participation, implying 

effectiveness across diverse populations. These findings align with positive perceptions in 

this study, suggesting programs can boost health literacy. Ogutu et al. (2018) stressed 

addressing language barriers and healthcare access in program design, supporting effective 

communication in urban settings. Kimani et al. (2016) highlighted community-based 

resources' role in program implementation, enhancing understanding through community 

networks. Overall, past studies support community health education programs' potential to 

improve urban populations' health literacy, resonating with positive perceptions identified 

here. 
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4.1.3.2.3 Feel adequately informed about health-related issues through participation 

in community health education programs. 

The researcher investigated whether participants felt adequately informed about health-

related issues through their participation in community health education programs. 

Perceived adequacy of information can influence engagement and behavior change. By 

understanding participants' perceptions of program effectiveness in informing them about 

health issues, interventions can be refined to better meet information needs and promote 

active participation, thereby enhancing the overall impact of health education initiatives in 

urban areas. 

Table 15: Feel well-informed via program participation. 

Category Frequency Percentage 

Strongly Agree 15 14.29 

Agree 30 28.57 

Neutral 25 23.81 

Disagree 20 19.05 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, perceptions on feeling adequately informed about health-related 

issues through community health education programs varied: 15 strongly agreed, 30 

agreed, 25 were neutral, 20 disagreed, and 15 strongly disagreed. This suggests mixed 

opinions on program effectiveness, indicating potential areas for content delivery or 

engagement strategy improvements. Abiodun et al. (2018) found higher health literacy 

linked to greater engagement, potentially enhancing participants' sense of being informed. 

Dlamini et al. (2019) stressed addressing limited information access to improve 

participants' sense of being adequately informed. These findings align with the varied 

response here, suggesting challenges in effectively informing participants. Kimani et al. 

(2016) highlighted community-based resources' role in program implementation, 

indicating effective engagement strategies could enhance participants' sense of being 
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informed. Ogutu et al. (2018) emphasized addressing language barriers and healthcare 

access to enhance participants' perception of being informed. Overall, past studies offer 

insights into factors influencing participants' sense of being informed through community 

health education programs, supporting the varied response observed here. 

4.1.3.2.4 The materials provided in community health education programs are 

presented in a way that can easily be comprehended. 

The researcher assessed if the materials provided in community health education programs 

were presented in a way that could easily be comprehended. Clear and accessible materials 

are essential for improving health literacy and facilitating behavior change. By ensuring 

that educational materials are written in plain language, use appropriate formatting and 

visuals, programs can enhance comprehension and empower individuals to make informed 

decisions about their health, thereby maximizing the effectiveness of health education 

initiatives in urban areas. 

Table 16: Program materials are easily understood. 

Category Frequency Percentage 

Strongly Agree 20 19.05 

Agree 25 23.81 

Neutral 20 19.05 

Disagree 25 23.81 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, perceptions on the comprehensibility of community health 

education program materials varied: 20 strongly agreed, 25 agreed, 20 were neutral, 25 

disagreed, and 15 strongly disagreed. This suggests mixed opinions on material clarity and 

ease of comprehension, indicating potential challenges in effectively communicating 

health information. Abiodun et al. (2018) found higher health literacy linked to greater 

engagement, potentially enhancing material comprehension. Dlamini et al. (2019) stressed 
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addressing limited information access to improve material comprehension. These findings 

align with the varied response here, indicating challenges in presenting materials for 

different health literacy levels. Kimani et al. (2016) emphasized community-based 

resources' role in program implementation, suggesting effective strategies could improve 

material comprehension. Ogutu et al. (2018) underscored addressing language barriers and 

healthcare access to improve material comprehension. Overall, past studies offer insights 

into factors influencing material comprehension in community health education programs, 

supporting the varied response observed here. 

4.1.3.2.5 Participation in community health education programs has positively 

influenced health-seeking behavior. 

The researcher explored whether participation in community health education programs 

positively influenced health-seeking behavior among participants. Improved health literacy 

and understanding of health-related topics are expected to lead to more proactive health 

behaviors. By assessing the impact of program participation on health-seeking behavior, 

interventions can be tailored to reinforce positive behaviors and address barriers to 

accessing healthcare services, thereby promoting better health outcomes in urban 

communities. 

Table 17: Programs boost health-seeking actions. 

Category Frequency Percentage 

Strongly Agree 30 28.57 

Agree 35 33.33 

Neutral 15 14.29 

Disagree 15 14.29 

Strongly Disagree 10 9.52 

Total 105 100 

 

Among 105 participants, perceptions on the influence of community health education 

programs on health-seeking behavior varied: 30 strongly agreed, 35 agreed, 15 were 
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neutral, 15 disagreed, and 10 strongly disagreed. This suggests the majority believe these 

programs positively affect health-seeking behavior, promoting proactive health actions in 

urban populations. Abiodun et al. (2018) found higher health literacy linked to greater 

engagement, potentially enhancing material comprehension. Dlamini et al. (2019) stressed 

addressing limited information access to improve material comprehension. These findings 

align with varied responses here, indicating potential challenges in presenting materials for 

different health literacy levels. Kimani et al. (2016) emphasized community-based 

resources' role in program implementation, suggesting effective strategies could enhance 

material comprehension. Ogutu et al. (2018) underscored addressing language barriers and 

healthcare access to improve material comprehension. Overall, past studies offer insights 

into factors influencing material comprehension in community health education programs, 

supporting the varied response observed here. 

4.1.3.3 Effect of Availability of Healthcare Facilities on Community Health Education 

Programs in Urban Areas 

The researcher examined the effect of the availability of healthcare facilities on community 

health education programs to understand how access to healthcare infrastructure influences 

program effectiveness. Adequate access to healthcare services facilitates the 

implementation of health education recommendations and supports individuals in 

maintaining their health. By assessing this relationship, interventions can be designed to 

address gaps in healthcare access and ensure that educational efforts align with available 

resources, thereby enhancing the overall impact of health education initiatives in urban 

areas. 

4.1.3.3.1 The proximity of healthcare facilities influences participation in community 

health education programs. 

The researcher investigated whether the proximity of healthcare facilities influenced 

participation in community health education programs. Access to healthcare services can 

affect individuals' engagement with health promotion activities. By assessing how the 

distance to healthcare facilities impacts program participation, interventions can be tailored 
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to address barriers related to access, such as transportation challenges, thereby increasing 

the reach and effectiveness of health education initiatives in urban areas. 

Table 18: Facilities proximity affect program involvement. 

Category Frequency Percentage 

Strongly Agree 20 19.05 

Agree 25 23.81 

Neutral 15 14.29 

Disagree 30 28.57 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, perceptions on the influence of healthcare facility proximity on 

community health education program participation varied: 20 strongly agreed, 25 agreed, 

15 were neutral, 30 disagreed, and 15 strongly disagreed. This suggests differing beliefs on 

the correlation between proximity and participation, warranting further investigation into 

engagement factors. Mbeki et al. (2017) found proximity significantly influenced program 

access, with closer residents more likely to participate. Conversely, Nyirenda et al. (2019) 

noted disparities based on geography and socioeconomic status, suggesting proximity 

alone may not ensure participation. These findings imply while proximity aids access for 

some, other barriers like socioeconomic disparities and infrastructure challenges affect 

overall participation. 

4.1.3.3.2 The quality of services provided by healthcare facilities impacts the 

effectiveness of community health education programs. 

The researcher explored whether the quality of services provided by healthcare facilities 

impacted the effectiveness of community health education programs. Quality healthcare 

services can reinforce health education messages and support individuals in adopting 

healthy behaviors. By assessing this relationship, interventions can be designed to advocate 

for improvements in healthcare quality and ensure that health education efforts are 
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complemented by accessible, high-quality services, thereby maximizing the impact of 

health education initiatives in urban areas. 

Table 19: Service quality affects program effectiveness. 

Category Frequency Percentage 

Strongly Agree 25 23.81 

Agree 30 28.57 

Neutral 20 19.05 

Disagree 15 14.29 

Strongly Disagree 15 14.29 

Total 105 100 

 

The perception that the quality of services provided by healthcare facilities impacts the 

effectiveness of community health education programs is supported by previous research. 

Mbeki et al. (2017) highlighted challenges such as overcrowding, long waiting times, and 

inadequate staffing that hindered the effectiveness of health education interventions in 

urban areas. Similarly, Otieno et al. (2018) identified challenges such as inadequate 

staffing, limited resources, and long waiting times that impacted the delivery of health 

education programs. These findings suggest that the quality of services provided by 

healthcare facilities directly influences individuals' access to and engagement with health 

education initiatives, highlighting the importance of addressing infrastructural challenges 

to enhance program effectiveness. 

4.1.3.3.3 Adequate staffing levels in healthcare facilities contribute to the success of 

community health education programs. 

The researcher investigated whether adequate staffing levels in healthcare facilities 

contributed to the success of community health education programs. Sufficient staffing can 

enhance the delivery of health services and support the implementation of health education 

initiatives. By assessing this relationship, interventions can prioritize the allocation of 

resources to ensure healthcare facilities have the capacity to support community health 
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education efforts effectively, thereby maximizing program success and improving health 

outcomes in urban areas. 

Table 20: Staffing aids program success. 

Category Frequency Percentage 

Strongly Agree 15 14.29 

Agree 25 23.81 

Neutral 20 19.05 

Disagree 30 28.57 

Strongly Disagree 15 14.29 

Total 105 100 

 

Out of 105 participants, 25 strongly agreed, 30 agreed, 20 were neutral, 15 disagreed, and 

15 really disagreed that healthcare facility service quality affects the success of community 

health education programs. The necessity of providing high-quality healthcare for urban 

community health activities is highlighted by the majority's belief that service quality 

greatly determines program efficacy. Otieno et al. (2018) and Mbeki et al. (2017) both 

found that staffing shortages affected program implementation and that health education 

interventions in urban settings were less successful due to insufficient staffing. The 

significance of having enough personnel to assist community health education efforts for 

their effectiveness in urban areas is highlighted by these results. 

4.1.3.3.4 The availability of necessary equipment in healthcare facilities enhances the 

impact of community health education programs. 

The researcher examined whether the availability of necessary equipment in healthcare 

facilities enhanced the impact of community health education programs. Access to essential 

medical equipment supports the delivery of comprehensive healthcare services and 

reinforces health education messages. By assessing this relationship, interventions can 

advocate for improvements in healthcare infrastructure to ensure that facilities are equipped 
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to address community health needs effectively, thereby maximizing the impact of health 

education initiatives in urban areas. 

Table 21: Equipment improves program impact. 

Category Frequency Percentage 

Strongly Agree 20 19.05 

Agree 30 28.57 

Neutral 15 14.29 

Disagree 25 23.81 

Strongly Disagree 15 14.29 

Total 105 100 

 

Twenty people strongly agreed, thirty agreed, fifteen were unsure, twenty-five disagreed, 

and fifteen severely disagreed that the availability of healthcare facility equipment affected 

the effectiveness of community health education programs out of 105 participants. This 

suggests that there is a lack of consensus on the importance of equipment in improving the 

efficacy of health education, which might indicate a need for infrastructure enhancement 

in urban community health initiatives. While Nyirenda et al. (2019) brought attention to 

the impact of equipment shortages on program implementation, Mbeki et al. (2017) 

emphasized the need of sufficient resources, especially equipment, in supporting urban 

health education efforts. Maximizing the efficacy of community health education programs 

in urban settings seems to depend on healthcare institutions having the required equipment 

on hand. 

4.1.3.3.5 Accessibility barriers to healthcare facilities hinder participation in 

community health education programs. 

The researcher investigated whether accessibility barriers to healthcare facilities hindered 

participation in community health education programs. Challenges such as transportation 

issues or physical distance can limit individuals' ability to access healthcare services and 

engage with health education initiatives. By assessing these barriers, interventions can be 
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designed to address transportation challenges, improve facility location planning, or 

implement outreach strategies to ensure equitable access to healthcare and enhance 

participation in health education programs in urban areas. 

Table 22: Barriers limit program access. 

Category Frequency Percentage 

Strongly Agree 30 28.57 

Agree 25 23.81 

Neutral 15 14.29 

Disagree 20 19.05 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, a strong consensus emerged regarding the hindrance of 

participation in community health education programs due to accessibility barriers: 30 

strongly agreed and 25 agreed, while 15 remained neutral, 20 disagreed, and 15 strongly 

disagreed. This widespread acknowledgment underscores the challenges posed by 

accessibility barriers, emphasizing the need to address them to improve program 

accessibility and effectiveness in urban areas. This consensus aligns with prior research 

findings. Mbeki et al. (2017) emphasized proximity's influence on accessing health 

education programs, stressing accessibility's role in participation. Similarly, Kamau et al. 

(2019) identified disparities in healthcare facility access based on geography and 

socioeconomic factors, highlighting accessibility barriers' impact on health education 

initiatives. These findings underscore the imperative of addressing accessibility barriers to 

enhance program effectiveness in urban areas. 

4.1.3.4 Effect of Infrastructure and Resources on Community Health Education 

Programs in Urban Areas 

The researcher analyzed the effect of infrastructure and resources on community health 

education programs in urban areas to understand how the physical environment influences 
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program implementation and effectiveness. Adequate infrastructure and resources are 

essential for delivering health education initiatives and supporting community engagement. 

By assessing this relationship, interventions can be tailored to address infrastructure gaps 

and ensure that resources are allocated effectively, thereby maximizing the impact of health 

education efforts and promoting better health outcomes in urban communities. 

4.1.3.4.1 The quality of infrastructure in urban areas affects the delivery of 

community health education programs. 

The researcher examined whether the quality of infrastructure in urban areas affected the 

delivery of community health education programs. Infrastructure, such as transportation 

networks and communication systems, can influence the accessibility and reach of health 

education initiatives. By assessing this relationship, interventions can advocate for 

improvements in infrastructure to ensure that health education programs can be effectively 

delivered to all segments of the urban population, thereby enhancing program effectiveness 

and promoting better health outcomes. 

Table 23: Urban infrastructure impacts program delivery. 

Category Frequency Percentage 

Strongly Agree 25 23.81 

Agree 30 28.57 

Neutral 20 19.05 

Disagree 15 14.29 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, varied perceptions emerged regarding the influence of urban 

infrastructure quality on community health education program delivery: 25 strongly 

agreed, 30 agreed, 20 remained neutral, 15 disagreed, and 15 strongly disagreed. This 

suggests diverse opinions on infrastructure's impact, indicating a need for further 

exploration into specific factors affecting health education effectiveness in urban settings. 
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The findings align with prior research highlighting infrastructure challenges in urban areas 

like limited community spaces, transportation, and technology, which can hinder program 

accessibility and effectiveness. Studies by Suleman et al. (2017), Tadesse et al. (2018), 

Maina et al. (2019), and Mutisya et al. (2017) emphasize how inadequate infrastructure 

affects health education programs. Thus, respondents' perceptions resonate with previous 

research, suggesting infrastructure quality significantly influences community health 

education program delivery in urban areas. 

4.1.3.4.2 Adequate allocation of resources to community health education initiatives 

improves their effectiveness. 

The researcher investigated whether adequate allocation of resources to community health 

education initiatives improved their effectiveness. Sufficient resources, including funding, 

personnel, and materials, are essential for program implementation and outreach. By 

assessing this relationship, interventions can prioritize resource allocation to ensure that 

health education initiatives are adequately supported, thereby maximizing their impact and 

promoting better health outcomes in urban communities. 

Table 24: Resource allocation boosts initiative effectiveness. 

Category Frequency Percentage 

Strongly Agree 20 19.05 

Agree 30 28.57 

Neutral 20 19.05 

Disagree 20 19.05 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, varied perceptions emerged regarding the impact of resource 

allocation on community health education effectiveness: 20 strongly agreed, 30 agreed, 20 

remained neutral, 20 disagreed, and 15 strongly disagreed. This indicates mixed opinions 

on resource allocation's influence, underscoring the need for further investigation into 



64 

 

specific resource needs for optimizing health education impact in urban areas. The findings 

align with prior research highlighting resource constraints like limited funding, staff 

shortages, and educational material scarcity (Suleman et al., 2017; Tadesse et al., 2018; 

Maina et al., 2019; Mutisya et al., 2017). These studies emphasized how inadequate 

resource allocation compromises program quality and reach. Therefore, respondents' 

perceptions resonate with previous findings, suggesting adequate resource allocation is 

crucial for enhancing community health education effectiveness in urban areas. 

4.1.3.4.3 Access to technology enhances the reach and impact of community health 

education programs. 

The researcher explored whether access to technology enhanced the reach and impact of 

community health education programs. Technology, such as internet access and mobile 

devices, can facilitate the dissemination of health information and increase program 

accessibility. By assessing this relationship, interventions can leverage technology to 

expand program reach, deliver tailored health messages, and promote active engagement 

among urban populations, thereby enhancing the effectiveness of health education 

initiatives and improving health outcomes. 

Table 25: Tech access expands program reach. 

Category Frequency Percentage 

Strongly Agree 30 28.57 

Agree 25 23.81 

Neutral 15 14.29 

Disagree 20 19.05 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, a generally positive consensus emerged regarding the impact of 

access to technology on community health education programs: 30 strongly agreed and 25 

agreed, while 15 remained neutral, 20 disagreed, and 15 strongly disagreed. This indicates 
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a majority recognizing technology's potential to enhance health education initiatives in 

urban areas, with some expressing reservations or indifference. These findings align with 

research by Suleman et al. (2017), Tadesse et al. (2018), Maina et al. (2019), and Mutisya 

et al. (2017), which identified technology access gaps as challenges hindering program 

implementation and effectiveness in urban areas. Therefore, respondents' positive 

consensus underscores the importance of addressing technological gaps to optimize 

community health education effectiveness. 

4.1.3.4.4 Availability of transportation facilitates access to community health 

education program venues. 

The researcher investigated whether the availability of transportation facilitated access to 

community health education program venues. Accessible transportation is crucial for 

ensuring that individuals can attend program sessions and engage with health education 

initiatives. By assessing this relationship, interventions can address transportation barriers 

by coordinating with local transport providers or offering transportation assistance to 

ensure equitable access to health education opportunities in urban areas, thereby enhancing 

program participation and effectiveness. 

Table 26: Transport aids program access. 

Category Frequency Percentage 

Strongly Agree 25 23.81 

Agree 30 28.57 

Neutral 20 19.05 

Disagree 15 14.29 

Strongly Disagree 15 14.29 

Total 105 100 

 

Among 105 participants, a generally positive consensus emerged regarding the impact of 

transportation availability on accessing community health education program venues: 25 

strongly agreed and 30 agreed, while 20 remained neutral, 15 disagreed, and 15 strongly 
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disagreed. This indicates that the majority recognize transportation's facilitative role in 

accessing health education initiatives in urban areas, although some express reservations 

or indifference. These findings align with research by Suleman et al. (2017), Tadesse et al. 

(2018), Maina et al. (2019), and Mutisya et al. (2017), which identified inadequate 

transportation infrastructure as a barrier to accessing health education programs in urban 

areas. Therefore, respondents' positive consensus underscores the importance of addressing 

transportation barriers to improve access to community health education initiatives. 

4.1.3.4.5 Strong community support fosters the success of community health 

education programs in urban areas. 

The researcher examined whether strong community support fostered the success of 

community health education programs in urban areas. Community engagement and support 

are vital for program sustainability and effectiveness. By assessing this relationship, 

interventions can prioritize community involvement through collaboration with local 

leaders, organizations, and stakeholders. This fosters a sense of ownership and ensures that 

health education efforts are culturally relevant and responsive to community needs, 

ultimately enhancing program success and promoting better health outcomes in urban 

areas. 

Table 27: Community backing boosts urban program success. 

Category Frequency Percentage 

Strongly Agree 30 28.57 

Agree 30 28.57 

Neutral 15 14.29 

Disagree 15 14.29 

Strongly Disagree 15 14.29 

Total 105 100 

 

The study involving 105 participants revealed a robust consensus on the vital role of strong 

community support in enhancing the success of community health education programs in 
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urban areas. A majority of respondents (60%) either strongly agreed or agreed on the 

significance of community engagement and collaboration for these initiatives, 

underscoring their effectiveness in urban health promotion efforts. This aligns with 

previous research by Suleman et al. (2017), Tadesse et al. (2018), Maina et al. (2019), and 

Mutisya et al. (2017), which emphasized the importance of community involvement in 

overcoming infrastructural barriers and optimizing resource allocation. The findings 

highlight the value of community-driven approaches in bolstering the effectiveness of 

health education initiatives, emphasizing the need for collaborative efforts to promote 

urban health and well-being. 

4.2 Limitations of the Study 

Several limitations should be recognized as being part of the research. First, there's a 

chance that the results aren't as accurate and trustworthy since the research relies on self-

reported data, which might create response bias. Secondly, the findings may not be 

applicable to other metropolitan areas with various socio-demographic features since the 

research only focused on Langata Constituency. It is also difficult to draw conclusions 

about cause and effect since the research is cross-sectional. In addition, the survey could 

have underestimated the variety of opinion among city dwellers due to its small sample 

size. Finally, the results may have been skewed due to uncontrolled variables, such as 

seasonal changes or concurrent therapies. Future research should focus on addressing these 

limitations and improving the validity and applicability of results in comparable 

circumstances. Careful interpretation of the findings is necessary in light of these 

limitations. 

4.3 Chapter Summary 

Chapter four of the study delved into analyzing the findings regarding challenges facing 

community health education programs in urban areas, covering aspects of socioeconomic 

status, health literacy, healthcare facility availability, and infrastructure resources. The 

discussion highlighted perceptions, such as program effectiveness, infrastructure influence, 

and the role of community support, while acknowledging study limitations like response 

bias and limited generalizability.  
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CHAPTER FIVE 

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

5.0 Introduction 

Chapter five comprehensively reviews the study's findings, conclusions, and 

recommendations. It highlights demographic insights, variable analyses, and conclusions 

drawn from each objective. Recommendations underscored addressing socioeconomic 

disparities, improving health literacy, enhancing healthcare accessibility, and optimizing 

infrastructure. Suggestions for future research emphasized. 

5.1 Summary of Findings 

5.1.1 Background Information 

The background and demographic information revealed diverse characteristics among 

respondents. Gender distribution indicated a slight female majority, while age distribution 

showed representation across various age groups, with the majority falling within the 26-

45 years range. Educational levels varied, reflecting a mix of attainment levels from 

primary to postgraduate education. Length of residency in Lang'ata Constituency varied, 

with significant proportions residing for 1-6 years. These findings underscore the 

importance of considering diverse demographic factors in understanding community health 

education needs and tailoring interventions to address specific demographic profiles within 

urban populations. 

5.1.2 Study Variables 

5.1.2.1 Effect of Socioeconomic Status on Community Health Education Programs in 

Urban Areas. 

Findings indicated mixed perceptions regarding program effectiveness across different 

income levels. While some participants believed that programs adequately addressed the 

needs of individuals from diverse income backgrounds, others disagreed. Similarly, 

opinions varied concerning the influence of socioeconomic status on program 

participation, with some indicating positive impacts on employment opportunities and 

housing conditions. However, others disagreed, suggesting potential disparities in program 

accessibility and effectiveness among socioeconomically diverse populations. Overall, 
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these findings highlight the complex interplay between socioeconomic status and 

community health education programs, emphasizing the need for targeted interventions to 

address socioeconomic disparities and ensure equitable access to health education 

initiatives in urban areas. 

5.1.2.2 Effect of Health Literacy Levels on Community Health Education Programs 

in Urban Areas. 

The findings revealed diverse perceptions regarding the comprehensibility and impact of 

program materials on individuals' health literacy levels. While some participants strongly 

agreed that program materials were easy to understand and enhanced understanding of 

health-related topics, others disagreed. Additionally, opinions varied concerning the 

adequacy of information provided through program participation, with some feeling 

adequately informed about health-related issues while others did not. These findings 

underscore the importance of considering individuals' health literacy levels when designing 

and implementing community health education programs, highlighting the need for clear 

and accessible program materials tailored to diverse literacy levels to maximize program 

effectiveness and promote health literacy in urban populations. 

5.1.2.3 Effect of Availability of Healthcare Facilities on Community Health Education 

Programs in Urban Areas. 

The findings indicated mixed perceptions regarding the impact of healthcare facility 

availability on program participation and effectiveness. While some participants strongly 

agreed that proximity to healthcare facilities positively influenced program participation, 

others disagreed. Similarly, opinions varied concerning the influence of healthcare facility 

quality and resources on program effectiveness, with some indicating positive impacts 

while others disagreed. Additionally, participants recognized accessibility barriers to 

healthcare facilities as hindrances to program participation, highlighting the need for 

interventions to address transportation challenges and improve healthcare facility 

accessibility to enhance program reach and effectiveness in urban areas. These findings 

underscore the multifaceted relationship between healthcare facility availability and 

community health education programs, emphasizing the importance of addressing 
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healthcare access barriers to promote equitable health education opportunities in urban 

communities. 

5.1.2.4 Effect of Infrastructure and Resources on Community Health Education 

Programs in Urban Areas. 

The findings revealed diverse perceptions regarding the influence of infrastructure quality 

and resource allocation on program delivery and effectiveness. While some participants 

strongly agreed that the quality of infrastructure in urban areas affected program delivery 

positively, others disagreed. Similarly, opinions varied concerning the impact of adequate 

resource allocation on program effectiveness, with some indicating positive impacts while 

others disagreed. Additionally, participants recognized the potential of technology and 

transportation availability to enhance program reach and impact, highlighting the 

importance of leveraging these resources to optimize program delivery and effectiveness 

in urban settings. These findings underscore the complex interplay between infrastructure, 

resource allocation, and program effectiveness, emphasizing the need for comprehensive 

strategies to address infrastructure gaps and ensure adequate resource allocation to support 

community health education initiatives in urban areas. 

5.2 Conclusion 

5.2.1 Effect of Socioeconomic Status on Community Health Education Programs in 

Urban Areas. 

Based on the findings, the study concludes that socioeconomic status plays a significant 

role in shaping the effectiveness and accessibility of community health education programs 

in urban areas. While some participants perceived these programs to adequately address 

the needs of individuals from diverse income levels, others disagreed, suggesting potential 

disparities in program accessibility and effectiveness. Additionally, mixed opinions were 

observed regarding the influence of socioeconomic status on program participation, with 

some indicating positive impacts on employment opportunities and housing conditions 

while others disagreed. These findings underscore the importance of addressing 

socioeconomic disparities and tailoring interventions to ensure equitable access to health 

education initiatives across diverse socioeconomic backgrounds in urban communities. 



71 

 

Further research and targeted interventions are needed to address these disparities and 

promote inclusive health education opportunities for all individuals, irrespective of their 

socioeconomic status. 

5.2.2 Effect of Health Literacy Levels on Community Health Education Programs in 

Urban Areas. 

Based on the findings, the study concludes that health literacy levels significantly influence 

the effectiveness and accessibility of community health education programs in urban areas. 

While some participants perceived program materials to be easy to understand and 

enhancing understanding of health-related topics, others disagreed. Additionally, opinions 

varied concerning the adequacy of information provided through program participation, 

with some feeling adequately informed about health-related issues while others did not. 

These findings underscore the importance of considering individuals' health literacy levels 

when designing and implementing community health education programs. Clear and 

accessible program materials tailored to diverse literacy levels are crucial to maximize 

program effectiveness and promote health literacy in urban populations. Further efforts are 

needed to address literacy-related barriers and ensure equitable access to health education 

initiatives for all individuals, regardless of their health literacy levels. 

5.2.3 Effect of Availability of Healthcare Facilities on Community Health Education 

Programs in Urban Areas. 

Based on the findings, the study concludes that the availability of healthcare facilities 

significantly influences the participation and effectiveness of community health education 

programs in urban areas. While some participants perceived proximity to healthcare 

facilities to positively influence program participation, others disagreed. Similarly, 

opinions varied concerning the impact of healthcare facility quality and resources on 

program effectiveness, with some indicating positive impacts while others disagreed. 

Additionally, participants recognized accessibility barriers to healthcare facilities as 

hindrances to program participation. Addressing transportation challenges and improving 

healthcare facility accessibility are crucial steps to enhance program reach and 

effectiveness in urban areas. These findings emphasize the importance of addressing 



72 

 

healthcare access barriers to promote equitable health education opportunities in urban 

communities. Further research and interventions are needed to address these disparities and 

ensure inclusive access to health education initiatives for all individuals. 

5.2.4 Effect of Infrastructure and Resources on Community Health Education 

Programs in Urban Areas. 

Based on the findings, the study concludes that infrastructure quality and resource 

allocation significantly impact the delivery and effectiveness of community health 

education programs in urban areas. While some participants perceived infrastructure 

quality to positively affect program delivery, others disagreed. Similarly, opinions varied 

concerning the impact of adequate resource allocation on program effectiveness, with some 

indicating positive impacts while others disagreed. Additionally, participants recognized 

the potential of technology and transportation availability to enhance program reach and 

impact. Leveraging these resources is essential to optimize program delivery and 

effectiveness in urban settings. These findings highlight the complex interplay between 

infrastructure, resource allocation, and program effectiveness, emphasizing the need for 

comprehensive strategies to address infrastructure gaps and ensure adequate resource 

allocation to support community health education initiatives in urban areas. Further 

research and targeted interventions are needed to address these disparities and promote 

inclusive access to health education opportunities for all individuals, irrespective of their 

environmental conditions. 

5.3 Recommendations 

5.3.1 Effect of Socioeconomic Status on Community Health Education Programs in 

Urban Areas. 

The research concluded that community health education initiatives in cities are negatively 

impacted by socioeconomic gaps and offered several solutions to this problem. To begin, 

the research recommended addressing the unique needs of people from various economic 

brackets via the use of customized interventions. In order to make sure that people from all 

socioeconomic levels may participate in health education programs, it may be necessary to 

create individualized lesson plans and outreach plans. Additionally, the research suggested 
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that in order to help underprivileged communities get access to healthcare, community 

groups, healthcare professionals, and government agencies should work together more 

closely. In order to lower the obstacles to program participation for persons from low-

income families, the research thirdly suggested creating financial support programs or 

subsidies. Lastly, the research suggested that in order to track how well programs are doing 

and find ways to make them even better at reducing socioeconomic gaps in health 

education, assessments and evaluations should be done on a regular basis. 

In addition to these recommendations, the study also suggested fostering community 

empowerment and engagement initiatives to mobilize support for health education 

programs and address social determinants of health. This may involve empowering 

community leaders and grassroots organizations to advocate for resources and policy 

changes that support health equity and access to education. Furthermore, the study 

recommended promoting economic development and job opportunities within urban 

communities to address underlying socioeconomic factors influencing health outcomes. 

Finally, the study emphasized the importance of ongoing research and data collection to 

better understand the complex interactions between socioeconomic status and health 

education access, informing the development of targeted interventions and policies to 

promote health equity in urban areas. 

5.3.2 Effect of Health Literacy Levels on Community Health Education Programs in 

Urban Areas. 

Based on the findings, the study recommended several strategies to improve health literacy 

levels and enhance the effectiveness of community health education programs in urban 

areas. Firstly, the study suggested developing and implementing culturally sensitive and 

linguistically appropriate program materials to ensure accessibility and comprehension 

among diverse populations. This may involve collaborating with community members and 

stakeholders to co-create educational resources that resonate with the target audience's 

cultural norms and language preferences. Secondly, the study recommended integrating 

health literacy assessment tools into program evaluations to identify individuals with low 

health literacy levels and tailor interventions to meet their specific needs. Thirdly, the study 
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proposed implementing educational initiatives to enhance digital and health literacy skills, 

empowering individuals to navigate health information independently and make informed 

decisions about their health. 

Additionally, the study recommended expanding partnerships with local libraries, 

community centers, and educational institutions to increase access to health literacy 

resources and workshops. These collaborations may provide opportunities for individuals 

to access additional learning materials and receive hands-on support in improving their 

health literacy skills. Furthermore, the study emphasized the importance of leveraging 

technology, such as mobile health applications and online platforms, to deliver health 

education content in innovative and interactive ways. By embracing technology-driven 

approaches, health education programs can reach a wider audience and engage individuals 

in learning activities tailored to their literacy levels and preferences. Overall, these 

recommendations aim to address health literacy barriers and promote equitable access to 

health education opportunities for all individuals in urban communities. 

5.3.3 Effect of Availability of Healthcare Facilities on Community Health Education 

Programs in Urban Areas. 

Based on the findings, the study recommended several strategies to address barriers related 

to the availability of healthcare facilities and enhance the effectiveness of community 

health education programs in urban areas. Firstly, the study suggested improving the 

geographic distribution of healthcare facilities and services to ensure equitable access for 

all residents, particularly those in underserved areas. This may involve incentivizing 

healthcare providers to establish clinics and health centers in areas with limited access and 

implementing mobile health services to reach individuals in remote or rural locations. 

Secondly, the study recommended enhancing the quality and capacity of existing 

healthcare facilities through investments in infrastructure, staffing, and technology. By 

improving facility infrastructure and resources, healthcare providers can deliver higher-

quality services and support the delivery of comprehensive health education programs. 

Additionally, the study recommended implementing transportation assistance programs or 

shuttle services to address mobility challenges and facilitate access to healthcare facilities 
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and program venues. By providing transportation options for individuals with limited 

mobility, health education programs can increase participation rates and reach underserved 

populations more effectively. Furthermore, the study proposed enhancing community 

outreach and engagement efforts to raise awareness about available healthcare services and 

health education programs. This may involve partnering with community organizations, 

faith-based groups, and local leaders to disseminate information, conduct health 

screenings, and promote program participation. Overall, these recommendations aim to 

improve healthcare accessibility and engagement in urban communities, ultimately 

enhancing the impact and effectiveness of community health education initiatives. 

5.3.4 Effect of Infrastructure and Resources on Community Health Education 

Programs in Urban Areas. 

Based on the findings regarding Objective Four, the study recommended several actions to 

address infrastructure and resource-related challenges and enhance the effectiveness of 

community health education programs in urban areas. Firstly, the study suggested investing 

in infrastructure improvements to enhance the quality and accessibility of program venues 

and facilities. This may involve renovating existing community spaces, such as libraries or 

community centers, to create conducive environments for health education activities. 

Additionally, the study recommended increasing funding allocations for community health 

education initiatives to ensure adequate resources for program planning, implementation, 

and evaluation. By prioritizing resource allocation to health education programs, 

stakeholders can support the delivery of high-quality and sustainable initiatives that address 

the diverse needs of urban populations. 

Furthermore, the study recommended leveraging technology and digital platforms to 

expand program reach and engagement. This may include developing online learning 

modules, hosting virtual workshops, and utilizing social media platforms to disseminate 

health education content and facilitate community interactions. Additionally, the study 

proposed fostering partnerships with private sector organizations and philanthropic entities 

to secure additional funding and resources for health education initiatives. By collaborating 

with external stakeholders, health education programs can access additional expertise, 
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resources, and support to enhance their impact and sustainability in urban communities. 

Overall, these recommendations aim to address infrastructure and resource-related barriers 

and promote the delivery of effective and accessible community health education programs 

in urban areas. 

5.4 Suggestions for Further Study 

For future research endeavors, the study suggests exploring long-term impacts of health 

education interventions on health outcomes and behavior change among urban populations 

can provide valuable insights into program effectiveness and sustainability.  

 

 

  



77 

 

REFERENCES 

Abiodun, O. P., et al. (2018). Health literacy and participation in community health 

education programs in urban Nigeria. African Health Sciences, 18(2), 423-

435. 

Abubakar, A., Van de Vijver, F. J. R., & Fischer, R. (2019). A cultural perspective of 

psychopathology in Nigeria: Applications for community health education 

and interventions. Journal of Community Psychology, 47(2), 254-269. 

Babbie, E. (2016). The Practice of Social Research. Cengage Learning. 

Bandura, A. (1986). Social foundations of thought and action: A social cognitive theory. 

Prentice-Hall, Inc. 

Berkman, N. D., Sheridan, S. L., Donahue, K. E., Halpern, D. J., & Crotty, K. (2011). Low 

health literacy and health outcomes: An updated systematic review. Annals 

of Internal Medicine, 155(2), 97-107. 

Boote, D. N., & Beile, P. (2005). Scholars before researchers: On the centrality of the 

dissertation literature review in research preparation. Educational 

Researcher, 34(6), 3-15. 

Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature 

and design. Harvard University Press. 

Bryman, A. (2016). Social research methods. Oxford University Press. 

Cooper, H. M. (1988). Organizing knowledge syntheses: A taxonomy of literature reviews. 

Knowledge in Society, 1(1), 104-126. 

Creswell, J. W. (2014). Research design: Qualitative, quantitative, and mixed methods 

approaches. Sage Publications. 



78 

 

Creswell, J. W., & Creswell, J. D. (2017). Research design: Qualitative, quantitative, and 

mixed methods approaches (5th ed.). Sage. 

Diez Roux, A. V., & Mair, C. (2010). Neighborhoods and health. Annals of the New York 

Academy of Sciences, 1186(1), 125-145. 

Dlamini, N., et al. (2019). The impact of health literacy levels on community health 

education programs in urban South Africa. Health Education Research, 

34(1), 57-69. 

Greenhalgh, T., Robert, G., Macfarlane, F., Bate, P., & Kyriakidou, O. (2004). Diffusion of 

innovations in service organizations: Systematic review and 

recommendations. Milbank Quarterly, 82(4), 581-629. 

Hartley, D. (2004). Rural health disparities, population health, and rural culture. American 

Journal of Public Health, 94(10), 1675-1678. 

Jones, A. B., et al. (2019). Socioeconomic disparities in community health education 

program participation in urban Nigeria. Journal of Public Health, 25(4), 

367-378. 

Kamau, P. M., et al. (2019). The impact of healthcare facility availability on community 

health education programs in urban Nairobi, Kenya. East African Medical 

Journal, 96(7), 333-342. 

Kenya National Bureau of Statistics. (2019). 2019 Kenya Population and Housing Census 

Volume IV: Distribution of Population by Socio-Economic Characteristics. 

Retrieved from https://www.knbs.or.ke/?wpdmpro=2019-kenya-

population-and-housing-census-volume-iv-distribution-of-population-by-

socio-economic-characteristics 

https://www.knbs.or.ke/?wpdmpro=2019-kenya-population-and-housing-census-volume-iv-distribution-of-population-by-socio-economic-characteristics
https://www.knbs.or.ke/?wpdmpro=2019-kenya-population-and-housing-census-volume-iv-distribution-of-population-by-socio-economic-characteristics
https://www.knbs.or.ke/?wpdmpro=2019-kenya-population-and-housing-census-volume-iv-distribution-of-population-by-socio-economic-characteristics


79 

 

Kimani, J., et al. (2016). Health literacy and participation in community health education 

programs in urban Mathare, Nairobi. BMC Public Health, 16(1), 1089. 

Kumar, S., & Preetha, G. S. (2012). Health promotion: An effective tool for global health. 

Indian Journal of Community Medicine, 37(1), 5–12. 

Lang'ata Constituency Development Fund. (2022) Lang'ata Constituency. Retrieved from 

https://langatacdf.go.ke/langata-constituency/ 

Lee, S. Y. D., Arozullah, A. M., & Cho, Y. I. (2019). Health literacy, social determinants of 

health, and preventive health behavior: A systematic review of the literature. 

Health Services & Outcomes Research Methodology, 19(2), 121-137. 

Lippke, S., Nigg, C. R., & Maddock, J. E. (2011). Health-promoting and health-risk 

behaviors: Theory-driven analyses of multiple health behavior change in 

three international samples. International Journal of Behavioral Medicine, 

18(2), 150-156. 

Maina, J. K., et al. (2019). Infrastructure and resources for community health education 

programs in urban Nairobi, Kenya. Journal of Urban Health, 96(3), 426-

438. 

Mbeki, T., et al. (2017). Availability of healthcare facilities and community health 

education programs in urban Johannesburg, South Africa. Journal of Urban 

Health, 94(5), 674-684. 

Ministry of Health, Kenya. (2020). Kenya Health Policy 2014–2030. Retrieved from 

https://www.health.go.ke/wp-content/uploads/2020/12/Health-Policy-

2014-2030.pdf 

Mugenda, O. M., & Mugenda, A. G. (2003). Research Methods: Quantitative and 

Qualitative Approaches. African Centre for Technology Studies. 

https://langatacdf.go.ke/langata-constituency/
https://www.health.go.ke/wp-content/uploads/2020/12/Health-Policy-2014-2030.pdf
https://www.health.go.ke/wp-content/uploads/2020/12/Health-Policy-2014-2030.pdf


80 

 

Mutisya, R., et al. (2017). The impact of infrastructure and resources on community health 

education programs in urban Mombasa, Kenya. East African Medical 

Journal, 94(10), 821-832. 

Mutugi, M., Mwambi, H., & Njenga, S. (2018). Spatial clustering of under-five mortality 

and its association with sanitation facilities among Kenyan children in 

2008-2009. Spatial and Spatio-temporal Epidemiology, 24, 49-56. 

Mwanri, L., et al. (2019). Socioeconomic disparities in community health education 

program participation in urban Kisumu, Kenya. African Health Sciences, 

19(3), 2481-2493. 

Neuman, W. L. (2014). Social research methods: Qualitative and quantitative approaches 

(7th ed.). Pearson. 

Neuman, W. L. (2014). Social research methods: Qualitative and quantitative approaches. 

Pearson. 

Nyirenda, M., et al. (2019). The impact of healthcare facility availability on community 

health education programs in urban Lilongwe, Malawi. BMC Health 

Services Research, 19(1), 491. 

Ochieng, B., et al. (2017). Exploring the impact of socioeconomic status on community 

health education programs in urban Kibera, Nairobi. BMC Public Health, 

17(1), 590. 

Ogutu, B. O., et al. (2018). The relationship between health literacy levels and community 

health education programs in urban Mombasa, Kenya. Journal of Health 

Education Research & Development, 6(2), 248. 

Okpala, P. U., Okpala, A. O., & Omorogiuwa, O. A. (2019). Urbanization and health 

challenges in Nigeria: A review. Annals of Global Health, 85(1), 51. 



81 

 

Oluoch-Aridi, J., Chelagat, T., Mwaura-Tenambergen, W., & Muniu, E. (2020). The health 

status of urban dwellers in Kenya: A case of Nairobi city. Journal of Health, 

Medicine and Nursing, 71, 8-17. 

Otieno, P. O., et al. (2018). Availability of healthcare facilities and community health 

education programs in urban Kisumu, Kenya. Journal of Urban Health, 

95(3), 349-360. 

Paschal, A. M., Lewis, R. K., Martin, M. Y., Harris, C. M., & Kuo, D. (2016). The influence 

of social cognitive theory in mediating socioeconomic disparities in African 

American women’s diet and exercise. Journal of Health Disparities 

Research and Practice, 9(4), 99-112. 

Rogers, E. M. (1962). Diffusion of innovations. New York: Free Press. 

Rosenstock, I. M. (1966). Why people use health services. Milbank Memorial Fund 

Quarterly, 44(3), 94-127. 

Saunders, M., Lewis, P., & Thornhill, A. (2019). Research methods for business students 

(8th ed.). Pearson. 

Sipsma, H. L., Ofori-Atta, A., Canavan, M. E., & Bradley, E. H. (2013). Empowerment 

and use of antenatal care among women in Ghana: A cross-sectional study. 

BMC Pregnancy and Childbirth, 13(1), 1-9. 

Smith, A. (2018). Sampling Techniques in Research Methodology. Academic Press. 

Smith, C. D., et al. (2018). Exploring the impact of socioeconomic status on community 

health education programs in urban South Africa. Health Education 

Research, 33(2), 201-215. 



82 

 

Sørensen, K., Van den Broucke, S., Fullam, J., Doyle, G., Pelikan, J., Slonska, Z., & Brand, 

H. (2012). Health literacy and public health: A systematic review and 

integration of definitions and models. BMC Public Health, 12(1), 80. 

Suleman, A., et al. (2017). Infrastructure and resources for community health education 

programs in urban Lagos, Nigeria. African Journal of Health Sciences, 

14(2), 182-194. 

Tadesse, T., et al. (2018). The impact of infrastructure and resources on community health 

education programs in urban Addis Ababa, Ethiopia. Ethiopian Journal of 

Health Sciences, 28(4), 417-428. 

Trochim, W. M. (1989). An introduction to concept mapping for planning and evaluation. 

Evaluation and Program Planning, 12(1), 1-16. 

UN-Habitat. (2020). World Cities Report 2020: The Value of Sustainable Urbanization. 

Retrieved from https://unhabitat.org/world-cities-report-2020 

UNICEF. (2018). Levels and Trends in Child Mortality: Report 2018. Retrieved from 

https://www.unicef.org/media/53276/file/UN-Inter-agency-Group-for-

Child-Mortality-Estimation-Child-Mortality-Report-2018.pdf 

United Nations. (2019). World Urbanization Prospects: The 2018 Revision. Retrieved from 

https://population.un.org/wup/Publications/Files/WUP2018-Report.pdf 

Valente, T. W. (1995). Network models of the diffusion of innovations. Cresskill, NJ: 

Hampton Press. 

Webster, J., & Watson, R. T. (2002). Analyzing the past to prepare for the future: Writing a 

literature review. MIS Quarterly, 26(2), xiii-xxiii. 

https://unhabitat.org/world-cities-report-2020
https://www.unicef.org/media/53276/file/UN-Inter-agency-Group-for-Child-Mortality-Estimation-Child-Mortality-Report-2018.pdf
https://www.unicef.org/media/53276/file/UN-Inter-agency-Group-for-Child-Mortality-Estimation-Child-Mortality-Report-2018.pdf
https://population.un.org/wup/Publications/Files/WUP2018-Report.pdf


83 

 

World Bank. (2018). Urban Development Overview. Retrieved from 

https://www.worldbank.org/en/topic/urbandevelopment/overview 

World Bank. (2019). World Development Report 2019: The Changing Nature of Work. 

Retrieved from 

http://documents1.worldbank.org/curated/en/816281518818814423/pdf/97

81464813319.pdf 

World Bank. (2020). Poverty and Shared Prosperity 2020: Reversals of Fortune. Retrieved 

from https://openknowledge.worldbank.org/handle/10986/33748 

World Bank. (2021). Urbanization Review for Kenya. Retrieved from 

https://openknowledge.worldbank.org/handle/10986/35237 

World Health Organization. (2019). Health Education: Theoretical Concepts, Effective 

Strategies, and Core Competencies. Retrieved from 

https://www.who.int/healthpromotion/conferences/9gchp/health_education

/en/ 

World Health Organization. (2021). Urban Health. Retrieved from 

https://www.who.int/health-topics/urban-health#tab=tab_1 

 

https://www.worldbank.org/en/topic/urbandevelopment/overview
http://documents1.worldbank.org/curated/en/816281518818814423/pdf/9781464813319.pdf
http://documents1.worldbank.org/curated/en/816281518818814423/pdf/9781464813319.pdf
https://openknowledge.worldbank.org/handle/10986/33748
https://openknowledge.worldbank.org/handle/10986/35237
https://www.who.int/healthpromotion/conferences/9gchp/health_education/en/
https://www.who.int/healthpromotion/conferences/9gchp/health_education/en/
https://www.who.int/health-topics/urban-health#tab=tab_1


 

APPENDIX I 

QUESTIONNAIRE COVER LETTER 

Dear Participant, 

Using the Lang'ata Constituency in Kenya as a case study, we are investigating the 

obstacles encountered by community health education initiatives in metropolitan regions. 

Help us understand the challenges facing community health education programs by taking 

part in this research; your time is much appreciated. 

All information you submit will be used only for research purposes, and your answers will 

be kept in the strictest confidence. Your involvement is entirely optional, and you are free 

to stop at any moment without penalty. 

Fill out the attached survey completely and truthfully, taking your time to do it well. 

Community health education initiatives may be made more successful with your 

cooperation in identifying problem areas and developing solutions. 

Thank you for your cooperation and support in this important research endeavor. 

Sincerely, 

Quresha Ali Abdille  

DHD/14/00104/1/23 

Student The Management University of Africa 

+254 790 519 301 

  



 

APPENDIX II 

QUESTIONNAIRE 

Thank you for agreeing to participate in our study on the challenges facing community 

health education programs in urban areas. Your input is crucial in helping us understand 

and address these issues effectively. Please take a moment to complete the following 

questionnaire. Your responses will be kept confidential. 

Section One. Demographic Information 

Gender: 

a) Male    { } 

b) Female    { } 

Age: 

a) 18-25 years   { } 

b) 26-35 years   { } 

c) 36-45 years   { } 

d) 46-55 years   { } 

e) 56 or older years  { } 

Education Level 

a) Primary School Level  { } 

b) Secondary School Level { } 

c) Collage/Diploma Level { } 

d) Undergraduate/Degree Level { } 

e) Graduate/Masters Level { } 

f) Post Graduate/ PHD Level { } 

Length of Residency in the Lang’ata  

a) Less than a year  { } 

b) 1-3 years   { } 

c) 4-6 years   { } 

d) 7-9 years   { } 

e) 9 and above years  { } 



 

Section Two Study Variables 

Objective 1: Effect of socioeconomic status on community health education programs 

in urban areas 

Kindly respond on this section based on the above objective by ticking on the appropriate 

box that best matches your opinion on a scale of 1 to 5  where 1= Strongly Agree, 2 = 

Agree, 3= Neutral, 4= Disagree and 5= Strongly Disagree 

Statement 1 2 3 4 5 

The community health education programs adequately address the needs of 

individuals from different income levels. 

     

The materials provided in the community health education programs are easily 

understandable regardless of educational background. 

     

Participation in community health education programs positively impacts 

employment opportunities for individuals. 

     

Improved housing conditions positively influence participation in community 

health education programs. 

     

Individuals have access to the necessary resources to actively engage in 

community health education programs. 

     

 

Objective 2: Effect of health literacy levels on community health education programs 

in urban areas 

Kindly respond on this section based on the above objective by ticking on the appropriate 

box that best matches your opinion on a scale of 1 to 5  where 1= Strongly Agree, 2 = 

Agree, 3= Neutral, 4= Disagree and 5= Strongly Disagree 

Statement 1 2 3 4 5 

The information provided in community health education programs is 

presented in a way that is easy to read and understand. 

     

Community health education programs have enhanced understanding of 

various health-related topics. 

     

Feel adequately informed about health-related issues through participation in 

community health education programs. 

     

The materials provided in community health education programs are 

presented in a way that can easily be comprehended. 

     

Participation in community health education programs has positively 

influenced health-seeking behavior. 

     

 



 

Objective 3: Effect of availability of healthcare facilities on community health 

education programs in urban areas 

Kindly respond on this section based on the above objective by ticking on the appropriate 

box that best matches your opinion on a scale of 1 to 5  where 1= Strongly Agree, 2 = 

Agree, 3= Neutral, 4= Disagree and 5= Strongly Disagree 

Statement 1 2 3 4 5 

The proximity of healthcare facilities influences participation in community 

health education programs. 

     

The quality of services provided by healthcare facilities impacts the 

effectiveness of community health education programs. 

     

Adequate staffing levels in healthcare facilities contribute to the success of 

community health education programs. 

     

The availability of necessary equipment in healthcare facilities enhances the 

impact of community health education programs. 

     

Accessibility barriers to healthcare facilities hinder participation in 

community health education programs. 

     

 

Objective 4: Effect of infrastructure and resources on community health education 

programs in urban areas 

Kindly respond on this section based on the above objective by ticking on the appropriate 

box that best matches your opinion on a scale of 1 to 5  where 1= Strongly Agree, 2 = 

Agree, 3= Neutral, 4= Disagree and 5= Strongly Disagree 

Statement 1 2 3 4 5 

The quality of infrastructure in urban areas affects the delivery of community 

health education programs. 

     

Adequate allocation of resources to community health education initiatives 

improves their effectiveness. 

     

Access to technology enhances the reach and impact of community health 

education programs. 

     

Availability of transportation facilitates access to community health education 

program venues. 

     

Strong community support fosters the success of community health education 

programs in urban areas. 

     

 

Thank You for Your Participation  



 

PLAGIARISM REPORT 

 


