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Preface

In January 1997, the World Health Organization’s Department of Reproductive Health
and Research (RHR) commissioned a retrospective qualitative study of 25 years of
experience in information, education and communication (IEC) as it had been applied to
public health initiatives globally.  The purpose of this study, which relied on a literature
search, a field survey, and in-depth interviews, was to examine lessons learned from two
decades of experience in applying IEC interventions in support of public health in order
to improve the integration of reproductive health services.  While the focus of the study
was on ways in which IEC can support reproductive health strategies, the discourse
surrounding this effort pointed to a number of generic issues of interest or concern to all
health education, communication, and promotion practitioners.  An analysis and
synthesis of “lessons learned” as perceived by IEC programme managers, field
implementers, donors, and evaluators revealed significant dichotomies and differences of
opinion that have emerged in the field of IEC in recent years and helped to identify
several areas for future operations research.

In 1998, author Elayne Clift published “IEC Interventions for Health: A 20 Year
Retrospective on Dichotomies and Directions”, in the Journal of Health
Communications (Vol. 3, pp. 367B375). The article articulates those divergent
opinions, cites major areas for further research, and highlights a strategic approach to
partnerships aimed at improving the delivery of health and communication programmes.

This Occasional Paper, also authored by Ms. Clift, attempts to articulate the lessons
learned, reflecting a retrospective view of what we know about planning, implementing,
monitoring and evaluating IEC interventions.  Also presented are special considerations
which must be taken into account when applying IEC to reproductive health initiatives.
The paper is intended for public health professionals who are conversant with, but not
expert in, the IEC field. It compiles some common features in IEC components that
have been evaluated and deemed successful.
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Introduction

This paper was commissioned by the Department of Reproductive Health and Research
at the World Health Organization to examine lessons learned from more than two
decades of experience in applying information, education and communication (IEC)a
interventions in support of public health. It represents an attempt to gather and
synthesize experiences in IEC for public health, and to succinctly analyse and share
these experiences so that IEC can be effectively integrated into, and support, improved
reproductive health programmes and service delivery. This effort is intended to serve as
an orientation, or a ‘tour d’horizon’, to future IEC work as educators, practitioners,
policy-makers and communication specialists in all aspects of public health strive to
build upon past experience in enabling people to effect more healthful behaviours.

The document is primarily intended for individuals working in public health generally,
and in reproductive health specifically, who are conversant with – but not expert in – the
principles and practices of IEC. It is a retrospective rather than a prospective work. The
paper is qualitative in nature and attempts to articulate lessons learned throughout the
years. It is not the purpose of this document to critique the projects from which it has
drawn lessons or to report evaluation findings, although wherever available, documented
evidence of effectiveness has been included (in many cases, impact is anecdotal). For a
more refined view of projects cited, readers may find it necessary to consult original
sources as listed in Appendix 3: Information sources. Further, it is not possible in a
document such as this to offer definitive IEC choices, best practices, or recipes for
programming in individual situations. Each strategy must be designed and implemented
based upon its own IEC objectives, the intended audience, cultural, social and political
characteristics, and any facilitators or barriers that may exist in a given situation.

In order to undertake this work, a literature search was conducted. In-depth individual
interviews as well as “round table discussions” were held with key informants (i.e.,
designers, implementers, evaluators and managers of IEC projects in health). It was also
considered very important to garner the opinions and experience of people working
directly in the field. To that end, a questionnaire was sent to numerous field contacts by
WHO as well as by other agencies or organizations interviewed.

This document outlines a set of “lessons learned”. These lessons reflect a retrospective
view of what we know now about planning, implementing, monitoring and evaluating
IEC interventions. They focus on generic practical steps and on what has “worked”.
This section is followed by a presentation of special considerations which must be taken
into account when applying IEC to reproductive health initiatives.

At the onset, it is necessary to state several caveats with regard to the contents of this
document. First, this paper brings together the results of an in-depth search for the most
recent and the most relevant material and opinions. It is not, however, exhaustive.

                                                
a While the words “information”, “education” and “communication” all have individual meanings,
grouped together as IEC they become an accepted term in the field of health communication. Please
consult glossary.



2 information, education and communication
O

  
 c

  
 c

  
 a

  
 s

  
 i

  
 o

  
 n

  
 a

  
 l

  
  

  
 P

  
 a

  
 p

  
 e

  
 r

  
  

 6
Constraints in time and other resources, and the extraordinary amount of information
related to this task make it impossible to claim absolute coverage of all pertinent issues.

Similarly, this is not necessarily a consensus document. A wide range of views and
experiences exist with regard to IEC work. While this paper attempts to capture the
main nuances of professional discourse in an even and fair way, it cannot claim to be all-
inclusive. In the end, parameters for discussion had to be established and within those
parameters, as rich and full a picture as is possible has been laid out within the limitations
of time and space. Thus, for example, projects “showcased” as models have been
chosen for their innovation, their illustrative nature, their longevity, and so forth; no
judgement is implied. Lessons learned are included because of their generic or thematic
nature; it is not possible completely to dissect every project or every component of the
methodology in order to extract lessons.

Further, this paper assumes a basic knowledge of the form and function of IEC
interventions and of the disciplines which inform its practice. It is simply not possible to
discuss all of the relevant theories and schools of thought which have contributed to the
ever-evolving discipline of health promotion and communication.

It should also be underscored that attempts to apply the experience and lessons of
vertical public health programmes using IEC to integrated reproductive health can be
extremely challenging. Reproductive health is composed of many complex behaviours.
The ways in which these behaviours interface in terms of individual actions, which can
be largely influenced by culture and values, and in terms of IEC objectives, strategies
and messages, must be carefully considered. At every step of the continuum (i.e.,
planning, implementation, monitoring and evaluation), there are numerous variables and
issues to be considered.

Indeed, this concern is largely the reason that this paper has been undertaken. Until we
assess lessons from the field and the questions they raise, we will not know what is
transferable from vertical programmes to integrated reproductive health programmes.

The majority of this paper relies heavily on, and in some instances draws directly from,
the work of others. All people, materials and organizations consulted are listed either in
the Acknowledgements or in Appendix 3: Information sources. There is no intent to
claim as original or proprietary the contributions of others, which may have been
paraphrased or repeated from documents in the public domain.

Finally, this document is intended as a catalyst for further discussion and exploration. It
is important to realize that it is necessarily limited in scope and that it intentionally raises
more questions than it answers. It is believed that looking back is helpful insofar as it
enables one to look ahead, and that in the dynamic world of public health and IEC,
change is inevitable.
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What is Information, Education and Communication?

Information, education and communication initiatives are grounded in the concepts of
prevention and primary health care. Largely concerned with individual behaviour change
or reinforcement, and/or changes in social or community norms, public health education
and communication seek to empower people vis-à-vis their health actions, and to garner
social and political support for those actions.

IEC can be defined as an approach which attempts to change or reinforce a set of
behaviours in a “target audience” regarding a specific problem in a predefined period of
time. It is multidisciplinary and client-centred in its approach, drawing from the fields of
diffusion theory, social marketing, behaviour analysis, anthropology, and instructive
design. IEC strategies involve planning, implementation, monitoring and evaluation.
When carefully carried out, health communication strategies help to foster positive health
practices individually and institutionally, and can contribute to sustainable change toward
healthy behaviour.

IEC Lessons Learned

The following set of lessons learned represents a synthesis of documentation from
numerous IEC projects over the past 25 years and also reflects the opinions of those
interviewed or surveyed for this paper. These lessons constitute a compilation of some
common features of programmes that have been deemed successful. They are not
exhaustive, but speak to the issues which arise most frequently as IEC interventions are
being planned, implemented, monitored, or evaluated, and which are seen as most
critical. These lessons are intentionally presented in succinct fashion so that they may
serve as a “check list” or ready reference.

Lessons Learned - Generalb

§ The most important lesson learned in IEC is that it works. It creates awareness,
increases knowledge, changes attitudes and moves people to change or continue
their behaviour or to adopt an innovation.

§ Very rarely does a person make a decision alone. To make a lasting change in one
individual, the key influentials must be identified and encouraged to support these
changes.

§ Mass media helps to create an agenda for public debate. It reaches many people
and is not that expensive. However, to be effective, mass media must be
supported by interpersonal and group communication.

§ Communication channels should ensure availability of feedback mechanisms. This is
important for reinforcement and for clarifying questions and issues.

                                                
b Much of this section has been drawn from: Nutrition communication project. Final report.
Washington, DC, The Academy for Educational Development, 1996.
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§ Personal testimonies of affected people are far more compelling than any other

form of communication. Fear arousal is seldom effective.

§ When a communication programme is designed and carried out by expert
practitioners , it is more likely to achieve success.

§ A mass communication programme dealing with sensitive issues socially validates
open discussion of these issues, thus making them part of the everyday agenda.

§ In order for a communication campaign to be successful, the relevant social
services infrastructure  should be prepared to satisfy the increased demand for
services created by the campaign.

§ An important element in a health communication campaign is an adequate blend of
entertainment and social messages.

§ A continuing barrier to the success of IEC interventions is limited resources and
unrealistic expectations.

§ Resources need to be devoted to producing salient materials in sufficient quantity,
to establishing a workable distribution and reordering system, and to showing
service providers how to use materials. Also needed are basics: signs showing the
way to services, what services are available and what they cost, days and hours of
service delivery, and how one can access services.

Planning a Strategy

§ IEC succeeds when it is planned with a comprehensive strategy. This means
having clearly articulated objectives, keeping the client at the centre of what is being
designed, conducting appropriate research, undertaking audience segmentation,
carefully crafting and testing messages, knowing and using appropriate channel
choices, and planning for monitoring and feedback.

§ Particularly in the case of reproductive health initiatives, it is important to know and
incorporate community traditions  (e.g., disposal of placenta, respecting
preferred birth position), and to “follow the community at its own rhythm”.
Communities will test you and credibility takes time.

§ Much can be achieved through a comprehensive IEC intervention which emphasizes
long-term capacity building at the grassroots level. In this respect, the community
is vital; it is not simply a message channel or a passive recipient of services or
information.

§ IEC issues overlap with related issues of service delivery, quality of services,
community participation, and so on. There must be a true dialogue around a wide
range of issues relevant to public health during the planning stage.
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§ Changing behaviour is not an easy or quick task. An ideal campaign is sustained
over time  to foster changes in social and behavioural norms.

§ It is important to remember that everything cannot be changed at once. Also, it
is important to focus on what is relevant or not relevant, and consider not only
information but also the “knowledge-behaviour gap”.

§ IEC interventions are more cost-effective when there are clear links with health
care service delivery programmes rather than when they are conceived as
stand-alone IEC projects. From a communication perspective, this makes vital the
quality of client-provider contact. Provider behaviours require monitoring,
reinforcement, and updating. The lack of a supportive environment from the health
care provider is also a factor that can hinder individual behaviour change.

§ People learn new behaviours best: when they are learning something they feel is
useful, when they can put into practice what they are learning, and when they
receive feedback and are rewarded for doing well. Modelling is often the best way
to teach complex behaviours.

§ Programmes that seek to teach new behaviours work best when they define
through research what the health problem really is, who it affects, how those
people understand and respond to the problem, what obstacles they are likely to
encounter, and how the audience can be influenced to change. A particular
behaviour can be part of a complex set of behaviours with differing responses to
each component along a continuum of change.

§ Sound programmes also use audience segmentation (i.e., the grouping of
audiences by demographic, social, and psychographic variables), marketing
techniques, behaviour analysis, and anthropological research to create messages
that are salient, action-oriented and attractive. They test those messages,
integrate communication channels, monitor and evaluate regularly, and commit to the
long haul.

§ Getting information on which to base an IEC strategy doesn't need to be time-
consuming, costly and complicated. A short list of highly specific questions can keep
formative research focused on essential issues, i.e., identifying concrete and
realistic behavioural targets for the different audiences, ways to reach each
audience, and appropriate messages for each audience.

§ The type of information needed will drive the research methods  to be used.
Most programmes require a mix of ethnographic, market, observational, attitudinal,
consumption and epidemiological research. Hybrid approaches (qualitative and
quantitative) are often best and are not necessarily more costly or time-consuming.

§ More effective campaigns combine mass media with community, small group,
and individual activities, and are supported by an existing community structure.
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§ Campaigns for preventive behaviour are more effective if they emphasize positive

behaviour change rather than the negative consequences of current behaviour.
Fear arousal as a campaign strategy needs to be used with caution. It is rarely
successful as a long-term campaign strategy.

§ In message design, be aware that people seldom like to be told what to do.

§ The timing of a campaign helps to determine its effectiveness. For example, in
diarrhoeal disease campaigns, seasonality is an important consideration since
diarrhoeal disease often occurs in the rainy season.

§ If more than one set of messages is being delivered via an umbrella campaign
(e.g., several issues are being covered under one unifying theme), phasing of
messages might be important to avoid information overload.

Implementing a Strategy

§ Support of community leaders, public opinion leaders and decision-makers can
lead to stronger results. The use of such identifiable and credible sources of
information can enhance the success of an IEC initiative.

§ Actively involving the target audience in the design, implementation and
monitoring of a project is critical. Listen to local language, custom, and experience.
Negotiate the relevance of an intervention with the audience. Make sure the
intervention addresses reality “on the ground”.

§ Establish linkages and relationships with, and actively involve, traditional healers,
local nongovernmental organizations (NGOs) and local support groups, and
recognize the important role each plays. Share information with them.

§ The interaction between health care providers (at all levels) and clients is
important for successful IEC interventions. This is where one stage of decision-
making takes place. Provider behaviour is critical and the need for behaviour and
attitude change among health workers has been established. (Physician resistance to
change, as well as punitive actions by all other levels of health worker, is well
documented.) Training in interpersonal communication and counselling skills is
absolutely critical to successful programming.

§ Multimedia campaigns  are most effective when mass media and popular
traditional channels are used in combination with person-to-person interactions.
There is less power in stand-alone multimedia campaigns than in campaigns that link
the power of media and the power of individual persuasion with service delivery.

§ A media campaign should use diverse broadcast and distribution channels,
combining television, radio, print and traditional media, in order to maximize
penetration and impact. More attention needs to be focused on the mix of
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channels used in a given situation. Achieving “reach and frequency” in
communications takes careful research and planning.

§ Decisions about media channels and frequency and intensity of broadcast or
distribution should be closely tied to initial and ongoing research with the target
population.

§ Take advantage of local holidays and festivals to disseminate messages or for
inaugural events.

§ IEC interventions cost money to implement and to sustain over time. There is an
imbalance between expectations about what IEC can do and the resources
allocated to carry out those interventions. It is important to realize that change
within five per cent of a designated population represents good progress.
Remember, even Coca-Cola never stops promoting its product.

§ Logos and symbols offer a way to create unity between a wide range of
communication messages, allowing the target audience to build up interpretations
and meaning over time. However, certain symbols are recognized at only certain
levels of the population. Assure that you have adequately tested a symbol or logo
and are aware of the audience’s understanding or interpretation of the same prior to
launching.

§ The use of logos and symbols in advocacy campaigns  has also been successful.
The red ribbon has come to symbolize the international struggle around HIV/AIDS,
but this meaning has only developed through continued association with other
HIV/AIDS messages. The White Ribbon Alliance for Safe Motherhood raises
awareness about the need to make pregnancy and childbirth safer for all women and
infants.

§ A campaign should reach relevant segments of the target population with
meaningful messages; materials should have broad appeal and, at the same time,
some materials should be tailored to meet specific subsets (e.g., by gender, age,
race, economic status). It is important to direct messages at specific behaviours and
when defining behaviours to think about action/target/context/time (e.g., “Always
use condoms correctly when having vaginal sex with your main partner.”) A media
campaign should be ongoing and responsive to shifts in the market and the
audience in order to prolong and sustain its impact.

§ Media campaigns need to reflect an entire programme’s behavioural
objectives through appropriate message cycles to targeted audiences. Such
messages should support existing desired behaviours, promote new behaviours as
necessary, and alter unhealthy behaviours. Conditions must be in place to support
whatever behaviours are being promoted. For example, birth spacing messages
might reinforce dialogue between partners, encourage clinic visits for contraception,
and address community social norms that advocate large families. It is then



8 information, education and communication
O

  
 c

  
 c

  
 a

  
 s

  
 i

  
 o

  
 n

  
 a

  
 l

  
  

  
 P

  
 a

  
 p

  
 e

  
 r

  
  

 6
incumbent upon reproductive health facilities to have trained practitioners and
counsellors on hand to facilitate these behaviours.

§ Sometimes it is important to anticipate trouble and to develop a crisis
communication plan if the intervention is considered controversial. It may be
important to determine in advance who will act as spokesperson for the programme
and s/he should be prepared. Centralizing information for dissemination to the public
may help to avoid problems. It is important to communicate with all key audiences
and to maintain good relationships with them. Know who the possible opponents
are and, in so far as possible, build trusting relationships. Remember that people
respond best to facts. Listen first, then act. Be prepared to make short-term
sacrifices for long-term gains.

§ Facile pretesting can yield poor information. Many erroneous conclusions have
been attributed to superficial testing for such things as comprehension. Observations
of materials in use and trial periods can help to detect problems. Go beyond simple
focus group discussions. Use different approaches to collect information, and
remember that moving from data to messages is difficult.

§ Simple, inexpensive print materials can be useful and more cost-effective than
more expensive and elaborate products, i.e. counselling cards are helpful for use by
health workers. Also, graphic materials for home use can be important, especially in
empowering women to negotiate their reproductive health needs. Materials like
fotonovelas (similar to comic books but using photographs) have been used to
assist women in Latin America, for example, to negotiate with their sexual partners.

§ It is important to move beyond the “I need a poster” syndrome in developing print
materials. Choosing the right print product can be difficult and requires rigorous
exploration and selection. Be sure to tailor materials to the appropriate literacy level,
even when developing materials which only require visual literacy.

§ IEC materials are more widely distributed when their distribution system is
combined with relevant health commodities (e.g., distribution of contraceptive
commodities simultaneously with posters for family planning).

§ Distribution of print materials may occur more effectively if contracted out to the
private sector. The failure to plan for, implement and maintain distribution systems is
often a major failing of IEC efforts. Stories of materials, video cassette players, and
other materials and equipment “sitting around gathering dust in warehouses” abound.

Monitoring and Evaluating a Strategy

§ Monitoring has been neglected as a tool for understanding operational dynamics and
for detecting what works or doesn’t. Inexpensive methods for monitoring can
be used and should be explored (e.g., observation).
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§ Documentation of programme inputs and implementation experiences is important
for understanding successes and failures. Methods for doing this should be
institutionalized as part of management information systems.

§ Evaluation of IEC efforts is a complex task and should be considered from the
very beginning, when projects are being planned and not just after they are
underway or completed. Involving specialists in research design and evaluation early
on can ensure that process and impact evaluations are valid and reliable.

§ There is a need for extreme specificity in questions  asked in an evaluation,
especially in countries where multiple interventions have been carried out. Carefully
constructed questions are very important. In designing questions, messages must be
carefully analysed so that primary messages (e.g., “breast is best”) are distinguished
from secondary messages (e.g., promotion of weaning practices).

§ The research and evaluation team should be given an opportunity to fully
understand the project. The stronger the understanding between programme staff
and researchers, the better the product.

§ Evaluation should be considered a learning tool by programme staff and should
be embraced as a resource for programme redesign.

§ An evaluation framework should be responsive to programme needs, and
should feed information and data back to programme staff to allow for corrections
and adjustments to programme components during implementation. Evaluation
should not impede implementation. As one evaluation expert put it, “We will rarely
have evidence that is incontrovertible; nonetheless, we still need to act sensibly on
the best evidence we have.”

§ Recognizing that research and evaluation designs may have limitations and
factoring in those limitations when assessing the effectiveness of programme
strategies can contribute to more successful outcomes.

Training

§ Provided with relevant training, non-IEC professionals can coordinate the
development of good quality IEC materials and approaches. In order for training to
be relevant, it must take into account the role and job description of the persons
being trained. People should not be trained just for the sake of training. All training
designs should be seriously deliberated and individualized in order to meet the needs
of the programme and of those being trained.

§ People need training in materials use and distribution as well as materials
development.

§ Phased training, focusing first on skill building and then on skill transfer, is a
successful model. It allows trainees to practice their new techniques (e.g.,
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counselling) before actually becoming trainers of others in the same skill area. This
enhances overall programme sustainability. A competency-based approach to
training is most effective at building skills.

§ Training should be curriculum-based and apply the principles of adult
education.

§ Like other programme components, training should be evaluated, and those who
are being trained should be involved in developing the curriculum.

§ Even when trained, people have difficulty discussing personal matters (such as sex)
with others. IEC training needs to address this problem, and to provide specific
techniques for opening dialogue  and moving it forward. It must also address the
need for health care workers to come to grips with their own behavioural and
cultural biases. (For example, can a midwife act against female genital mutilation in a
believable way if it has been done to her and she has allowed it to be done to her
daughters?)

§ There is a pressing need for training in IEC techniques that effectively motivate
people to express their genuine desires relating to reproductive health. Similarly,
training design needs to take into account the desires of trainees and/or providers as
well.

§ It is most effective if the number of levels of trainers  is kept to a minimum. That
is, instead of having different trainers for each level (i.e., province, county, township,
village), have perhaps two levels of trainers responsible for all training activities. The
fewer the number of levels, the less opportunity for important content to be lost
during training of trainers workshops.

§ Ensure that appropriate training materials are available for community level
workers. This includes budget considerations to assure funding so that adequate
materials reach all levels, not just those at the higher levels.

§ Include leaders and managers  in the programme or establish a parallel
programme for them to ensure they understand the importance of interpersonal
communication work and will support it in future.

§ A client-centred approach to training can have dramatic results in terms of service
delivery. A consumer perspective requires that health workers understand the
client's circumstances, that they seek solutions to problems in collaboration with the
client, and that they are systematic about follow-up.

§ Well-designed and tested training modules can serve as reference points for
national and local training programmes. In designing materials for widespread use or
for local adaptation, three strategies can help assure relevance and widespread use:
involving a wide range of potential user organizations in identifying needs and issues;
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involving them in pretesting the materials in their respective programmes; and
involving them in the translation and publication of materials.

§ Incorporate interpersonal communication principles and skill training in regular,
pre- and in-service training programmes.

§ Include in any training curricula, sessions on how to conduct audience research
and how to use the results to adapt training materials for use at different levels.

§ Include as many posters, models, and other teaching aids  as possible in training
programmes to supplement curricula and training materials.

§ Schedule follow-up or refresher training.

§ Be sure that clearly articulated job descriptions with realistic expectations are
reviewed regularly and that supervision is ongoing.

Lessons Learned in IEC Specific to Reproductive Health

Peer education, support groups, counselling and interpersonal communication

Peer education, support groups, counselling and interpersonal communication are
important components of a reproductive health programme. Peer education allows for
dissemination of information and discussion about specific topics by members of a
person’s own age or social group. It often provides the most comfortable atmosphere
for dialogue around sensitive issues. In peer education situations, the lead peer educator
has been trained not only in interpersonal skills but also in the content area upon which
the education focuses.

Support groups provide mutual assistance among members who share a common
situation or problem. Such groups often provide a special form of social support that
may be lacking in other networks. Support groups are recognized to have particular
benefits for women, including improved psychological well-being, increased community
participation, and greater message comprehension.

Counselling is a client-centred interactive communication process in which one person
(usually trained) helps others make free, informed decisions about their personal
behaviour. It provides support in decision-making and action. Counselling can occur
individually or in groups. It may involve professionals or peers, the latter being especially
important in the reproductive health arena. Counselling can focus on long-term change,
or on crisis intervention (as in situations of post-abortion or sexual violence). It involves
a set of specific skills, including active listening, non-judgmental attitudes, probing skills,
problem solving ability, and behaviour modelling.

Interpersonal communication is a broad term for person-to-person interaction and
mutual understanding. It implies trust, support and, frequently, negotiation, and it is an
extremely important part of any communication strategy.
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Peer education, support groups, counselling and interpersonal communication have
proven to be extremely important as communication mechanisms on reproductive
health-related topics and among certain specific audiences (e.g., teens, military). For
example, one study of 21 projects worldwide that used a peer education strategy found
that peer educators had moved from simply raising awareness to supporting actual
behaviour change1. Ninety-five per cent of peer educators in that study reported that
they had changed their own behaviour since becoming a peer educator.

The ideal peer educator (and counsellor) is respected, charismatic and literate. He or
she has good communication skills and an interest in self-enhancement. Peer educators
are often chosen by the members of a target audience because they are viewed as
leaders and role models. Peer educators may work with individuals or groups in a
variety of settings and may use teaching aids such as videos or drama.

Peer education and counselling projects face numerous challenges. Among these
challenges are time constraints, limited resources, transportation problems, client denial,
and occasional harassment or intimidation. Also, peer educators and counsellors require
more advanced training the longer they remain engaged in programmes. They should be
professionally supported as legitimate members of the team by health care providers. In
reproductive health programmes, the challenges are even more specific. The issues of
counselling in reproductive health are increasingly complex. This reality raises questions
about the training and supervision of those providing counselling, as well as about
message content and the integration of messages (i.e., family planning with sexually
transmitted infections, including HIV/AIDS). It will take sound scrutiny of past
experience to address concerns about how to design salient sexual health education
programmes, messages and curricula. Developing appropriate linkages, umbrella
themes, and indicators of best practices are among the priorities of IEC planners
working in the area of reproductive health and counselling, peer support and other forms
of interpersonal communication.

It should be noted that consistent with this concern, significant attention has been paid
over the past 15 years to counselling as a necessary part of education programmes and
as a major communication strategy, although a relatively small body of research has
been carried out in this area to datec.

Gender considerations

Women’s concerns

One of the lessons learned across all sectors of development is the importance of
incorporating a gender perspective in programme planning and policy-making. This
lesson is also profoundly important in the spheres of reproductive health and IEC.
Listening to women, including them in planning, implementation and decision-making,
and validating the reality of their daily lives are all facets of a successful intervention
                                                
c For more on this topic, readers may wish to see Family planning counseling: a curriculum
prototype (1995) and Family planning counseling: the international experience (1993), both
produced by EngenderHealth, New York.
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aimed at healthy behaviour. Women have both short-term, practical needs (e.g., food,
shelter, safety) and long-term, strategic needs (e.g., economic viability, reproductive
freedom, enhanced status). In all aspects of their lives, women’s needs and priorities
must be met with sensitivity and without presumption. Whether in the realm of human
rights and freedom from violence or in activities of daily living, women’s empowerment
is paramount.

Almost without exception, those programmes that actively listen to women by eliciting
their opinions and preferences come closer to achieving their health promotion
objectives2. Inviting the voices of women, incorporating their experiences, and
understanding their roles as economic producers, household caretakers, and community
members can measurably enhance the success of holistic reproductive health
programmes.

Issues of human sexuality, family planning and child spacing, conception, abortion,
childbirth practices, obstetric events, and so on are sensitive, private matters. Women
need to feel that their attitudes, values, experiences and beliefs are respected. They need
to know that they can trust the information they get, and that they can act upon it without
fear of repercussions. Reproductive health messages need to address women as
women, not just as caretakers, and they need to speak to women as adult members of
the family and community, not as if they were children. Programmes should be designed
to appeal to women (and be accessible to them) and information should not be
overwhelming, simplistic, or condescending. Reproductive health must be seen within
the context of the life cycle, and also in the context of every aspect of women's lives.
Such gender issues as power relationships between women and men, women’s roles
and status, their access to and control of resources, and sex preferences in children
need to be included in the mindset and the dialogue surrounding IEC interventions.

Women can sometimes be seen as a “hard to reach” audience. This label can be
pejorative and can eclipse good reasons, from a woman's perspective, why certain
behaviours are not adopted3. Time allocation and competing demands,
fatigue/illness/depression, health worker behaviour, or communication and power
struggles within the marriage dyad can all be contributing factors to a woman's choice
not to act. These realities need to be seriously considered when mounting an IEC
initiative which demands even more of a woman's time, energy and resourcefulness.

Gatekeepers and influentials are particularly important in reaching women. Husbands,
religious leaders, female family members, elders, and traditional birth attendants all play
a part in women's access to information and in their decision-making with respect to
their own reproductive health. Women, those who care about them, and those who
depend on them must understand the importance of prevention, maternity care, and the
full range of other reproductive health services that contribute to women's wellness.

Public health IEC programmes can contribute in many ways to increasing knowledge,
changing attitudes, and enabling action and mutuality – important goals for women's
well-being. Advocacy initiatives can increase awareness of women's health problems
among policy-makers and can help foster a physical and social environment conducive
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to good reproductive health. Public education can promote appropriate action in the
home and community, and can discourage unsafe practices that harm women's health
(e.g., delays in seeking care during pregnancy, and female genital mutilation)4.

Finally, it must be underscored that in order to adequately incorporate women's (or any
other audience’s) perspectives on reproductive health issues, it is necessary to begin
with well-designed qualitative research. Such research can narrow the gap between
women and reproductive health programmes which are intended to meet their needs. All
too often, formative research asks only standard knowledge, attitudes and practices
questions and fails to adequately investigate barriers, and motivating or facilitating
factors for women. Such research fails to let women speak for themselves. And, too
often, results are not applied effectively to developing IEC interventions. Using women's
specific realities and felt needs as an entry point for reproductive health programmes
requires a thorough understanding of what women themselves think those needs are.
Sensitivity to using women's own health concepts and language in the design of
messages, materials and activities increases women's ability to understand and benefit
from them. Providing women with exactly the information they require, precisely when
they need it, is easier when women have participated to the greatest extent possible5.

Men as partners

Reproductive health programmes have increasingly understood that men's support and
participation are essential to the ultimate success of any reproductive health initiative.
Men need to be addressed in three specific roles: as individuals/partners, as community
leaders, and as government leaders6. Thus, the term “men as partners” seems more
appropriate than “male involvement” or “male responsibility” when discussing the
importance of including men in reproductive health initiatives.

It is important to learn what men want and need in terms of reproductive health.
Increasing the participation of men in reproductive health programmes begins with
understanding their point of view and their perceived needs as distinct from women's.
One key to increasing men's participation is to develop messages, based on
segmentation and qualitative research, that are relevant to men’s concerns.

Men must also be positioned as caring partners, not as irresponsible adversaries. Power
differentials notwithstanding, men's potentially positive role in family planning and
reproductive health must be capitalized upon. The macho stereotyping of men is
counterproductive and may limit men's ability to access information. At the same time,
men’s potential for exerting a negative influence on women’s decision-making must be
checked; it is well known that many women feel they must use contraception without
discussing it with their partners or in the presence of a counsellor because of fear of
reprisal. Idealism in these matters must not override reality. Accordingly, men should be
encouraged and oriented in talking to their partners and in making joint decisions with
them. Messages need to appeal to men's sense of responsibility and involvement in
family matters. Couples’ communication is crucial.
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In an interesting perspective on “ensuring male responsibility in reproductive health”,
Errol Alexis of the Margaret Sanger Center International makes the case that men know
very little about their own sexuality and that they do not communicate about sexuality in
their relationships. Their lack of information is overshadowed by their strong belief in
sexual myths. Alexis believes that the lack of greater success in promoting reproductive
health is directly related to male resistance and to the fact that men make decisions
about sex based on “power, trust and pleasure”. Programmes need to examine male
power and privilege as well as male trust or mistrust around such issues as
contraception. Finally, programmes need to address male pleasure in relation to his and
his partner's sexuality. Men tend to see involvement in family planning and reproductive
health as restricting their pleasure. Programmes and messages need to be designed,
therefore, to address these issues.

Male peer educators, promoters, and providers should be trained in issues of male
sexuality including sexual myths and facts, family communications, and domestic violence
and sexual abuse. Acting as role models, they can provide information in a culturally
sensitive manner using existing communication channels. The success or failure of such
male-oriented programmes should be measured not in terms of the number of condoms
sold or vasectomies performed, but rather by a combination of levels of communication,
attitudes toward sexual and reproductive health, attitudes towards family size,
knowledge and use of contraceptives, levels of knowledge about sex and sexuality, and
acceptance of family planning7.

Service sites for men should be publicized and promoted; promoting men's access to
information and services has been overlooked in the past. Further, a focus on women
only serves as a barrier for men who may be interested in knowing more about
condoms or vasectomy. Such male-oriented sites could also improve men's perception
of contraceptive methods. Studies around the world have shown that men want more
information about contraception. Without accurate information, men (like women) are
susceptible to rumours and misinformation and thus fail to become active partners in
family planning and reproductive health. In programmes where men's fears and concerns
have been addressed, men's attitudes have improved and their contraceptive use has
increased6. Men should also be given facts about women's family planning methods.

Working with opinion leaders to increase men's social support and using multiple
communication channels to create a synergistic effect are also important in reaching men
of all ages.

Youth as an audienced

Reproductive health projects for youth can be controversial. Parents, policy-makers,
religious groups and other influentials often fear that by openly discussing sexuality and
family planning and by providing services, such projects foster premarital sex and

                                                
d Much of this section has been drawn from: Israel R, Nagano R. Promotion of adolescent
reproductive health: lessons learned from social marketing and communications projects.
Newton, MA, Educational Development Center, for USAID, 1998.
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encourage promiscuity8. In order to build support for a youth project, it is important
from the beginning to identify and work with both high-level supporters and opponents
of youth programmes. Early on, programme managers must inform policy-makers and
community leaders as well as potential collaborators about the extent of the adolescent
sexuality issues to be addressed. Leaders and gatekeepers should be invited to
participate in designing the project or should serve on a project advisory committee.
This kind of action gives programme planners an opportunity to assess what materials
and services are acceptable and to defuse any potential opposition. Indeed, sceptics can
be converted into vocal champions of an effort they have helped to develop.

Because of the sensitivity of reproductive health issues for youth, planners should begin
work on a small scale and expand efforts slowly. A pilot project may help to make
people comfortable with larger initiatives. It may also be wise to begin with less
controversial topics and then systematically build upon them, adding more sensitive
issues as work progresses.

Research and evaluation should drive the development of youth programmes. It is very
important to conduct appropriate audience analysis and pretesting of materials so that
messages do not seem to “preach”. To reach youth directly, projects must speak to the
audience in credible and trustworthy ways. It is also important to involve youth
themselves from the outset, as designers, implementers, and as spokespersons.

It should be recognized early on that young people want accurate information about sex.
If they do not get it, they may accept hearsay and rumour which will then have to be
countered. Also, information must be linked to services. Sexually active youth need
support, counselling, and services for family planning as well as prevention and treatment
of sexually transmitted infections (STIs). Where youth do not have access to legal, safe,
affordable, convenient and confidential reproductive health services, projects may need
to advocate for changes in national policy or they may need to establish alternative
sources of care.

Youth projects must address both males and females and double standards of sexual
behaviour must be considered. Programmes must work with parents and other
influentials, often a daunting task in the face of resistance and poor information and skills
on the part of adults. Mass media can foster family communication and can make
discussions around sensitive topics easier. Schools are another partner for youth.
Administrators and teachers must be brought into the dialogue on health and sexuality.

Community activities often offer a way to reach young people. Entertainment or sports
events can be action-oriented. Also, by using various communication media, youth
projects can reach different audiences with complementary messages. Pop culture and
print materials are a powerful combination. Finally, engaging positive role models for
youth are key. In this regard, caution must be exercised in using celebrities. The
spokesperson's own lifestyle should illustrate wholesome attitudes and behaviour such
as that being promoted by a campaign. Also, role models need not be real people.
Fictional characters in TV drama or radio soap opera can be just as powerful figures as
real life people.
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Changing adolescent behaviour requires intensive, long-term programme efforts that
incorporate a mix of media along with interpersonal communication and counselling.
Guidance and facilitation help to keep youth focused on critical issues.

Negotiation/Life skills

Development of life skills is an important concept in promoting healthy behaviour
generally, and specifically with respect to reproductive health. Negotiation will be
required which involves risk-taking and a set of acquired skills that even the most
sophisticated may find intimidating at times. Negotiation-focused messages need to be
developed that deal specifically with negotiation issues as they relate to reproductive
health matters for all audience segments. For example, what is negotiation and how do
you carry it out successfully? How do you deal with opposition and resistance? How do
you achieve a win-win situation? How can you avoid locking into an entrenched position
so that negotiation or compromise is impossible? Assertiveness and decision-making
skills will also be important, accompanied by methods that help to develop positive self-
esteem. Experience has shown that practising negotiation skills with “scripts” tends to
yield positive outcomes. Such questions and skills are critical if women, youth, and other
vulnerable populations are going to be enabled to “own” power, and to act on their own
behalf.

Religious Institutions

As was underscored at the 1994 International Conference on Population and
Development (ICPD) in Cairo and the 1995 Fourth World Conference on Women
(FWCW) in Beijing, some religious institutions have a vested interest in issues relating
broadly to gender equality, and specifically to the area of women’s reproductive lives. In
particular some religious fundamentalist groups perceive an erosion of their teachings
and beliefs if women are granted what others deem to be their basic human and
reproductive rights. This is obviously an area of potential conflict that must be
considered carefully by public health educators and advocates as they pursue “health for
all”. Many communication programmes have successfully broached this dilemma with
sensitivity, and have been able to find common ground, delicate though it might be, with
religious leaders in the communities where they work.

Building Partnerships for Integration through IEC

Integration can be considered with respect to IEC itself (e.g., the integration of
messages and media mix), and it can be thought of in terms of integrating service
providers, organizations and agencies, or others with a vested interest in reproductive
health outcomes. A fundamental operations research question is whether or not it is
viable and/or appropriate to integrate reproductive health services and/or IEC
messages. But, assuming a consensus can be reached on what is meant by integration
and how to achieve it, and assuming agreement in terms of its viability and usefulness, it
becomes important to understand the relationship of IEC to integration vis-à-vis
reproductive health. Most simply put, communication, and more broadly IEC, can be
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the natural facilitator of programmatic integration because dialogue and cooperation are
inherent in the discipline and its methodologies. In addition, IEC brings specific skills to
bear on the challenge of achieving sound integration, whether organizationally or
interpersonally. Whether one is trying to effect better coordination and collaboration
between agencies, or attempting to inform clients about coordinated resources in the
community, communication techniques and trained communication specialists can offer
the bridge that is often necessary for understanding how the parts of a system (or
campaign) form a whole.

In terms of organizational integration, which implies functional linkage rather than
cooptation, it is important to build alliances with others working in the same community
or delivering services to the same clients. By doing so, it is possible to maximize effort,
expertise and resources while avoiding duplication of services and contradictions in
information provided. However, developing partnerships is not easy, nor is it a static
process that will progress without significant nurturing. It could therefore be helpful to
envisage developing and maintaining partnerships as a fluid process along a continuum
which ranges from mere co-existence, to communication, cooperation, coordination
and, finally, to collaboration. During the process of achieving collaboration, conflicts
inevitably arise. How these conflicts are resolved is critical, because the basis for moving
forward rather than remaining static resides in that process. Alliances are formed when
groups successfully negotiate beyond their differences to jointly accomplish a common
purpose.

In a state of coexistence, organizations perform their tasks in isolation, even though they
may be serving the same client or offering the same or similar services. There is no
attempt to work together and, in some instances, competition between agencies or
organizations may exist. Communication between organizations, as with people, includes
more than just verbal exchanges. Partners draw conclusions from such indicators as
body language, decisions made and behaviours exhibited. Most organizations are
structured to preserve, expand and justify themselves. Once they can establish a
minimum level of trust, learning to acknowledge conflict and to address such conflict
through a variety of negotiation strategies, the threat to the development of partnerships
decreases. In the cooperation phase, there is a willingness among organizations to work
together to make programmes successful, even though each party maintains separate
and autonomous programmes. Partners may plan activities and schedules jointly, even
though each one retains its independence and autonomy. Examples include referrals
between organizations, networking, cross-training or information sharing. In
coordination, elements of the service delivery system are articulated in such a way as to
provide for comprehensiveness, accessibility and compatibility among service elements.
Partners agree upon strategies that modify existing services or activities to achieve
greater efficiency and effectiveness, and although each agency remains independent,
there may be mutually agreed upon goals and shared resources. Collaboration
represents the most fully developed level of partnership, in which organizations establish
a mutually agreed upon vision and mission. They share power, authority and resources.
Collaboration requires long-term institutional commitment and participants must agree to
relinquish organizational autonomy in order to accomplish the mutually agreed upon
goals and objectives9.
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Another model developed by NGO Networks for Health looks at a participation
continuum based on levels of control. Where outside control is high, cooptation and
tokenism occur; when there is collective action, people set their own agenda and
mobilize in their own self interest.

In 1994, in Cairo, ICPD established a number of challenges for reproductive health
service delivery in which partnerships and integrated approaches are implicit. Countries
will have to determine on an individual basis how to operationalize the ICPD mandate.
(In doing so, they will need to keep in mind clients’ needs from the perspective of those
clients.) Integration will have to occur at all levels, i.e., intellectually, as well as in relation
to health interventions per se and to management practices. Potential partners will have
to remember that while people are usually rhetorically committed to the ideal of
integration, in reality calling for collaboration can make it more difficult to garner
practitioner support because it often represents increased work loads or a sense of
competition, especially if scarce resources are involved. The challenge lies in
overcoming this perception.

Integration in message development raises other issues, including such things as the
challenge of dealing with cognition and effect in message design, or the problems of
overload and appropriate phasing. Strategies, messages, and IEC infrastructure must all
be integrated for optimal outcome. But is it really possible, or even advisable, to
integrate messages about safe motherhood, STIs, family planning, HIV/AIDS, violence
against women, and so on? When does integration become cooptation? What should be
the focal point for integration (e.g., behaviour change? management? messages?) Where
does IEC actually fit in terms of the whole picture? Clearly, “integration” is a linchpin for
a variety of issues to be addressed as IEC continues to mature as a methodology.

These are difficult considerations in the post ICPD and FWCW era, and in
development generally, when reproductive and other health programmes are being
called upon to do more and to expand services in the face of shrinking resources.
Similarly, IEC strategies are challenged to be more comprehensive, more enabling, and
more inclusive. This reality means that the issue of partnerships – how to identify
appropriate partners and how to collaborate and negotiate with them more effectively –
is critical. One of the most important, and to date underdeveloped, partnerships is the
one that should exist between providers and clients. Many would claim that this is the
true starting point for a successful IEC intervention. Beginning here, planners and
implementers need to examine what power struggles exist, they need to grasp who are
influencers or peers, and they should identify relevant management issues. Unless the
client, frequently constrained by social norms, and the provider, often controlled by
management, converge on a common goal, health objectives will most likely not be met.

Further, the private/public sector partnership, promoted and scrutinized for many years,
still requires examination in the continuing quest for a paradigm of partnership that
actually works. As some say, we “talk the talk” of partnership, but in fact, we don't
always invite others in. But genuine coordination, collaboration, and shared
responsibility are required if partnerships are going to be viable. This requires strategic
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communication at all levels and across all relevant sectors. To that end, communication
specialists need to be brought into a project or programme from the beginning. They are
vital to the strategic vision of an intervention and can contribute measurably towards the
establishment of convergence models that are perhaps more efficient and effective than
vertical models that parallel or compete with one another.

The question then becomes: how can IEC contribute to the overall goals of reproductive
health integration and how can it support a sense of “ownership” among partners? How
can it help to inform policy rather than to shore up, after the fact, policies that may not
be entirely feasible?  Life skills and negotiation are as relevant here as they are in
interpersonal dyads. Similar risk-taking and skill-building is required, for just as
individuals need to feel valued and included, so do organizations and their leadership.
They too must learn to deal with opposition and resistance in order to achieve a win-win
situation. Working toward compromise is crucial if mutual reproductive health goals are
going to be met, whether from an organizational or an IEC perspective.

Conclusions

This paper has attempted to share instructive ideas and experiences in IEC interventions
over the course of the past two and a half decades, for public health in general, and
specifically for reproductive health programmes. In the course of exploring experiences
and lessons learned about IEC interventions, there emerges a number of fundamental
issues to be addressed by IEC specialists and other experts with whom they interact as
the field moves forward. First, the communication strategy has become more important
than the mere production of messages, posters, campaigns, or events, as health issues
and behaviours are recognized as being ever more complex. Viable partnerships, in all
their potential varieties, have been recognized as vital to successful and sustainable
outcomes. Values, meaning, and cultural context have risen in the list of priorities and
motivational factors that must be considered when strategies are being designed
(whether aimed at individual behaviour change or at changing social norms), and this in
turn has led to increased respect for genuine participatory approaches that go beyond
the usual rhetorical commitment to “client-centred” campaigns. Quality of services,
sound management, interpersonal communication and counselling, and capacity building
are now recognized as crucial to the success of truly integrated IEC and preventive
health care and health promotion efforts. Understanding the overall sociocultural and
political environments into which IEC programmes must fit is now paramount.

Success can be achieved by working through private and public sectors, centralized and
decentralized programmes, or hybrids, so long as they are operating with a coherent
system that takes into account divergent perspectives and needs in its assumptions and
its approaches. The role of advocacy is much better understood than in the past and the
importance of social support in all of its guises is widely acknowledged. It is important
to pursue long-term goals that recognize the need for resources, creativity, high levels of
energy and commitment, and continued surveillance. It must also be recognized that the
task is, as ever, an evolving one requiring focus, flexibility, and forward thinking that
remains open to the nuances and new thinking within the discipline of IEC.
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The goal then, in short, is to apply what has been learned to date, to remain open to
new and ever-enlightening experiences, and to carry forward an expanding field with
increasing sophistication and insight, and to raise critical questions for further
consideration. What better time than now to begin this important task?
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Appendix 1: Theoretical Perspectives B Understanding IEC in
the Larger Context

For many public health professionals who are now used to the idea of prevention, it may
be surprising to remember that the formal concept of health promotion is barely three
decades old. It emerged in the mid-1970s with the publication, in Canada, of A New
Perspective on the Health of Canadians, a document which first introduced into
public policy the notion that death and disease could be attributed to four discrete
elements: inadequacies in the provision of health care; lifestyle or behaviour factors;
environmental pollution; and bio-physical characteristics. The Alma Alta Conference of
1978, in which the concept of primary health care came into focus, further elucidated a
new framework in which lifestyles and the environment were highlighted against a
backdrop of political will, social commitment, and appropriate technology. From Alma
Alta forward, public health specialists began to think in terms of developing new social
norms for health, empowering people toward personal growth and responsibility for
their health actions, increased use of the media for health education, and building
alliances and support systems which would enable individuals to make healthy choices.
“Health for All by the Year 2000” became the global clarion call.

Prior to this time, the public health movement, which evolved as an outgrowth of
industrialization and urbanization, had focused on the effects of poverty in the home and
the work place (particularly sanitation) and had led to health education efforts which
initially tended to be one-way, didactic, and victim blaming. As the discipline
progressed, it called for delivering information about behaviours that would benefit the
health of large numbers of people within a community, motivating those people to adopt
healthy behaviours and/or to make use of existing services; it concerned itself with
training populations around these behaviours, and with mobilizing community groups to
create conditions conducive to supporting these behaviours. Health promotion grew out
of a concern that more emphasis needed to be placed on developing and implementing
supportive health policies. According to the World Health Organization, health
promotion represents the sum of policies and actions which secure the conditions for
healthy living and sustainable health development at the individual and collective levels.

Theories on behaviour change suggest that the adoption of healthy behaviours is a
process in which individuals progress through various stages until the new behaviour is
routinized. Behaviour models, based on a set of assumptions about the change process,
emphasize features that are relevant to community-based health promotion. The
challenge for IEC specialists and health educators is the creative use of these theories to
promote healthy behaviour10. Among the most important of these theories are:

Health Belief Model - A psychological model that attempts to explain and predict health
behaviours by focusing on the attitudes and beliefs of individuals, particularly with
respect to their perceived susceptibility, seriousness and severity of disease, benefits of
service, and barriers to accessing health care.

Theory of Reasoned Action - This theory specifies that adoption of a behaviour is a
function of intent, which is determined by a person’s attitude (beliefs and expected
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values) towards performing the behaviour and by perceived social norms (importance
and perception of others).

Social Learning Theory - A theory which states that one’s behaviour and cognition
together will affect future behaviour. In this model, behaviour, personal factors, and
environmental influences all interact. An individual’s ability to symbolize behaviour, to
anticipate outcomes, to learn through observation, and to have confidence in performing
the behaviour are all crucial11.

Preceed-Proceed Model - A model which applies behaviour change theories such as
those cited into a planning, implementation and evaluation process. Its main principle is
that most enduring health behaviour change is voluntary and results from people actively
participating in the change process.

Running like a delicate thread through all of the contributions these models offer is the
concept of creativity. As a report by The British Council says, “Creativity taps into our
cultural resources, our emotions, beliefs, values, and personal experience; it induces an
emotional engagement with issues which can lead to a voluntary change of behaviour; it
also engages our natural problem-solving faculties which enable us to find alternative
solutions to the challenges of life”12.
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Appendix 2: Glossary of Terms

Advocacy - persuading others to support an issue of concern to an individual, group or
community.

Anthropology - the study of the cultural context in which behaviours take place.
Anthropological or ethnographic studies explain prevailing perceptions, beliefs and
values.

Barrier - any financial, logistical, physical, emotional, or psychological impediment that
constrains or prevents a person from acting.

Behaviour analysis - the rigorous focus on behaviour which helps to draw attention to
environmental events that may be influencing individual behaviour patterns. By exploring
antecedents and consequences, researchers can explore the rewards and punishments
of a particular action in order to determine what might be more compatible with cultural
norms.

Catalytic approach - an approach to social mobilization that relies on an event or an
idea as a catalyst to mobilize multiple sectors, form alliances to address critical health
issues, develop organizational capacity, and build a community of advocates with a
shared vision.

Channel - a means of communication with an individual or target audience; includes
mass media, print media, interpersonal contacts, and indigenous media.

Communication - the use of language as well as nonverbal signs to convey meaning
between parties.

Communication campaign - a strategically planned series of related, carefully targeted
activities delivered through multiple channels to a large audience and designed to achieve
a specific cognitive or behavioural goal in a predefined period of time.

Communication objective - a target that specifies the intended audience, the type of
change expected, when and where the communication activity is to take place and what
criteria will be used to measure its success.

Communication strategy - a combination of methods, messages and approaches by
which planners seek to achieve a communication objective.

Community - a group of people living in the same geographic area with some degree of
common interests and an easy means of communication.

Community-based organization - a specialized organization usually formed with a
specific set of objectives which is not affiliated with governments but with specific
populations. CBOs are similar to nongovernmental organizations (NGOs).
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Community participation - a process by which community members actively take part in
the design and delivery of programmes and activities being conducted in the
community's interest.

Counselling - a client-centred interactive communication process in which one person
helps another to make free, informed decisions about their personal behaviour,
providing support in decision-making and action.

Diffusion of innovation theory - a theoretical approach concerned with how innovations,
or ideas perceived as new, are communicated through channels over time among the
members of a social system. How do people create and share new information, what
makes them adopt or change a behaviour, and how quickly are they willing to change?

Enter-educate - a strategy using entertainment to convey educational messages.

Folk media - any form of traditional entertainment (e.g., stories, songs, plays, puppet
shows) which lends itself to integration with current social issues.

Formative research - a systematic investigation carried out during the planning and
development phase of a campaign or programme to deepen one's understanding of the
audience and the environment in which that audience functions.

Health communication - the crafting and delivery of messages and strategies, based on
consumer research, to promote the health of individuals and communities. A public
health communication strategy has three components: planning, intervention, monitoring
and evaluation. Like health education, it attempts to change or reinforce a set of
behaviours in a large-scale target audience regarding a specific problem in a predefined
period of time.

Health education - a multidisciplinary practice concerned with designing, implementing
and evaluating educational programmes that enable individuals, families, groups,
organizations, and communities to play active roles in achieving, protecting and
sustaining health. The process is comprised of a continuum of learning which enables
people to voluntarily make decisions, modify behaviours, and change social conditions in
ways that enhance health.

Health information - the content of what is communicated through various channels to be
used for informing various populations about health issues, products and behaviours. All
information related to health.

Health promotion - Health promotion represents a comprehensive social and political
process; it not only embraces actions directed at strengthening the skills and capabilities
of individuals, but also action directed towards changing social, environmental and
economic conditions so as to alleviate their impact on public and individual health.
Health promotion is the process of enabling people to increase control over the
determinants of health and thereby improve their health. Participation is essential to
sustain health promotion action.
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HIV/AIDS - the acronym used in most countries to refer to human immunodeficiency
virus and acquired immunodeficiency syndrome.

Information campaign - a systematic, planned intervention that uses various
communication channels to reach a “target audience” with specific messages.

Information, education and communication (IEC) - a package of planned interventions
which combine informational, educational and motivational processes as a component of
a national programme. IEC aims at achieving measurable behaviour and attitude changes
or reinforcement within specific audiences based on a study of their needs and
perceptions. IEC requires multidisciplinary skills and borrows techniques and methods
from various disciplines.

Integrated campaign - a promotional campaign that combines elements of
communication, education, information, advertising, mass and folk media, and
community outreach to convey information and ideas to populations or individuals for
the purpose of eliciting emotional and behavioural responses.

Media advocacy - the strategic use of mass media for advancing a social or public
policy initiative.

Media strategy - a carefully tailored plan for using the media to accomplish a specific
goal.

Norms - social or cultural sanctions defining the acceptability of behaviours within a
given cultural context.

Outreach - contacting individuals in a target population through person-to-person
channels.

Peer education - dissemination of information and discussion about specific topics by
members of a person's own age group, occupation, or social group.

Positive deviance - a departure, difference, or deviation from the norm resulting in a
positive outcome.

Reproductive health - a state of complete physical, mental and social well-being and not
merely the absence of disease or infirmity.  Reproductive health addresses the
reproductive processes, functions and system at all stages of life.

Segmentation - a division and study of the intended audience by primary, secondary and
tertiary groups based upon specific criteria, such as by needs for products and services
as well as by sociodemographic characteristics, in order to make IEC efforts more
effective.
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Sexual health - Sexual health is the integration of the somatic, emotional, intellectual, and
social aspects of sexual being in ways that are positively enriching and that enhance
personality, communication and love.

Sexually transmitted infection (STI) – an infection or set of diseases that can be
contracted due to certain unprotected sexual activity.

Social drama - an umbrella term to describe any theatre or mass media dramatization of
a social issue or problem to probe controversy and mobilize community action.

Social marketing - the design, implementation and control of programmes aimed at
increasing the acceptability of a social idea, practice, or product in one or more groups
of target adopters. The process actively involves the target population who voluntarily
exchange their time and attention for help in meeting their health needs as they perceive
them. Social marketing borrows heavily from commercial marketing, especially in the
use of the “4 P’s” of product, place, promotion, and price. It also adheres to the
principle of segmented target audiences and use of multiple channels to disseminate
messages. A client-centred approach, social marketing is concerned with the target
market’s perceptions and preferences, which are determined by qualitative research.

Social mobilization - a broad-scale movement to engage large numbers of people in
action for achieving a specific development goal through self-reliant effort, most effective
when composed of a mix of advocacy, community participation, partnerships and
capacity building activities that together create an enabling environment for sustained
action and behaviour change.

Social norms - expectations about an individual's behaviour or beliefs that can be
attributed to others who are emotionally important in the individual’s life.

Strategic mobilization - a process for managing individual and environmental change
activities, accomplished by a lead agency and intermediaries, in a coordinated fashion;
represents a fusion of social marketing and social mobilization, using the best each has to
offer for communication efforts.

Sustainability - the adoption and maintenance over time of new behaviours.

Target audience - a group of individuals defined by specific demographic, geographic,
or psychographic characteristics to whom a programme or campaign is directed.
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Key organizations contacted

Academy for Educational Development
(AED)  
1875 Connecticut Ave., NW,
Washington, DC 20009-5721, USA
Tel: 202-884-8000
E-mail: admindc@aed.org

AFRICARE
Africare House, 440 R St., NW
Washington, DC
Tel: 202-462-3614
E-mail: development@africare.org

BASICS Project
Basic II Information Center, 
1600 Wilson Blvd, Suite 300,
Arlington, VA 22209, USA
Tel: 703-312-6800
E-mail: Infoctr@BASICS.org

Centre for Development and Population
Activities (CEDPA)
1400 16th Street, NW, Suite 100,
Washington, DC 20036, USA
Tel: 202-667-1142
E-mail: cmail@cedpa.org

DKT International Vietnam
8 Trang Thi St.,
Ha Noi, Vietnam
Tel: 844-826-0043
E-mail: dkt@netnam.org.vn

Emory University Rollins School of 
Public Health
Dept. of International Health
1518 Clifton Rd, NE
Atlanta, GA 30322, USA

EngenderHealth
440 Ninth Avenue,
New York City, NY 10001, USA
Tel: 212-561-8000
E-mail: info@engenderhealth.org

Family Health International (FHI)
2101 Wilson Blvd,
Arlington, VA 22101, USA
Tel: 703-516-9779
E-mail: services@fhi.org

Futures Group
1050 17th Street, NW, Suite 1000,
Washington, DC 20036, USA
Tel: 202-775-9680
E-mail: tfgi-dc@tfgi.com

International Planned Parenthood
Federation (IPPF)
Western Hemisphere Region,
120 Wall Street, 9th Floor,
New York City, NY 10005-3092,
USA
Tel: 212-248-6400
E-mail: info@ippfwhr.org

Johns Hopkins University Centre
for Communication Programs (CCP)
111 Market Place, Suite 310,
Baltimore, MD 21202, USA
Tel: 410-659-6300
E-mail: webadmin@jhuccp.org

Manoff Inc.
2001 S. Street, Suite 510,
Washington, DC 20009-1125, USA
Tel: 202-265-7469
E-mail: E-mail:
manoffgroup@compuserve.com

Margaret Sanger Centre International
Planned Parenthood of New York City,
Margaret Sanger Square,
26 Bleecker Street
New York City, NY 10012, USA
Tel: 212-724-7200
E-mail: msci@ppnyc.org
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MotherCare Project/ John Snow
Inc.(JSI)
Arlington, VA 22209-3100, USA 
Project ended in September 2000.

NGO Networks for Health
2000 M Street NW
Suite 500
Washington DC 20036, USA
Tel.: 202-955-0070
E-mail: info@ngonetworks.org

Pathfinder International Main Office
9 Galen Street, Suite 217,
Watertown, MA 02172, USA
Tel: 617-924-7200
E-mail: information@pathfind.org

Population Services International (PSI)
1120 19th Street, NW, Suite 600,
Washington, DC 20036, USA
Tel: 202-785-0072
E-mail: generalinfo@psiwash.org

Porter Novelli International
1120 Connecticut Avenue, NW,
Washington, DC 20036, USA
Tel: 202-973-5800

Programs for Appropriate Technology
in Health (PATH)
1800 K Street, NW, Suite 800,
Washington, DC 20036, USA
Tel: 202-822-0033
E-mail: info@path-dc.org

Prospects Associates Ltd
1801 Rockville Pike, Suite 500,
Rockville, MD 20852, USA

The Communication Initiative
5148 Polson Terrace
Victoria, British Columbia, Canada
V8Y 2C4
Phone: 250-658-6372
Website: www.cominit.com

UNFPA
220 East 42nd Street,
New York City, NY 10017, USA
Tel: 212-297-5020
E-mail: hq@unfpa.org

UNFPA Country Support Teams
West and Central Africa
East and Central Africa
Southern Africa
Arab States and Europe
Central and South Asia
East and South-East Asia
South Pacific

UNICEF
3 UN Plaza
New York City, NY 10017, USA
Tel: 212-326-7000
E-mail: netmaster@unicef.org

USAID 
U.S Agency for International
Development Information Center
Ronald Reagan Building
Washington, DC 20523-1000, USA
Tel: 202-712-4810
E-mail: webmaster@info.usaid.gov

Yayasan DKT Indonesia
Graha Sucofindo, 12th Floor, JI Raya
Pasar
Minggu Kav. 34,
Jakarta, Indonesia
Tel: 62 21 798 65 69
E-mail: dklindo@rad.net.id

World Health Organization
Department of Reproductive Health and
Research
20 avenue Appia
1211 Geneva, 27
Switzerland
Tel: 41.22.791.21.11
E-mail: reproductivehealth@who.int.
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