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REPORT OF THE SECOND MEETING OF THE 
ROLL BACK MALARIA 
COMMUNICATION WORKING GROUP

20-22 January 2004

Hotel Africana, Kampala, Uganda

1. Background

The second meeting of the Roll Back Malaria Communication Working Group was held at the Hotel Africana, Kampala, Uganda from 20-22 January 2004. The objectives of the meetings were to:

· Review outputs of the taskforces

· Draft the RBM Communication Strategic Framework

· Prepare the CWG Annual Work plan

The meeting was alternately chaired by Amie Joof-Cole and Angela Dawson. The original agenda is given in Annex 1. This agenda was reviewed and re-ordered at the beginning of the meeting. However, there were no substantive changes to it. The list of participants is given in Annex 2.

2. Update on RBM Secretariat (Day 1)

A brief presentation was made by Pru Smith on the status of the RBM Secretariat. Key points were:

· The RBM Board met in October to recruit a new Secretary General.  No decision has been made to date.  Dr. Nafo continues in an Acting position but will hand over soon.

· The RBM Board has approved the 2004/5 workplan.  However, the Secretariat has had to curtail activities due to lack of funds.  It currently has funds for staff but not for activities.  Hence,  it is reviewing Africa Malaria Day and its planned missions

· REAPING missions have been completed now in 10 out of 14 countries.  The remaining 4 will be completed by end of February.  All Secretariat staff have been involved.  In several REAPING missions communication activities have been flagged as an area of need.
· The Strategic Orientations document was produced and reviewed.  Comments are now being incorporated with the help of DFID so that it is broader and more inclusive than the original document. The CWG contributed its comments and recommendations.  The document will be completed by the end of March, when the next Board meeting takes place.

· RBM Secretariat Communication Team has been bringing partners together to put in place high level advocacy strategy; designed a new folder and brochure for the RBM partnership; and engaged with AFRO regarding Africa Malaria Day. The RBM Communication Team is composed of Lauren, Pru, and Beatrix. 

3. Linking with other RBM Working Groups (Day 1)

Angela Dawson gave an overview of the RBM Working Groups and how they relate and communicate.
There are 7 working groups:  ITNs, Communication, Malaria in Pregnancy, Monitoring and Evaluation, Case Management, Emergencies, Financing and Resource Mobilisation.  A planned tele-conference among the Chairs of each Working Group and the RBM Executive Secretary did not occur and has not been rescheduled yet. Workplans of the ITN, Case Management and Malaria in Pregnancy working groups were shared with the CWG.
During the discussion, the following points were raised: 

· There have been informal requests for CWG assistance in the past few months (e.g. Case Management WG requested advice concerning packaging for combination treatment; Malaria in Pregnancy WG requested assistance with advocacy training).
· CWG needs to link with advocacy/communication taskforces of the other working groups  
· CWG needs representatives from these Task Forces to join or be aware of the CWG activities so there is better coordination and communication.  

· CWG should take the lead on communication, not only responding to the needs of other WGs.  This points to the need for a plan for the CWG; buy-in for the plan from the other WGs; buy-in from country partners for the plan. 

· The CWG is in a strategic position to help integrate communication needs and interventions across the various technical areas in malaria (e.g. malaria in pregnancy, ITNs, case management, emergencies). To this end, rather than focus on an overall strategic approach that cuts across all countries, CWG should focus on guiding principles for better malaria communication. CWG needs to also provide assistance to advocate for appropriate resources (human, financial and material) required at country level to implement effective communication.

4. CWG and Subregional Networks (Day 1)

Graham Root gave a presentation on the CWG and subregional RBM networks (see presentation). In addition, he proposed the following core products that the CWG should produce:
· Strategic framework for Malaria Communication containing advice to countries modelled after the ITN Strategic Framework

· Inventory of communication approaches and materials

· Best or better practices in malaria communication documented

A list of “hot” malaria communication issues was also proposed:

· Central (national level): Advocacy, Profile of NMCP, Capacity

· Drug policy change: private/public, community level treatment, new combinations

· ITNs: demand creation, mass net retreatment, vulnerable groups/subsidy systems

· Malaria in pregnancy: early antenatal care, compliance, treatment

· Integration and Health Systems

During the discussion, the following points were raised:
· To improve coordination, there is a need to have a communication representative from the subregional networks as members of CWG. (It should be noted that for EARN this is already covered).
· Subregional networks can help the CWG collect communication strategies and identify better practices

· Other hot issues proposed by the group:

· Social change and behaviour change

· Measuring impact of communication interventions in terms of process as well as impact, using qualitative methods as well as quantitative

· Knowledge management—how to share what is learned across sub regions and countries

· One suggestion was to link core BCC/CFSC competencies with inventories of tools and experiences.  CFSC Foundation, AED and PAHO have already developed core BCC competencies that the CWG could use as a starting point

5. Taskforce Updates (Day 1)

5.1.  Capacity Building Task Force (Angela, Graham and Patrick)

A draft document was distributed to members. Improving communication capacity of National Malaria Control Programs is the focus for the taskforce. This includes:

· improving National Organizational capacity (i.e. how they communicate internally)
· improving national strategic communication planning capacity

· improving the profile of National Malaria Control Programs

In the discussion the following points were raised:

· Are we only interested in improving capacity of NMCPs?  What about NGOs? CBOs? Private sector?

· Partnership building is another important area for capacity building

· Core communication competencies strengthening?  What about a core curriculum for malaria control experts—e.g. in schools of public health 

5.2.  Vertical and horizontal communication  (Neil, Graham, Cheryl, Christine, Ben)
A document had been drafted titled ‘Striking a balance between vertical and integrated approaches’. 
In the discussion the following points were raised:

· The document seems to confuse integrated/vertical and participatory/non-participatory.  It needs to clarify the two dichotomies better.
· The document needs real examples, including from other health areas

· While it will be useful to drawing on the HIV body of knowledge, it should be remembered that HIV and malaria are very different and the communication issues may be different.  Need to look at other health communication efforts for models (e.g. control of diarrhoea, measles).
· There is a need to integrate approaches to malaria communication including across interventions (e.g. ITNs, treatment and IPT) as well between malaria and other health programmes.
· It was agreed the document produced should feed into the Strategic Framework and that the Taskforce be dissolved.

5.3.  Inventory of tools and approaches

No work has been done on this taskforce.
5.4.  Knowledge management  (Christine, Fiona)

This taskforce is focusing on the processes for collecting information and tools. The knowledge management taskforce will support the user-testing of products before CWG endorses/finalises them. Suggested activities for this taskforce include:

· Map networks that exist in TB, HIV, malaria

· Develop mechanism for storing information (e.g. database on RBM website)

· Use sub-regional and national networks to find out what’s on the ground, to send out products for testing and pull in information for the inventory.

· Longer-term activity:  facilitating learning around malaria (e.g. through the Global Health Partnership)

In the discussion the following points were raised:

· Since the Inventory Task Force was non-functional, participants thought that Knowledge Management and Inventory Task Forces could merge

· RBM has suggested it would be worthwhile to amalgamate Massive Effort, HealthLink, and Core Group databases of malaria-involved people and organizations on the RBM website but needs assistance to do this.
6. Review of the draft Strategic Framework (Day 1)
The Strategic Framework Task Force (Cheryl, Graham, Angela, Fiona, Louis, George, Amie) completed the table of communication challenges and approaches for each of the priority RBM intervention areas by communication domain (socio-political, service delivery, and community/individual). The Task Force also drafted an outline for a strategic framework document which was shared with the group.  

The question was put to the working group whom they saw such a document being written for and for what purpose. The group agreed that the document should be written for all RBM partners at the country level.  This includes malaria communicators, malaria managers, program managers in civil society and the private sector. The group also agreed that the document should have 2 purposes:  
· advocacy for communication in malaria programmes

· guidance for country level partners when designing, implementing and evaluating malaria communication interventions 

Additional suggestions made during the discussion were:

· Should not be a large document

· Should include definitions since there seems to be confusion about communication terminology

· Could be framed as a series of questions that malaria communication managers would ask

· Model after the ITN Strategic Framework document

· It should be applicable to a variety of country situations and should avoid prescribing strategy

· Concerning the table that has been prepared, there is need to include the communication challenges and approaches for IRS

The group came up with a draft outline for the document that included six dimensions communication planners should consider:

· Geographic scale

· Short or long-term

· Vertical or integrated approaches

· Participatory or non-participatory

· Social change or individual change

· Public or private

For the remainder of the day, participants worked in small groups to define these 6 dimensions, discuss the benefits and limitations of either end of each dimension, and provide examples of approaches as they are applied to each of these dimensions.

Review of draft strategic framework continued – Day 2
Susan shared with the group a revised structure for the draft strategic framework, which she had developed; it was well received and people agreed to work with this revised structure. 

Points raised in discussion:

· Need for document to be centred on, and useful for, countries

· Need for document to talk about different interventions that malaria needs

· Need to clarify what we mean by a strategic approach to communication

· Integration can be looked at different levels, e.g. integration across malaria issues, across health issues, across development issues 

· Need to link or refer to RBM objective of scaling up activities

· Re-emphasis of need for advocacy for malaria communication and for work of communication people in NMCPs in light of very real challenges facing them, e.g. committed to activities in workplans but don’t have resources to deliver as not involved in process of planning and budgeting of work within NMCP; do not have same resources as other technical people delivering malaria programmes.
· The importance of context in developing communication strategies, e.g., the potential of communication, if approached strategically, to support important social, economic or political changes which are taking place or which governments are working towards, such as poverty reduction, privatisation. This context will often be presented in a country’s strategic plan for malaria.

Group work on the revised strategic framework 
Four new groups were created to review the revised structure, with each group paying attention to particular aspects of the structure (see Annex 3 for results of Group Work). 

Susan collated the information from the group work on Day Two into the revised outline and presented this to the group on Day Three (see Annex 4). Cheryl will work with the strategic framework task force to prepare a final draft of the document.

7. Taskforces and workplan development (Days 2 and 3)

The following reconstituted taskforces were agreed:
A. Strategic Framework: Pru, Susan, Cheryl (Chair), Fiona, Amie

B. Capacity Building: Gabriel, Angela (Chair), Pauline, Neil, Patrick, Amie, Graham

C. Knowledge Sharing (including Inventory of Tools and Approaches): Fiona (Chair), Mary, Judith, Christine, Louis, Graham (Deputy Chair), Gabriel, Miata

D. Monitoring and Evaluation: Susan (Chair), Miata, Graham, Angela

E. Good Practices: Cheryl, Neil, Louis, Graham, Pauline (Deputy Chair), Susan, Mary, Fiona, Christine (Chair)

The Good Practice Taskforce will review planned ‘Best Practice’ work of other Working Groups and ensure good practice in communication is integral to these documents. If areas are not being addressed, the Good Practice taskforce will consider taking on the work directly.

Ideas for Good Practices Products included:

· Communication issues when planning and implementing new combination drug policies

· Improving case management in private sector – formal and informal sectors

· Social marketing of ITNs

· Retreatment 

· MIP – communication for communities and health workers

· Community based learning and action around malaria control

In the discussion, the question was raised whether the CWG should respond to requests for support from other working groups (e.g. advising on communication approaches for introducing combination therapies)? There was some debate on this, issues included the desire to welcome opportunities for interaction with other groups – these were seen as potential advocacy opportunities for malaria communication, the need to be proactive and approach groups for co-operation/collaboration in areas that are strategically appropriate for us to be involved in, but also, the issue of advocating for a more professional view of communicators and the risk of being inundated for requests for technical assistance – particularly requests not backed up by allocation of funds to support the work involved. General consensus appeared to be yes, it would be good to approach the case management group about cooperation around the issue of combination drug packaging

Other points that were noted:

· The need to co-opt relevant people (i.e. non-CWG members) onto taskforces

· All taskforces need to consider ways to work with subregional RBM networks and ways to link up with other working groups.

Follow-up Work for Taskforces and Co-ordination
All taskforces should prioritise and refine workplans with input and contribution from members. This should be completed within two weeks of the meeting. All taskforce workplans should then be sent to the CWG secretariat which will prepare a composite workplan and share with the four chairs of the four taskforces. Comments should then be sent back from chairs to the CWG secretariat who will finalise with the CWG Chair and Deputy Chair.

8. Outstanding issues (Day 3)

8.1. Linking with other Working Groups
It was agreed that the CWG Taskforces should link with Taskforces of other Working Groups. This will be particularly important for the CWG Good Practices Taskforce. More generally, there is a need to mainstream the work of the CWG in other WGs. Physical representation by the CWG on other WGs (or vice versa) should be considered.

Action: Chair and Deputy Chair of CWG will develop a proposal on the best way to link with the other WGs. This proposal should include:

· the CWG Secretariat monitoring other WG activities related to communication who will then inform CWG members

· the CWG Chair and Deputy Chair having regular (i.e. monthly) teleconferences with other WG Chairs.

8.2. Advocacy for communication at global level

It was agreed a letter should be drafted to the Global Fund on the lack of capacity of the Technical Review Panel to review HIV/TB/malaria communication activities/proposals. All Global Fund proposals should have communication elements, and communication proposals should be encouraged. It was also proposed that a letter to CCMs on need for communication representation be sent by the CWG.

Action: Louis to draft letter and  share with Graham/Fiona. RBM Secretariat should then propose to Communicable Disease Cluster (Jack Chow) to send this letter to GF on need for communication in GF proposals. 
It was agreed that in order to increase media coverage on malaria communication, a newspiece on the CWG should be prepared.

Action: Gabriel to draft newspiece (based on minutes) of CWG. CWG Secretariat to send newspiece to RBM Secretariat to disseminate

Once the Strategic Orientations document is rewritten, there is a need for the CWG to comment on it.

Action: Pru to send dates and process for revising Strategic Orientations 

8.3. Membership of CWG

It was proposed and agreed that the number of members should not exceed 20. Each organisation should only have one representative. However, the issue of different parts of organisations (e.g. WHO/COMBI and AFRO) having representation needs to be resolved.
Action: Representation and membership guidelines to be drafted by Chair and Deputy Chair and circulated to members
8.4. Resources and budgets

A draft concept note developed by the Malaria Consortium for funding for the CWG Secretariat was circulated to CWG members. This proposal seeks CWG Secretariat funding for 2 years and includes funding for sponsored participants, taskforces, meeting costs, good practice product development and dissemination.

USAID will continue to support Susan's participation in the CWG and will be committing more money to HCP. An internal proposal within HCP for capacity building for malaria and TB communication was circulated by Cheryl.

UNICEF is starting a capacity building programme on IMCI (including malaria) in Tanzania and Malawi. Neil is also involved in a group (including Rockefeller, Panos and Exchange) developing process and outcome, qualitative and quantitative indicators for communication work, the results of which he will feed back into the CWG monitoring and evaluation group.

In the discussion the following points were raised:

· Need for a clear mechanism for sharing proposals with the rest of the CWG. It was clarified that now the Secretariat is operational at the Malaria Consortium all information should be sent to Graham/Prossy so it can be shared among members.

· Need for clear guidelines or principles by which the group operates, e.g. any documents, including funding proposals, being developed in the CWG’s name need to be shared among group members before dissemination outside the group

Action: Chair and Deputy Chair to agree on process and draft principles; Malaria Consortium to distribute revised Concept Note for funding of CWG
8.5. Preparation and co-ordination for future CWG meetings
It was agreed that:

· The agenda will be circulated by the CWG Secretariat one month prior to the meeting

· The Chair and Deputy Chair will review the agenda and seek input from the Taskforce Chairs 
It was also proposed that facilitators be used for certain sessions, where appropriate

For the next meeting, the Chair will look for opportunities to interact with the local malaria community. It was also suggested that semi-formal presentations made by personnel in country where each meeting is held (including inviting NMCP representative) would be useful and informative.
Inviting people outside the group for contributions – e.g. a presentation on an innovative approach – would also be welcomed.
8.6. Governance

Some Governance issues were discussed. The following was agreed:

· Taskforce chairs should guide the process of selecting consultants for pieces of work commissioned by the CWG and its Taskforces. Mechanisms that should be considered to increase transparency in recruiting consultants include calling for consultant CVs through Drum Beat.
· There is a need for clear TORs for the CWG Secretariat. Graham will draft these and distribute to CWG members.
· The criteria for sponsoring participants should be agreed on. The Chair and Deputy Chair will develop criteria and circulate to members. 
8.7. Reviewing communication tools

It was agreed that future work of the CWG may include peer review of tools. 
8.8. Next meeting

Date: Tuesday 7 – Thursday 9 Sept, 2004
Venue: Dakar, Senegal – African Women’s Media Centre
Administrative support during the meeting will be provided by the African Women’s Media Centre.
Annex 1. Agenda

RBM Communication Working Group

2nd Meeting

20-22 January 2004
Hotel Africana, Kampala, Uganda

Objectives and Agenda 
AGENDA
Day One
	Time
	Session
	Presenter

	8.30-8.45
	Welcome, introductions, administrative issues
	Graham Root, CWG secretariat

	8.45-9.00
	Objectives and review of agenda
	Amie Joof-Cole, Chair

	9.00-9.30
	Update on RBM Secretariat and Board
	James Banda/Pru Smith, RBM Secretariat

	9.30-10.00
	Status of other RBM working groups and overlap/complementarity/co-ordination with CWG
	Angela Dawson, Deputy Chair

	10.00-10.30
	TEA
	

	10.30-13.00
	Taskforce Group Work

· Strategic Framework Task Force - Cheryl Lettenmaier (Chair)
· Capacity Building Task Force - Angela Dawson (Chair)
· Linkages/Integration Task Force - Neil Ford (Chair)
· Inventory of Tools and Approaches Task Force - Ben Adika (Chair) 
· Knowledge Management Task Force - Fiona Power (Chair)
	Taskforces

	13.00-14.00
	LUNCH
	

	14.00-14.45
	Capacity building taskforce report back
	Angela Dawson

	14.45-15.30
	Linkages/integration taskforce report back
	Neil Ford

	15.30-16.00
	TEA
	

	16.00-16.45
	Inventory of tools and approaches task force report back
	Ben Adika

	16.45-17.30
	Knowledge management task force report back
	Fiona Power


Day Two
	8.30-9.00
	Review of outcomes of Day One
	Chair

	9.00-10.00
	Presentation of draft RBM Strategic Framework 
	Cheryl Lettenmaier

	10.00-10.30
	TEA
	

	10.30-13.00
	Group work on reviewing draft strategic framework including incorporation of outputs of task forces into the framework
	All

	13.00-14.00
	LUNCH
	

	14.00-15.30
	Plenary
	TBC

	15.30-16.00
	TEA
	

	16.00-17.30
	Plenary
	TBC


Day Three

	8.30-9.00
	Review of outcomes of day two
	Chair

	9.00-9.30
	Status of the RBM Subregional Networks and how the RBM Communication Working Group can best support them
	Graham Root

	9.30-10.00
	Agreement on CWG method of working
	Amie? Angela?

	10.00-10.30
	TEA
	

	10.30-11.30
	Identification of priority CWG activities for 2004 work plan
	Amie? Angela?

	11.30-12.30
	Draft work plan including assigning responsibilities 
	Amie? Angela?

	12.30-13.00
	Agreement on what CWG presents to the Board
	Amie? Angela?

	12.30-13.30
	Dates for next meeting, participants etc
	Amie

	13.30-14.30
	LUNCH
	

	
	Close?? Depending on flights and additions to agenda
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Annex 3. Group work on strategic framework

Points raised in discussion:

Group 1 presentation re section 1 A and B of document

· Need to be careful of the examples we use (e.g. don’t use the example of the Love Life programme in Ghana, replace e.g with example of advocacy communication through Treatment Action Campaign (TAC) in South Africa – information available on the website)

· Need to be aware of different approaches or meanings to ‘scaling up’, suggestion to refer to the definitions as presented by Andrew Chetley (Director, Exchange Programme) in a recent meeting on HIV/AIDS communication

· Highlighting the communication activities that are already taking place within NMCP’s and the improved cost-effectiveness of taking a strategic approach to communication (more bang for bucks) is one way to advocate for malaria communication and support to work of communication people within NMCPs

· studies (in a box format) to help illustrate appropriate approaches in practice

Group 2 presentation re section 1 C, D and E of document
· Usefulness of short case studies (in box format) 

· Re-emphasis of need for advocacy for malaria communication, including allocation of appropriate resources to deliver effective communication strategies and appropriate support to communication people to deliver these programmes

· Re-emphasis of need to address complacency surrounding malaria and to create a sense of urgency

· Need for malaria champions

· People liked the group’s suggestions for facilitating learning and skills sharing e.g. by linking communication professionals working within malaria and across sectors

· People liked the way the group had presented e.g. around problems and way forward, was it possible to fit these under the categories in Section II of the document? 

· Be careful about using the HBM example from Uganda as it is politically sensitive

· Suggestion, when RBM are meeting with country programmes they ask for the national communication strategy as a way of prioritising the creation of these (this worked when it was done with malaria strategic plans)

· Importance of development and sharing of communication indicators as part of advocacy for malaria communication and resource allocation to this.

Group 3 presentation re section II A and B

· Usefulness of taking a couple of approaches and showing resources e.g. personnel, vehicles etc. needed to implement effectively

· Usefulness of case studies for each approach(suggestion of identifying what information we need and then identifying what information is available already and where

Annex 4. Revised outline for strategic framework
I. The situation 
A. Communication is an important part of every malaria control programme 

1. All malaria control programmes use many types of communication.  Box 1 lists types of communication frequently used by programmes.  

	Box 1 

Types of communication

frequently used by programmes

How many of these does your programme use?

	Leaflets, posters

Signs indicating service points

Community meetings

Radio spots

Television spots

Traveling and community theatre

Soap opera

Loudspeakers

Counseling

Social mobilization 

Health talks

Newspaper advertisements

Preprinted prescription pads 

Ceremonies (award ceremonies, launch events)

Health fairs
	Banners

Contests

Stickers

T-shirts

Media events

Brands, logos

Slogans

Packaging

Songs, jingles

News items (newspaper, radio, tv)

PRA/PLA

PHAST (cause-effect picture cards)

Community dialogue

Appreciative Inquiry


2. Communication is an essential element of all programmes, at all stages of implementation.  Some of the many ways in which communication has contributed to programme success are to:  {tighten list; selected examples}

a. Build a sense of urgency/put a health problem on the development and public agenda.  Counter the problem of complacency about malaria and make malaria more visible. 

EXAMPLE:  Treatment action campaign in South Africa

b. Create awareness of new policies & recommendations (ITNs, IPT, drug policy changes) among service providers and the general public and convinces them of the  importance of the intervention

EXAMPLE:  Mass communication in Kenya when switching from CQ to SP; mass campaign in Uganda to introduce SP + CQ

c. Create a demand for malaria services

EXAMPLE:  Uganda--Standard Chartered Bank subsidized ITNs had low uptake; URCS initiated community education about ITNs now demand so high, they have to charge for ITNs

d. Improve compliance with net re-treatment, early and effective treatment, IPT

EXAMPLE:  Net re-treatment in Zambia:  used radio spots, PA announcements, health worker guidelines and counseling re:  necessity and frequency of re-treatment

e. Counter/prevent misconceptions

EXAMPLE: Uganda:  community fears about ITNs fueled by MP were countered by the MOH through advocacy and education

f. Enable public to influence programs by providing a channel for feedback so that a programme is more responsive to people’s needs:

EXAMPLE: community dialogue in Malawi on IMCI produces village action plans that influence government priorities

EXAMPLE: community based malaria programmes in Mozambique using picture cards to stimulate community discussion, learning and action on malaria


g. Can improve accountability and transparency 

EXAMPLE:  Clients demanding correct treatment

EXAMPLE: Client knowing correct price

 3. Programs are already spending a lot on communication, even if they don’t have a separate communication plan
B. Strategic communication is necessary for scaling up malaria programmes.  Roll Back Malaria goals  (refer to box) can only be achieved if we can successfully scale up programmes


1. Principles that lead to effective communication (possibly in a box?)

2. (consult Andrew Chetley) Scaling up means increasing programme impact by:

a. Increasing geographic coverage

b. Reaching more people, for example, the most vulnerable or those previously unreached

c. Increasing the number of groups/organizations carrying out interventions, for example, by building partnerships 

3. Strategic malaria communication is a necessary element in scaling up. What is strategic malaria communication?  Planned communication that adheres to the following principles:

a. Employs a structured approach to design, including:

· analysis of malaria situation and responses to date

· involvement of the people the programme wishes to reach

· a defined plan of action that builds on existing opportunities, channels, structures and partnerships and takes into account the context in which interventions will occur

b. Maximizes involvement of partners (the public, service providers, academicians, media, government, NGOs, etc.) and resources towards a common goal.

c. Involves a continuous process of feedback, analysis, re-planning and action based on monitoring and evaluation of both processes and outcomes.

d. Involves more than delivering information; also

· Addresses factors that inhibit

· Promotes factors that facilitate

· Creates space for (emables/facilitates) dialogue and action around malaria issues

e. May be designed and implemented at any geographic scale (community, district, national, regional)

4. Why is strategic communication necessary to scale up malaria response? The value of strategic communication is that it: 

a. Can create a sustainable impact on behaviour through:

· changed social norms

· changed values

· shared understandings

· Increasing opportunities for reaching more people more often

· Reducing perceived and actual barriers to desired behaviour

b. Ensures consistency of malaria information

c. Provides benchmarks and indicators against which to measure quality, process and impact, thus making it easier to attract funding and adjust interventions

d. Can minimize duplication of efforts and reduce costs/ improves efficiency

e. Can pull all the elements of a comprehensive approach together

C. Problems that constrain the potential contribution of communication to malaria programmes:
1. Underlying issue: low status of communication

a. Communication is not valued. 

· Its benefits are not recognised, are poorly understood, or are regarded as implicit in all work; thus it is seen as low priority

· Communication is not regarded as integral to malaria program planning, implementation or evaluation.  It is often the last step in in any planning activity, and communication activities are the first to be cut.

b. Poor status of communication is reinforced by technical health institutions and donors’ lack of understanding of communication:

· Ignorance about communication approaches. 

· Lack of respect for skills

· Belief that “anyone can do it”.  

· Comparison with the corporate sector, which understands the benefits of good communication/marketing/internal communication.

2. Also, poor organizational communication 

Communication problems within NMCPs

Missed opportunities for joint communication initiatives across disease control programs. 

3. Results: 

a. Insufficient funding

b. Non-strategic, piecemeal plans 

· no communication analysis within situational analysis 

· lack of community involvement means that  social, cultural issues not taken into consideration

c. Poor implementation of good strategic plans (incomplete implementation, because complementarity of different elements not understood, seems easy to cut back part of a plan; or poor-quality implementation)

4. Poor communication is no better than no communication. 

a. For many communication approaches, there is a threshold effect.  For example, commercial marketers have found that mass media ads only have an effect when people hear them at the rate of x/week.  When ads are run in time slots or on channels that result in a lower frequency of exposure for most of the intended audience, the effect will not be achieved. 

b. Similarly, poor quality communication – muddled messages or ones that don’t address the central issues -- does not “work”.   Poorly trained or supervised or overworked health staff will not be effective counselors.  

EXAMPLE: home based management i.e pre pack drugs no social mobilisation as communication component no funded incomplete evaluation and incomplete implementation. [nb may be politically difficult to critique this programme] 

WE NEED MORE EXAMPLES OF HOW THESE PROBLEMS HAVE HURT PROGRAMS
D. Call to action.  Roll Back Malaria wants to ensure that

1. Good communication occurs.  This will require that countries have good strategic plans and that these plans are well-resourced and fully implemented.  This does not mean just attractive posters about the importance of nets or    but has many implications:

a. Fully developed plan

· MOH etc undertake comprehensive communication analysis – map communication networks and channels (+ opportunities for engaging other partners + seizing upon existing partnership) 

b. Includes advocacy (to get better buy-in from stakeholders)
· Communication is seen as the responsibility of everyone involved in health.

· Advocacy for communication to relevant decision makers. 

c. Attention to capacity building

· Training/ awareness raising – communication for technical personnel at all levels.  

· Building internal capacity of NMCPs – institutional strengthening, leadership, shared professional norms, teamwork, management.

d. Includes monitoring and evaluation

· Appropriate communication indicators required.

II. The Way Forward

A. Recognition of malaria communication and appropriate prioritization of resources

1. The situation   

a. Resources for malaria control are increasingly available through different mechanisms (PRSPs, SWAPS, Global Fund).  

b. At all levels, from donor to District, financial resources available for malaria control don’t always (but should) include an appropriate prioritization for malaria communication activities. 

c. There is spending on communication outside the public sector (not-for-profit and private sector)
1. Annex: give examples of line items in the NMCP budget (one-off events, information sharing, communication support for projects, community mobilization etc)

2. Annex: give examples of successful projects and their costs (e.g., Soul City; mass media campaign in Philippines)

2. ? The response

a. Need for advocacy to affect resource prioritization. In advocating for monies for malaria, the costs of communication activities need to be considered.

b. Positioning of the control programme?

c. Influencing

d. Organizational communication

B. The way forward will not be the same in every country.  Hard choices will have to be made because of budget constraints and because of the varying context and problems.  Choices are complex.

1. Diversity of possible communication approaches 
a. Many approaches – most frequently used listed in Box x and briefly described in Annex x.  (refer to Waisbord “Family tree”?)

· Some very similar to each other (occurs because renamed after adaptation of one or more elements.   Can be classified in many different ways:
Interpersonal…mass media

Source of underlying model/theory (drama, marketing, education) 

· Classification used here:

advocacy (different: ultimate audience is small)

community participation/dialogue

based on application of marketing principles: social marketing

based on drama: edutainment, theater

health education

social networking (not yet widely implemented)

mixed (many many)

b. Issues to consider:

· How large an area am I going to do this in?

· How quickly and for how long do I need to do this?

· Can I just focus on this one problem, or can I/should I integrate with other malaria interventions or other health or development interventions?

· Are their social norms/issues I need to address (such as gender, class)?

· Can I achieve my goals by working with the public sector alone or should I involve NGOs/civil society and the private commercial sector?

c. Answers to these questions help determine which approaches can be used:

	
	Geographic scale
	Time period
	Vertical/Integrated
	Individual/Societal
	Public/Private

	Approach
	District
	National
	Short
	Long
	Vertical
	Integrated
	Individual
	Group
	Public
	Private

	Community participation
	X
	
	
	X
	x
	xxx
	x
	xx
	X
	

	Based on marketing
	X
	xx
	x
	
	X
	X
	xx
	x
	X
	X

	Drama-based
	X (theater group)
	Edutainment via radio, tv
	
	x
	x
	xx
	xx
	x
	x
	x

	Health ed based
	x
	
	x
	x
	x
	
	x
	
	x
	

	Social network
	<x
	
	
	x
	x
	
	x
	xx
	
	


d. Issues/challenges and the role of communication in addressing them 

TABLE – “Malaria interventions and communication (strategic framework table)

2. Integration 
· Include work on dissolved integration/vertical taskforce

· DIAGRAM: “Moving towards an integrated approach for malaria communication”  (across malaria interventions and with other health and development interventions)
3. Whatever the problems and whatever the choices of approach that are made, three other elements must be considered: 

a. Need for knowledge sharing

· Access to tools

· Share lessons learned and best practices (includes review and reflection)

b. Need for capacity building

c. Need for monitoring and evaluation

� See Section 8 – for further issues related to co-ordination with other Working Groups.








PAGE  
2

