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Introduction

The RBM Communications Assessment is the initial stage in the process to develop effective and inclusive national malaria communication strategies in RBM participating countries across Africa. The assessment, carried out between October 2002 and April 2003, took place in Ghana, Mali, Senegal, Tanzania and Uganda. The main purposes were to assess:

· Institutional capacity of government, civil and private sectors;

· The evaluation status of existing malaria and health communications programmes; 

· Evidence of health communication programmes’ and/or projects’ impact and appropriate replicable models;

· Strategic fit to RBM communication objectives at national level;

· The gaps and opportunities in terms of capacity, services, information needs, methodological approaches and communication tools;

· Donor support to malaria communication programmes at regional, national and local level;

· Regional strategies and activities including, networking, coordination and information sharing;

· The capacity to implement participatory development processes from needs assessment through to design, implementation and monitoring and evaluation;

· The role and impact of health information including, means of communication used, media analysis and audience preferences.

Methodology

Each of the five pilot countries participated in a 15-day assessment that comprised two days’ literature review and stakeholder identification, 10 days’ field research and three days’ report writing. The field research was typified by rapid appraisal techniques that included semi-structured interviews, stakeholder workshops, focus group discussions and the review of secondary source materials. 

It is important to note that, given the use of rapid appraisal techniques, findings should be treated as a ‘soft’ indication of national and regional malaria communications situations and trends relating to the assessment period. Owing to the timeframe it was not possible to identify and meet with all stakeholders, particularly at local level.   

It should also be noted that the author carried out assessments in Mali, Tanzania and Uganda and while generalised comments have been drawn from all five country reports, specific references are related to experiences and findings in the aforementioned countries. 
Challenges

· Limited understanding and knowledge of development communications. The assessors found considerable confusion around communication terminology and methodologies such that there was a variable understanding between practitioners and non-practitioners of the applicability and scope of contemporary communication tools. This was underpinned by an over reliance on conventional IEC (Information, Education, Communication) approaches that tended to be led by health professionals rather than community-driven. All of the pilot countries demonstrated a lack of integrated communication planning and activities between sectors, for example health, education, women and youth, and agriculture. Malaria communications activities tended to run as stand alone campaigns; these were often project and donor driven and were over reliant on social marketing approaches.
	Development Communications 

Development Communications is a specialist field of communications that has been emergent over the last decade. It is characterised by an interdisciplinary approach and is a fusion of contemporary social, anthropological, developmental, communication and marketing theory and practice. Development Communications puts knowledge and choice at the centre of the agenda and is distinguished by: 

· People’s rights to a voice

· People’s rights to information

· Freedom of all communication channels 

· Participation

· Ownership of knowledge

· Accountability of governments and societies

· People’s improved ability to put informed choices into practice


· Absence of/basic malaria communication strategies. All five countries were characterised by an absence of/fragmented approach to malaria communications strategies; while commitment was made at national policy level this was not reflected in national malaria control programmes’ linked objectives and activities. Those countries with a significant bed net campaign, such as Tanzania, had developed the most coherent strategies.  Three principle strategies have been developed in Uganda to support home-based care, management in pregnancy and the introduction of a new drugs policy; these are largely project driven and do not relate to a principle communications strategy.
· Poor visibility of National Malaria Control Programmes. Most national programmes were poorly positioned within Ministries of Health with programme heads often having to report through several lines of management to reach directors of health. This was further compounded by the level of political commitment and donor support to HIV and AIDS programmes and was commonly cited by assessment participants as a contributory factor to the lack of prominence and funding to malaria control programmes. These factors have a causal effect on operations and give rise to poor press relations (for example in Uganda journalists found it very difficult to obtain permission to interview health professionals), poor coordination and planning, duplication of activities and fragmented advocacy.
· Lack of regional coordination and information sharing. These activities are in the development stage. There have been some promising developments in the East and Great Lakes Africa Region with the forming of an Inter-agency Inter-country forum which first met in Mombasa, 2002. Some NGOs are taking a regional approach, for example, Panos in West Africa shares inter-country broadcast materials and CEEMI (Centre for the Enhancement of Effective Malaria Interventions) in Tanzania is developing regional training workshops and malaria control in pregnancy projects.
· Limited coordination and implementation capacity at sub-district level and below. This can largely be attributed to the decentralisation process that has yet to be fully supported and implemented at regional and local levels; this was the case, to varying degrees, in all of the assessment countries. In most cases this has meant a shift in responsibility for health communications to regional and district level providers who lack the training and resources to implement effective health communication programmes.
· MoH departments responsible for health education have limited capacity.  Typically government health education departments are supported by small numbers of staff who lack resources and training and are responsible for too diverse a range of activities. Commonly staff are not in a position to advocate for more prominence and funding and lack the confidence of other departments and sectors to deliver effective communications materials.
· Limited communications research and monitoring. Evidence gathered from primary research demonstrates that at national level there is a good level of knowledge of malaria prevention and control. There was very little evidence of media research and practitioners were largely dependent on a ‘gut feel’. Audience segmentation and profiling were not practised, one exception being DISH’s (Delivery of Improved Services for Health) Home-based Management of Fever/Malaria in Children and Control of Malaria in Pregnancy in Uganda.
· Lack of involvement of communities in defining their needs and priorities. This was most notable in government, multi-lateral and private sector programming. There was plenty of evidence to support that where national and local NGOs were involved as significant project stakeholders levels of participation and project ownership increased.
· Health communications monitoring and evaluation protocols are not in place. This was found to be the case in all of the assessment countries and as such it was not possible within the scope of the research to attribute any wide-scale impact relating to malaria communications. Some individual projects such as PSI’s (Population Services International) bed net campaign in Tanzania were able to demonstrate an increase in their use as did a small scale MoH study in Mali. SRH in-country programmes had, in a number of cases, developed protocols that could be used as models for malaria communications.
· Poor planning and development of messages. One of the primary causal factors determined was the lack of coordination platforms for malaria communications right across the five assessment countries. Message development tended to be project or behaviour specific and was driven by stand alone campaigns. Messages were delivered as statement of fact rather than sold as the benefits of desired behaviour change; at worst messages adopted a tone of blame and associated good practice with good individuals that ultimately led to alienation.
· Continuum approaches to practice change not applied to communications programmes. As already mentioned campaign materials and messages developed tended to relate to specific individual practice rather than viewing behaviour change as an interlinked and independent process of historical, contemporary and future health choices and actions. Communication materials did not address, particularly in the context of very low income families, the casual relationship and opportunity cost of adopting one set of behaviours over another.
· Limited strategies to meet the needs of poor and marginalised groups. This is demonstrated by the lack of audience profile and preference research and the limited capacity to segment and target audiences according to specific information needs and most appropriate means of communication.
Opportunities

· Commitment from partners to develop and implement malaria communication strategies. All key stakeholders who participated in the assessment identified a strong need to develop coherent and effective malaria communication strategies. For some health professionals, working at national level, the assessment offered the first opportunity to come to together to identify needs and priorities. As a result there is a strong commitment to developing such strategies and the supporting platforms that are needed to do this; for example in Mali the head of the malaria control programme has made a commitment to setting up regular coordination meeting for organisations involved in malaria communications.
· Community health volunteer structures in place. The scale and scope of these obviously vary between countries but they offer an opportunity to provide and possibly scale-up community outreach activities through, for example, networks of peer educators, community health volunteers and community-based resource persons.
· Radio infrastructures provide national coverage. All of the five assessment countries had a moderately developed infrastructure of public, civil and private sector radio stations that offer a considerable resource to a wider and integrated malaria communications strategy. Local and community-based radio provide an entry point to hard to reach groups as they are more likely to be owned and trusted by the community and are often broadcast in local languages.
· Evidence of positive development and participation practice. As previously mentioned there is a strong repository of development and participation knowledge and practice within the NGO sector. This could be further strengthened through local and national networks and the mapping of NGO activities and learning.
· Moderate capacity of private sector and marketing organisations. This was found to be the case in Tanzania and Uganda where media infrastructures are more developed and audiences have a slightly higher consumer spend. The assessors noted that much of the private sector health campaigns employed a style and content more appropriate to northern audiences and were strongly influenced by the perceived needs of international NGOs and audiences. A partnership between private and civil society sectors in the development of malaria communications would be more likely to lead to more localised and targeted materials.
· New and significant investments into the marketing and distribution of bed nets. The introduction of pilot and national bed net campaigns represents a significant investment in policy development and funding in both East and West Africa. While activities vary in scale they are likely to form a major component of in-country communication strategies and it will be important to ensure that existing bed net strategies are effectively linked to and incorporated in national malaria communication strategies.
Community Preferences

All audiences express a strong preference for materials developed and disseminated in local languages, except in cases, such as Tanzania, where there is a unifying national language. People also expressed a preference for the use of localised channels of communication; for example, in Mali audiences identify groits or storytellers as the most trusted and respected source of information in the community; they also identified that national and local campaigns and ongoing dialogues needed to take integrated approaches.  Linked to this is the ‘People like us factor’ whereby people wanted messages and dialogues that relate to and are delivered by people who share their experiences. 

Audience members interviewed defined a need for accurate information that is not misleading or conflicting; for example, one MoH campaign in East Africa pointed to the wrong sex mosquito as the malaria vector. It was also identified that information needed to be appropriate to local needs and situations such that was RAP (Relevant, Affordable and Practical) and gave people an understanding and ability to act on causal relationships and continuum practice.
Communication Strategies – Best Practice

Below is a brief summary of the key steps described in the author’s guide A Toolkit for Developing Malaria Communication Strategies.
· Understanding the problems – establishing baselines, mapping influences and knowing the audience/s;

· Building partnerships – mapping, influencing and involving stakeholders;

· Strengths and weaknesses – identifying historical, contemporary and future challenges and opportunities;

· Building capacity – researching and understanding where most effectively to support human and infrastructure resources;

· Design considerations – sustainability of outcomes versus services, participation, service provision, management, monitoring and evaluation;

· Strategic Framework – who owns and uses it and for how long;

· Designing messages and dialogues – understanding how audiences receive, process and act on information.

Key Considerations

· How do we make RBM more visible?

· How do we strengthen in-country partnerships?

· What are the needs and roles of communities, partners and technical support?

· How might WHO fulfil a broader advocacy role beyond the scope of RBM communications?

Next Steps 

· National level workshops are held to validate assessment findings and prioritise needs.

· Strategies are developed at RBM Geneva, Regional RBM networks and at national level.

· Potential partners are identified.

· Process and outcome indicators are developed as part of a monitoring and evaluation framework.

· Additional research is carried out into community information needs in-country.

· Guidelines on carrying out communications assessments are developed for countries not involved in the pilot.
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