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T
his document is meant for those who want to

incorporate behavior change and

communication strategies into their child

survival programs, as well as those who

already plan and carry out such activities. It focuses on

six major interventions and the key practices associated

with these. It examines the challenges associated with

improving these practices in developing country

contexts, and aims to provide insight into how to

design effective strategies. 

Over the last two to three decades, behavior

change and communication approaches have

contributed to substantial improvements in the health

status of children in the developing world. (See box on

next page.) Many significant gains were made in the

1980s and 1990s in home use of oral rehydration

therapy, completion of childhood immunizations,

breastfeeding and other nutrition-related practices,

timely careseeking for acute respiratory infections and

malaria, and various home hygiene and sanitation

measures. Systematic communication strategies based

on an understanding of the beliefs, barriers, and

motivations of families clearly helped bring about the

reductions in mortality seen in many countries. 

In recent years the impressive gains in child

survival have leveled off; in sub-Saharan Africa and

South Asia some positive trends have even reversed.

Reasons vary by country and include worsening

economic disparities, armed conflict, and the human

and structural degradation caused by HIV/AIDS.

Worldwide attention has also been drawn away from

child survival. Governments as well as donors have

shifted funding from many of the primary

interventions. In 2003 more than ten million children

died from causes that are largely preventable—

exceeding deaths due to HIV/AIDS, malaria, and

tuberculosis combined.
1

The public health community is now re-examining

its commitment to child survival. This reassessment

should include a review of what we have learned about

the communication challenges associated with the

major child survival interventions. It should also

include a re-emphasis on how behavior change and

communication strategies at multiple levels can

Executive Summary ix

Executive Summary

1 Black et al. 2003.



contribute to child health. This paper attempts to help

address that need.

A TIME TO RE-ASSESS
A major aim of this document is to move

communication programs beyond demand creation to a

systems view of behavior change. To many theorists it

may seem this objective was accomplished long ago. In

the last 20 years health communication methodologies

successfully shifted our focus to the perspective of the

family—the immediate caretaker and decision maker as

well as others in the broader community who influence

health-related choices. An array of behavioral models,

as well as lessons from applying these in developing

country settings, have also helped us design strategies

that respond to parents’ concerns and offer benefits

they value. We have adopted the “consumer’s

perspective,” as social marketers say.

At the same time, a focus on the family has not

advanced the behavioral component of many child

survival programs beyond promotion of products and

services. This is partly because governments tend to

relegate any discussion of behavior change to functions

such as Information/Education/Communication (IEC)

or community-based activities, which they typically

take up as final steps in health program design when

x Behavior Change Perspectives and Communication Guidelines on Six Child Survival Interventions 

Communication and community-based behavior
change programs have had significant impact on
large populations across all the child survival
interventions.

Diarrheal Disease A combination of radio
and health worker training programs introduced
ORS to Honduras in the 1980s. Within two years,
60 percent of rural women reported trying the
product; 35 percent of all cases were treated
with ORS.

Acute Respiratory Infections A program
in Nepal trained community health volunteers to
educate communities and actively detect and
treat ARI among young children. The initial pilot,
which began in 1987, led to a 28% reduction in
the risk of death from all causes by the third year
of services. The program has scaled up to 14
districts, saving thousands of lives each year.

Nutrition In Madagascar, radio, traditional and
popular media, and a facility-based intervention
all contributed to an increase in exclusive
breastfeeding during the first five months of life.
In 2001 (after 22 months of intervention), rates
improved from 46 to 83 percent in ten target
districts. 

Measles Immunization In the Philippines, a
mass media campaign focused on measles as a
“hook” to bring children into the regular EPI
service system. The six-month nationwide urban
campaign in 1990 increased measles coverage
of 9- to 23-month olds from 54 to 68 percent and
also increased complete immunization rates as
well as timeliness of completion. 

Newborn Health In Gadchiroli district, India,
training programs specially tailored for low-
literate village health workers supported a
newborn care pilot in the mid-1990s that brought
about a 62 percent reduction in neonatal
mortality compared to control villages. Deaths
due to infection declined from 16.6 to 2.8
percent (of all newborn deaths) over three years. 

Malaria In the Tigray region of Ethiopia,
mother coordinators taught women in their own
communities to recognize symptoms of malaria
and promptly treat them with antimalarials
available from the volunteers. In 1997, after the
program’s first year, the percent of child deaths
due to malaria dropped to 19 percent (of all
child deaths), in contrast to 57 percent in the
control area. 

(See the chapters that follow for details and sources.)

CONTRIBUTING TO RESULTS 



crucial decisions (other than which media materials or

social mobilization activities to fund) have already been

made. A very legitimate focus on the family’s perspective

can also make those involved in “communication” or

“community-based activities” forget the importance of

players at other levels and the possibility of affecting

their behaviors. 

The formal “lists” of key practices laid out for

different interventions deal primarily with caretakers.

These actions are linked by a solid base of evidence to

the health outcomes that programs are targeting. A

subset of these behaviors is usually assigned the status

of program indicators. 

However, we know that assuring performance of

these “lists” will probably require attention to health

providers, to community volunteers, to pharmacists, to

district officers, to policy makers. These other

audiences/actors (whom we usually term secondary)

may in fact deserve the most attention in some

contexts, depending on where problems—and promise

of solution—lie. Planners always face a difficult task in

weighing the importance of different factors and

deciding where scarce funds should be targeted.

Programs implemented at large scale must be lean.

Communication planners, like other child survival

experts, must be aware of how one piece of the system

(or rather one player) affects another, and make

difficult choices within that broader perspective. 

The corollary of a systems view is that behavior

change and communication experts must be

knowledgeable and credible in the health areas in

which they work. Without being immunization or

nutrition or malaria experts, they must understand how

an intervention is supposed to be delivered, how it is

delivered, who the players are at different levels, what

the coverage data are, and what the reasons are for both

successes and gaps. Such understanding also assures

that a communication expert is able to talk the same

language as his or her technical counterparts, and in

turn is more likely to be included early in planning

processes.

BEHAVIOR CHANGE, SOCIAL
CHANGE, AND COMMUNICATION 
This document does not look at the merits of different

behavioral theories or explain the mechanics of specific

state-of-the-art approaches. It discusses the behavioral

issues and a range of key determinants for major

audiences in each child survival area, and refers

generically to “behavior change” and often

“communication” or “community-based approaches” as

an array of different tools. These vary substantially and

include frameworks such as social marketing, and

techniques such as social mobilization, enter-education,

advocacy, and participatory training. References to

certain methodologies are made throughout the

chapters. But this is not a how-to manual. A

bibliography at the end of the Introduction and each

intervention chapter provide more detail on

implementation approaches. 

Child survival interventions aim to achieve

improvements on a large scale and to sustain these over

time. Their ultimate goal is to bring about shifts in

social norms. This requires the direct involvement of

communities at many levels. However, social and

community approaches are often thought of as arising

from principles distinct from those aimed at changing

individuals. Collective action is motivated in different

ways, and leads to fundamental social benefits beyond

those captured by health indicators. The need for a

combination of approaches is reflected most vividly in

this document as we stumble time and time again

upon the importance of improving  “relations” among

different groups—families and health workers, health

workers and community volunteers, and so forth. In

areas of highest risk, the pressures on human and

structural resources are most extreme. The ability to

solve problems collectively—to find transportation for

Executive Summary xi
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a pregnant woman or to supply kerosene to maintain

the local cold chain—is critical.

As we shift our attention from audience to

audience we easily forget that building partnerships

and strengthening communication between them is

likely to be the most important factor of all. All

behavior change programs must help bridge this gap

between individual and social change perspectives.

THE INTERVENTIONS
This document focuses on interventions targeting the

major causes of mortality in the 42 countries claiming

90 percent of global child deaths in 2000.
2

These same

interventions are the subject of a series of papers in the

Lancet in 2003. They include:
• Newborn/neonatal health 

• Childhood immunization

• Control of acute respiratory infections

• Control of diarrheal disease

• Malaria prevention and treatment

• Nutrition

Although the chapters that follow begin with what

we used to call “vertical” slices of child health, the

reality is that most children die from multiple,

interrelated causes. Each section discusses the

important overlapping disease and behavioral issues. 

Rarely is a child’s death the result of a single

episode of illness. Children die from the cumulative

effects of multiple disease processes. Nutritional

problems contribute to more than half of child deaths.
3

Research has also shown that gaps in coverage of

certain interventions are more likely among

malnourished populations. Equity issues lie at the heart

of child survival. Those who are at risk are almost

always vulnerable economically, socially, and have

poorest access to services designed to help. A behavioral

program should always begin with a population view,

just as an epidemiologist does, and consider the major

causes of disease, who is at greatest risk, and who is not

being reached. Although underlying factors cannot

always be targeted directly, any program that loses sight

of these is unlikely to make a difference. In addition, as

programs become successful and increase their focus on

those truly “left out,” behavior and communication

strategies may require fundamental changes. 

2 Black et al. 2003.

3 Bryce et al. 2005.




