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Overview

This chapter delves into the critical role of behaviour change communication
(BCCO) in promoting public health. Personal choices, societal norms, and
environmental factors influence human behaviour. Resistance is often the
mitial reaction to change, making it difficult to promote positive health
behaviour changes. There are several reasons why people might resist
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changing their behaviours. First, the message itself may be unclear or poorly
communicated. People might not fully grasp the consequences of their
actions or how the new behaviour would benefit them.

Additionally, individuals may not sec themseclves as susceptible to
negative outcomes. Smokers, for instance, might know smoking causes
cancer but not believe 1t will happen to them. Trust in the source of the
message also plays a role. The information 1s less likely to be accepted 1if
the messenger is seen as biased or untrustworthy. Another hurdle is the
perceived trade-off between short-term gratification and long-term
benefits. Unhealthy habits often provide immediate pleasure, while
healthier choices require delayed gratification. Some "healthy" options,
like buying organic produce, can be more expensive, creating another
barrier. Finally, cultural beliefs or personal values can clash with
recommended behaviours. In order to address these challenges, behaviour
change communication is an effective tool.

Learning Objectives
After completing this chapter, you should be able to:

* Explain the concept of Behaviour Change Communication and its
significance in public health programmes.

* Apply different behaviour change theories to design public health
programmes.

* Determine behaviour change communication strategies, analyze target
audience behaviours and develop audience-specific communication
approaches for public health initiatives.

* Design, monitor and evaluate BCC programmes.
Behaviour Change Communication:
Meaning and Strategies

Behaviour change communication (BCC) is a strategic approach that uses
communication to nudge individuals and communities towards healthier
choices n a local sociocultural context.

BCC is an interactive, researched and planned process to change social
conditions and individual behaviours (Norman, P. 2005). BCC uses
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evidence to address knowledge gaps and improve health behaviours. It
tailors messages to specific audiences through interpersonal channels,
mass media, and participatory methods.

BCC creates a more comprehensive approach to behaviour change,
addressing not just knowledge and attitudes but also challenges social and
gender norms, imparts skills, and creates an enabling environment.

Behaviour Change Communication 1s the strategic use of
communication to develop interventions that:

e Promote positive behaviours: BCC encourages individuals and
communities to adopt healthy and sustainable practices relevant to
their contexts.

¢ Create a supportive environment: [t goes beyond just messaging by
fostering an environment that allows people to initiate and sustain
these positive behaviours. This might involve policy changes,
increased resource access, or community mobilization efforts.

Differentiating BCC from Information and Education

BCC occupies a distinct space within a broader communication landscape.
It 1s crucial to distinguish BCC from information dissemination or
education. Table 1 highlights differences in information, education,
behaviour-change, and social behaviour-change communication.

Table 1: Differences between IEC, BCC and SBCC

Information Information refers to the simple transmission
of factual data.
Education It involves structured instruction with the

poal of knowledge acquisition.

Information, Education | The IEC approach combines information and

& Communication education but may not actively influence
(IEC) behaviour and measure behaviour change.
Behaviour Change BCC i1s a strategic approach that uses

Communication (BCC) | communication to positively influence
people's knowledge, attitudes, and practices.
It involves creating an interactive process that
engages individuals, groups, and
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communities in changing their risky health

behaviours.
Social Behaviour SBCC i1s a specific type of BCC that focuses
Change Communication | on influencing behaviours within a social
(SBCC) context, considering group norms and social

pressures. SBCC considers how messages are
received and interpreted within a social
context and how community leaders and
peers can be leveraged to promote positive
behaviour change.

Source: Prepared by Apurvakumar Pandya

Characteristics of BCC

BCC is a communication strategy used to influence people's behaviour
towards healthier choices. It 1s characterized as strategic, evidence-based,
systematic, research-driven, audience segmentation, use of pre-tested
communication materials, adaptation of multiple communication channels,
goal-oriented, monitored, and evaluated.

Characteristics of BCC

BCC s

e Strategic: a well-planned approach, not random messaging.

e Evidence-based: relies on proven theories to understand what
motivates behaviour change.

e Systematic: follows a clear process with distinct stages.

® Research-driven: starts with formative research to understand the
target audience and their behaviours.

e Segmented audience: Messages are tailored to specific groups
within the target population.

e Pre-tested materials: Communication materials and messages are
tested before their implementation.

e Multi-channel approach: This approach utilizes various

communication channels, such as one-to-one communication, group
communication, social media, and mass media.
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e Goal-oriented: It has defined objectives related to specific
behavioural changes.

® Monitored and evaluated: Intervention progress is tracked and
evaluated for effectiveness.

BCC plays a pivotal role in public health initiatives. BCC effectively
tackles the root causes of behaviour change. It empowers individuals with
the knowledge, skills, and motivation to make healthy choices, ultimately
impacting population health outcomes.

Importance of BCC in Public Health

BCC plays a pivotal role in public health initiatives. BCC eftectively
tackles the root causes of behaviour change. It empowers individuals with
the knowledge, skills, and motivation to make healthy choices, ultimately
impacting population health outcomes (Rosenstock 2005).

Example of successful BCC intervention

India's polio eradication success story presents a valuable case study in
BCC interventions. Communication strategies had to adapt as the
program tackled a constantly evolving epidemic and diverse social
contexts. By leveraging epidemiological, social, and behavioural data,
India implemented proven strategies alongside innovative approaches
to reach every child, especially in hard-to-reach areas. These
interventions included setting a national agenda, building demand for
the oral polio vaccine, increasing attendance at National Immunization
Days, and mobilizing local partnerships to achieve universal coverage.
Notably, the programme addressed pockets of vaccine hesitancy among
caregivers in underserved areas with culturally sensitive approaches.

Overview of BCC Theories

BCC theories offer valuable frameworks for designing effective public
health interventions to bring desired behaviour change. We present
prominent theories and examples of their application in local sociocultural
contexts. BCC theories can be classified into three categories: 1) Theories
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focusing on an individual as a change agent for behaviour change; 2)
Theories focusing on the community as a change agent for behaviour; and
3) Theories focusing on power structures and multiple levels of influence
as a change agent for behaviour. Table 2 provides a classification of BCC
theories, and Table 3 summarises BCC theories for your reference.

Table 2: Classification of critical BCC theories

Focus Theories
Individual Health belief model (Hochbaum, Rosenstock and others,
1950)

Theory of planned behaviour (Icel Ajzen, 1991)
Social cognitive theory (Albert Bandura, 1985)
Stages of change model (James Prochaska,
Carlo DiClemente, 1990)

Community Diffusion of Innovation theory (Everett Rogers, 1962)
Social influence theory (Berkman, 2000)

Integrated Behavior Change Model (Hagger and
Chatzisarantis 2014)

Power Theory of gender and power (Connell, 1987)
structures and | Communication for Behavioural Impact (Everold
different Hosein, 1994)

levels of Socioecological Model (McLeroy, 1988)
influence

Source: Prepared by Apurvakumar Pandya

Table 3. Bird eye view of BCC theories

The Health Belief Model (HBM) - Hochbaum, Rosenstock et al.
(1950s)

The HBM posits that individuals are more likely to adopt preventive
health behaviours when they perceive themselves as susceptible to a
disease, believe it to be severe, and perceive the benefits of the preventive
action outweigh the barriers (Rosenstock et al., 1974). For example, a
smoker might consider quitting if they perceive a high risk of developing
lung cancer (susceptibility), believe it could be fatal (severity), and are
convinced the benefits of quitting outweigh the challenges (benefits vs.
barriers).
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Theory of Planned Behavior (TPB) - Ajzen (1991)(Ajzen 1991)

The TPB builds upon the HBM by incorporating the influence of social
norms and self-efficacy®. It suggests that individuals are more likely to
engage in a behaviour if they hold positive attitudes, believe social norms
support it, and feel confident in their ability to perform the behaviour (self-
efficacy). For example, a TPB-based intervention in India aimed at
increasing handwashing with soap. The campaign focused on the positive
health benefits of handwashing (attitudes), highlighted the social
expectation of handwashing before meals (social norms), and provided

demonstrations to build self-efficacy in proper handwashing techniques
(Janssen et al. 2009).

Social Cognitive Theory (SCT) — Bandura (1985)

SCT emphasizes the role of observational learning, social expectations,
and self-regulation in behaviour change (Marks and Bandura 2002). It
highlights the importance of role models and social cues in shaping
behaviour. For example, an SCT-based intervention aimed at promoting
malaria prevention in Uganda used community drama performances to
showcase the benefits of using mosquito nets. Seeing neighbours using
nets and observing the positive outcomes (observational learning)
influenced others to adopt the behaviour (Horter et al. 2019).

Stages of Change Model (SOC) - Prochaska & DiClemente (1990)

SOC believes that individuals progress through stages of change (pre-
contemplation, contemplation, preparation, action, maintenance) when
adopting new behaviours(DiClemente and Hughes 1990)Interventions
need to be tailored to the specific stage. For example, someone in the pre-
contemplation stage might not be considering quitting smoking. When
someone in the preparation stage might be actively planning to quit, a
digital intervention focusing on raising awareness and systematic steps to
help them develop and execute a quit plan could be beneficial (Pandya et

al. 2023).

The Diffusion of Innovation Theory (DOI) — Rogers (1962)

DOI explains how new ideas and practices are adopted within a social
system (Rogers 2004). It identifies factors influencing the adoption rate,
such as the perceived relative advantage, compatibility with existing
beliefs, complexity, and trialability of the innovation. For example, a DOI-
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informed campaign in Ghana promoted using insecticide-treated bed nets
(ITNs) for malaria prevention. The campaign emphasized the advantages
of ITNs over traditional bed nets (relative advantage), addressed concerns
about their compatibility with sleeping habits, and offered free trials of
ITNs to increase adoption (Ahmed Agyapong et al 2024).

Social Influence Theory (SIT) - Berkman (2000)

SIT explains that social networks and social norms influence health
behaviours (Zunzunegui et al. 2003). Social support, positive modelling,
and community expectations can promote healthy choices. For example,
individuals surrounded by friends who exercise regularly are more likely
to adopt this behaviour themselves due to social influence and a desire to
conform to group norms. Further, encouraging community leaders to
promote physical activities can be more effective in reaching individuals
and influencing their behaviour.

Integrated Behavior Change Model (IBCM) - Hagger & Chatzisarantis
(2014) (Hagger and Chatzisarantis 2014)

IBCM 15 a comprehensive framework incorporating elements from various
theories. The model considers direct influences on behaviour (intention)
and indirect influences (attitudes, norms, and control), motivation, habit
formation, and action planning as key factors for behaviour change. For
example, IBCM can be used to design a smoking cessation programme
that addresses all these factors. It might include educational sessions that
change attitudes towards smoking, social support groups to address social
norms, skills training to develop coping mechanisms, and action planning
to set realistic quit goals and 1dentify strategies to overcome challenges.

Theory for gender and power (TGP) — Connell (1987)

The Theory of Gender and Power delves into the complex relationship
between gender, social structures, and power dynamics. The theory
explains that gender is not simply a biological category (male/female) but
a social construct that shapes how people interact, behave, and access
resources. Furthermore, power, in terms of control over resources,
decision-making, and cultural norms, also determines health behaviour
(Wingood, G 2002). For example, the sexual division of labour (e.g.
housechold work) and the division of power (e.g. lack of control over
finances) might limit women and sexual minorities (LGBTQ+) to access
healthcare services and afford healthcare costs. Accounting gender and
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power dynamics in designing public health programmes can make
healthcare accessible and equitable for men, women and gender
minorities.

Communication for Behavioural Impact (COM-BI) —Everold Hosein
(1994)

COM-BI provides a practical framework for designing BCC interventions
(Suhaili et al. 2004). It emphasizes identifying target audiences, behaviour
change objectives, communication channels, and outcome indicators. For
example, a COM-BIl-based intervention in Vietnam aimed to improve
maternal health practices. The intervention utilized community radio
broadcasts (channels) to educate women on the benefits of prenatal care
and skilled birth attendance (behaviour change objectives). It also
involved training health workers to address any concerns raised by
listeners (outcome indicators) (Nguyen et al. 2014).

Socioecological Model (SEM) — McLeroy, (1988)

The socioecological framework was first suggested by Urie
Bronfenbrenner and later redefined by McLeroy and colleagues (Scarneo
et al. 2019). The SEM considers the interplay of factors across multiple
levels: individual, interpersonal, community, organizational, and policy.
The SEM addresses individual behaviour and the broader social and
environmental context. This multi-level approach holds immense potential
for promoting positive health outcomes and improving well-being in low-
resource settings. For example, an SEM-based framework was developed
to reduce sport-related deaths among adolescent participants.

Source: Prepared by Apurvakumar Pandya

Summary of BCC theories

Individual-focused theories have proposed an array of psychological
factors that critically influence behaviour and behaviour change, such as
perception of risk and vulnerability and the balance between anticipated
positive and negative outcomes of performing a preventive behaviour.
These theories are primarily individualistic, focusing on the individual as a
change agent and ignoring other factors that influence behaviour.
Community-focused theories consider the environment and community as
change agents. It emphasizes dialogue with the community to build up a
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critical perception of the social, cultural, political, and economic forces
that structure reality and take action against oppressive forces. Theories
focusing on power structures and different levels of influence emphasize
addressing barriers at different levels (individual, family, community,
systems and policy levels) using a combination of multiple communication
channels (interpersonal communication, group and mass media). It also
emphasises advocacy, organizational change, and addressing
environmental constraints, including policy development or its effective
implementation for creating a conducive environment for desired
behaviour change.

Designing Effective BCC Programmes or Interventions

Designing an effective BCC programme is a multi-step process focusing
on understanding the target audience and crafting communication
strategies to achieve desired behavioural changes. A BCC programme is a
comprehensive, long-term strategy designed to create an environment
conducive to positive behaviour change, whereas a BCC intervention is a
specific, targeted action or activity aimed at promoting behaviour change.
Table 4 explains the difference between the BCC programme and BCC
intervention.

Table 4. Characteristics of BCC programme and BCC intervention

Characteristics | BCC Programme BCC Intervention

Scope Broad, overarching Specific, targeted activities
framework with which may be part of the
multiple interventions programme

Focus Creating an enabling Directly influencing
environment for individual or community
behaviour change behaviour

Timeframe Long-term, sustained Short to medium-term,
effort specific activity

Source: Prepared by Apurvakumar Pandya

The key steps of designing BCC interventions are discussed as follows:

1. Situation assessment: Before diving in, we need to understand the
field situation by understanding population demographics, current
knowledge, attitudes, beliefs, and specific health behaviours, as well as
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beliefs within the community that we want to address. Also, determine
the goals of your health programme. Who are the key stakeholders —
community leaders, healthcare workers, or others — and how can they
be involved? You may consider relevant BCC theory/ies to consider to
tackle the problem best. This can be accomplished through formative
research using rapid surveys, focus group discussions, or interviews to
understand s.

Identify target audience: Knowing your target audience is crucial.
Consider segmenting the community into different groups, such as:

e Patients: Individuals already diagnosed with the condition you are
addressing.

e People at-risk: Individuals with a higher chance of developing the
condition.

e Vulnerable or Marginalized individuals: Individuals or Groups of
people facing social or economic barriers that may affect their
health behaviours.

e Healthy People: Healthy individuals who may benefit from
preventive measures.

Determine behaviour change objectives: Using the SMART (specific,
measurable, achievable, relevant, and time-bound) framework, identify
target behaviour that needs to be changed. Identify barriers and
facilitators that might influence the target audience's ability to adopt
the desired behaviour.

Develop a BCC strategy: Select appropriate behaviour change
communication strategies, such as community mobilization, advocacy,
and communication approaches. Also, determine communication
channels, such as interpersonal communication (face-to-face
interaction), group interactions, or a mass media campaign.

Create and pre-test communication materials: Design clear, compelling
messages that resonate with your target audience. Consider language,
cultural relevance, and emotional appeal. Pre-test your communication
materials to ensure the target audience understands them.



6.

Behaviour Change Communication for Public Health Programmes 203

Implement and monitor: Put your plan into action! Track your progress
towards achieving BCC objectives. Monitor the reach, engagement,
and, most importantly, behaviour change over time.

Evaluate and adapt: Analyze the BCC intervention’s effectiveness based
on monitoring data. Use these insights to refine your messages,
communication channels, or overall strategy for continuous improvement.

Remember, BCC interventions are most successful when they are:

Theory-driven yet responsive to the community needs: BCC
intervention should be informed by the established behaviour change
theories; at the same time, it should be responsive to the community's
needs. Therefore, situation assessment should be participatory

Participatory: Involve the target audience in the design and
implementation process.

Culturally appropriate: Tailor messages and communication channels
to resonate with the specific culture.

Multi-level: Address individual, community, and societal factors
influencing behaviour.

Strategies of Behaviour Change Communication

In achieving positive health outcomes, community mobilization,
communication approaches, and advocacy are interwoven threads in the
fabric of public health. These strategies empower communities, influence
individual behaviours, and even drive policy changes by generating a 'felt
need'. Let us learn about these strategies.

1.

Community Mobilization

Community mobilization refers to the process of engaging and
empowering community members to participate actively in health-
related initiatives. It fosters a sense of ownership, collaboration, and
collective action within the community. Effective community
mobilization can lead to sustainable health improvements by
leveraging local knowledge, resources, and social networks.
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Key Elements of Community Mobilization

e Participatory Approach: Community mobilization thrives on
inclusivity. It encourages community members to actively
contribute to decision-making processes, program planning, and
implementation. By involving diverse stakeholders, we tap into a
wealth of perspectives and ideas.

e (Capacity Building: Strengthening the skills and capacities of
community members is essential. Training sessions, workshops, and
skill-building programs empower individuals to take charge of their
health and advocate for change.

e Social Networks and Trust: Building and nurturing social
networks within the community fosters trust. These networks serve
as conduits for information dissemination, peer support, and
collective action.

e Resource Mobilization: Effective community mobilization
requires access to resources—both financial and non-financial.
Community members can pool resources, seek external funding, or
collaborate with local organizations. Examples of community
resource mobilization include seeking support from the leading
community members, community health workers (CHWs),
community-based Organizations (CBOs), or civil society
organizations (CSOs).

2. Communication approaches

Communication approaches aim to modify individual behaviours
sustainably by delivering targeted messages that influence attitudes,
beliefs, and social norms. Effective communication approaches use
evidence-based strategies to promote positive health behaviours.
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Key Elements of Communication Approaches

(a)Assess: Before determining the communication approach, assess the
target audience, their needs, barriers, and existing practices. Use
insights from formative research for message framing and channel
selection.

(b)Message Framing: Messages should resonate with the audience,
complete and endeavour to use positive framing (emphasizing benefits)
or negative framing (highlighting risks) based on the context. It is
essential to tailor messages to the locally relevant cultural nuances.

(c) Channels: Choose appropriate channels for message dissemination,
such as interpersonal communication (one-on-one communication
session or group session), mass media (TV, radio, posters, slogans, wall
paintings, hoardings, etc.), social media (digital campaign, digital posts,
digital learning resources, etc), and community events (folk events,
movie shows, street plays, etc.) in various combinations.

(d)Feedback Mechanisms: Getting feedback on implementing
communication approaches is important. Regular assessments help
refine messages and adapt strategies. The PDSA (Plan-Do-Study-Act)
cycle i1s best suited to be adopted for the implementation of
communication approaches.

3. Advocacy

Advocacy focuses on influencing policies, systems, and structures to
improve health outcomes. It involves raising awareness among decision-
makers, building partnerships with relevant organizations, and advocating
for policies that support healthy behaviours. It bridges the gap between
community needs and policy decisions. Effective advocacy requires
strategic planning, collaboration, and persistence.




206 Chapter 14

Key Elements of Advocacy

(a) Policy Analysis: Understand existing policies and identify gaps.
Advocate for evidence-based policy changes that align with community
needs.

(b)Coalitions and Alliances: Join forces with like-minded
organizations, policymakers, and influencers. Collective voices carry
more weight.

(c)Media Engagement: Use media platforms to raise awareness, share
success stories, and highlight pressing locally relevant health issues.
This involves writing for newspapers, local TV, magazines, etc.

(d)Policy Implementation: Advocacy does not end with mere policy
change. It extends to implementation and monitoring the impact of
policy change on the population. Therefore, it is a continuous and ever-
evolving process.

Monitoring and Evaluation of BCC programmes

The objective of any behaviour change programme is behaviour change by
influencing the targeted audience's knowledge, attitude, and intention. The
monitoring and evaluation, therefore, attempt to measure changes at all
stages of behaviour change communication. Monitoring and evaluation
(M&E) informs whether the communication effort subsequently or
eventually culminates in the desired behaviour change or progresses and
reaches some point towards a behaviour change.

M&E could be defined as a continuous management function that
assesses progress in achieving expected results, spots bottlenecks in
implementation, and highlights any unintended effects (positive or
negative) from the communication programme or intervention and its
activities.

Monitoring is a continuous, day-to-day management process of checking,
analyzing, and giving feedback about programme activity and resource
allocation plans. Monitoring BCC programmes involves routine data
collection and analysis to check progress from the programme
implementation and beneficiary perspectives. For this, the specific
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indicators of change need to be identified and measured to ensure that they
are giving the expected results. These indicators should be in alignment
with the objectives of the BCC programme.

As per the system's framework, these indicators are specified for input,
process, output, outcome, and impact variables. Input, process, and output
indicators fall under the domain of monitoring, and outcome and impact
are evaluation indicators. Measurement requires assessing the changes
specified in the programme objectives. Process refers to what happens as
the programme is implemented. Impact refers to programme outcomes.
Table 5 below illustrates this concept with an example of COVID-19.

Table 5. Example of Communication Programme Objective: Preventing
COVID-19 Infection

Input e Availability of masks and sanitizers | ® Physical and financial
availability
Comprehension of the
Process Providing information on the ways message
COVID spreads and the role of Barriers and
masks and hand hygiene in Facilitators
prevention Reach and

Providing information on the role
of social distancing in preventing
the spread of COVID-19

Appropriateness of
time and media

Output Several media channels were used
to provide information
Frequency of providing information
Number of people reached via
communication channel
Outcome The proportion of people who Attributes of existing
become knowledgeable about ways knowledge and
of preventing COVID behaviour
The proportion of people following Reasons for lack
all three ways to prevent COVID- of/incomplete
19 infection knowledge
Reasons for
Impact COVID infections averted

COVID-related deaths averted

positive/negative
attitude towards
following preventive
measures

Source: Prepared by Neetu Purohit
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In behaviour change communication programmes, process indicators are
highly valued as they have the potential to determine the success or failure
of the intervention greatly. Hence, in addition to monitoring the designed
programme output, the immediate reactions of the community or
beneficiaries (audience) should also be tracked continually to provide
feedback as quickly as possible.

It 1s not easy to monitor the programme's influence or impact on the
audience; therefore, programme outputs are monitored instead. Output is
the immediate result of the programme activitics. For example, the
programme output in terms of the number of meetings conducted or the
number of brochures printed.

Without regular monitoring, there 1s ample scope for non-recognition of
madvertent errors and incorrect messaging, which never gets corrected and
could immensely harm the programme objectives. Further, monitoring
techniques need to be appropriate to the media involved. For example,
radio and television broadcasts must be carefully followed to check
whether public service announcements, especially paid advertisements, are
aired as scheduled and that broadcast quality is acceptable.

The basic purpose of monitoring is to permit rapid modifications if they
are needed to make the BCC programme more effective. For monitoring
the programme, the "right" information is the key and not the "more"
information. Collecting too much information for monitoring purposes
rather clogs a monitoring system as excessive information keeps pouring
in and slows down the analysis, not only obscuring conclusion but also
defeating the very purpose of data monitoring wherein timeliness 1s
crucial.
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Examples of Monitoring of the BCC Programme

In the initial years (1990s) of the HIV/AIDS programme in India, the
BCC intervention included wall paintings on HIV/AIDS, which tried to
convey the severity of HIV/AIDS. One of the key messages was “AIDS
1s incurable” (AIDS La-ilaz Hai). The motive was well-intentioned, but
the fear it conveyed probably led to a feeling of hopelessness. Based on
the monitoring of outputs, the message was modified to "Protection is
the only cure for AIDS" (A4IDS- Bachav Hi Eilaj Hai). The
modification addressed hopelessness and provided cues for taking
ownership of one's health by practising safe behaviour.

Source: Based on Personal Communication with People Living with
HIV 1n 2003-2004 by Neetu Purohit.

In Uganda, radio programme listeners noted their reactions after each
episode of a weekly radio drama series and discussed them monthly
with programme managers. As a result, producers responded to these
comments/feedback by building future episodes around a popular
character who was drawing a strong following, toning down characters
not perceived to be mmpressive, simplifying the language used by the
health provider and paying more attention to the continuity between
episodes. It was due to regular monitoring that an incorrect suggestion
about the availability of injectable contraceptives for men in the radio
programme was spotted immediately. The error was corrected in a
subsequent programme. After that, the Family Planning Association of
Uganda (FPAU) became more vigilant about reviewing scripts before
recording episodes.

Source: JHU/PCS, 1994, compiled by Neetu Purohit

In recent years, the term "participatory monitoring' has gained momentum.
Since strategic communication emphasizes the involvement of all
stakeholders, the engagement of beneficiaries for monitoring purposes 1s
promoted. The importance of this concept lies in the fact that it brings in
ownership of the behaviour change intervention by the beneficiaries- who
are also part of the community and increases the possibility of
sustainability lest the implementing agency withdraws due to any reason.
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Monitoring is a continuous process of any BCC programme. However, it is
not enough as it focuses on outputs. For the success of the BCC
programme, outcome and impact are crucial. Therefore, evaluation is
essential. Evaluation is the systematic application of scientific procedures
to assess social interventions' conceptualization, design, implementation,
impact, and cost-effectiveness (Bertrand & Kincaid, 1996). The evaluation
aims to measure the process, outcomes, and impact of the BCC
programme on the objectives. Evaluation also provides insights into the
future of a programme for both implementers and donors in terms of
sustainability, scalability, and policy implications. Evaluation, therefore,
differs from monitoring in terms of timing and focus and level of details of
outcomes and impact of the programme.

Example of evaluation of BCC programme

An impact assessment of street plays on Family Planning in Jharkhand,
India, found that while monitoring the immediate reaction of people
who witnessed street plays conveyed that the message via play was
well-understood by the people and motivated them to use
contraceptives, in the evaluation too, it was found relevant and while
there was high recall value for the street play, its message and its
characters, difference of only 4 per cent was found between people of
experimental and control villages for use of contraceptives.

On investigation, it was found that one of the reasons was the lack of
expected involvement of health service providers- who would provide
contraceptives. Since the health services providers were not recognized
as onec of the key stakeholders in the bigger picture of health
communication, the opportunity to convert the sensitized community
into adopters of contraceptives was missed, and this failure was spotted
only in the evaluation when the attempt was made to go beyond the
process indicators and assess the outcome.

Source: Compiled by Neetu Purohit

Depending on the purpose of the evaluation, it can be conducted during
the programme period or at the end of the programme period. It involves
data collection at discrete points in time, e.g., before the programme
implementation, during the implementation, and at the end of the
implementation. Both monitoring and evaluation have an important role n
the BCC programme.
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Ethical Considerations in Behaviour Change
Communication (BCC)

Behaviour Change Communication (BCC) is a powerful tool for
promoting positive health behaviours and improving well-being. However,
with this power comes the responsibility to use BCC ecthically. Adherence
to ethical principles ensures that the target audience is not exploited or
manipulated and measures are taken to prevent and control unintended
consequences.

Core Ethical Principles in BCC

We discuss cthical principles for public health practice that are essential to
consider while designing, implementing, monitoring, and evaluating BCC
interventions (Unger et al. 2020; WHO 2018).

e The Principle of Autonomy: BCC intervention must respect and
protect the rights and dignity of participants. Individuals have the right
to make their own choices about their health behaviours. BCC should
empower individuals with knowledge and skills to make informed
decisions, not coerce them into adopting specific behaviours.

e The Principle of Beneficence: This principle emphasizes doing good.
BCC interventions aim to improve population health. They should also
make a positive contribution to people's health but avoid causing
unintended consequences or infringing on individual rights. For
example, mandatory vaccinations can protect the community but raise
cthical concerns about bodily autonomy.

e The Principle of Non-maleficence: This principle emphasizes
avoiding harm. BCC interventions must not causc harm to the
participants in particular or to people in general. They should be
designed to minimize potential harm. This includes avoiding messages
that could create stigma, discrimination, or anxiety. Piloting and
evaluating interventions are crucial to identifying and addressing
potential risks.

The Principle of Justice: This principle emphasizes fairness and equity in
health promotion interventions' design, implementation, and impact. It
ensures that BCC's benefits reach all intended populations while
minimizing any potential risks or burdens and excluding any vulnerable or
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marginalized groups. By adhering to ethical principles, we can ensure that
BCC interventions are respectful and contribute to positive health
outcomes for all.

Some practical considerations based on ethical principles

Based on the four ethical principles discussed, we have summarized
key practical considerations while designing, implementing, monitoring
and evaluating BCC interventions.'®!

Be truthful, fair and balanced: BCC messages should be evidence-
based, designed and implemented fairly and avoid making exaggerated
claims or using misleading information. Building trust with the
community (target audience) is essential for long-term impact.

Focus on justice and equity: BCC interventions should be designed
and implemented considering the diverse needs and vulnerabilities of
different populations. This includes ensuring the message and
programme resources are accessible to all intended audiences.
Addressing these factors alongside behaviour change can create a more
equitable environment for improving health outcomes.

Ensure confidentiality and protect privacy: Personal information
should be maintained confidentially throughout the intervention. This
includes obtaining explicit consent for data collection and storage and
ensuring anonymization where appropriate. BCC initiatives must
respect the privacy of participants.

Take informed consent: Individuals have the right to understand the
nature and purpose of a BCC intervention before participating. This
includes providing clear information about the potential risks and
benefits, data collection methods, and how the information will be
used.

Do not use offensive language: Be mindful of cultural sensitivities and
avoid language or humour that could be hurtful or disrespectful.
Consider the audience's background and beliefs to ensure the message
1s inclusive.
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Some practical considerations based on ethical principles (cont.)

Ensure cultural sensitivity: BCC strategies and messages should be
culturally sensitive and avoid perpetuating stereotypes or biases.
Tailoring communication to specific cultural contexts is crucial for
ensuring inclusivity and effectiveness.

Do more good than harm: The ultimate goal of BCC intervention is to
creale a positive 1mpact. Be thoughtful about the potential
consequences of activities within BCC intervention. Strive to promote
well-being and avoid harmful consequences, including spreading
misinformation or modelling inappropriate behaviour.

Favour-free choice: Let people feel empowered to make their own
decisions. Provide information and guidance, but respect individual
autonomy. Do not impose any decisions. The goal i1s to encourage
healthy choices, not to dictate or impose any choice or decision.

Evaluate effectiveness: BCC interventions should be evaluated to
assess their effectiveness and potential unintended consequences.
Findings should be reported transparently, allowing for course
correction and improvement in future BCC efforts.

Conclusion

BCC plays an essential role in creating awareness and developing health
service providers' and beneficiaries' attitudes and skills. In this chapter,
you read about the meaning, characteristics, importance, and BCC
theories. It has delineated BCC strategies and the process of designing
effective BCC interventions. The chapter describes the guidelines for
successfully implementing and monitoring BCC intervention. This chapter
also covers the ecthical considerations for designing, implementing,
monitoring, and evaluating BCC interventions.

1.

Reflective Questions

You are tasked with developing a BCC campaign to promote HIV
prevention among young adults in urban India. How would you apply
BCC theories to design an effective intervention that addresses the
specific needs and behaviours of this target group?
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2. You are working on a BCC program to improve maternal and child
health outcomes in a rural community. What BCC strategies would you
use fo address barriers to accessing antenatal care and immunization
services in this context?

3. You are responsible for developing a BCC campaign to promote
healthy lifestyles and prevent diabetes in the middle-aged population.

e How would you tailor your BCC messages to address this age
group's specific needs and concerns?

e How would you measure the impact of the BCC campaign on
diabetes risk factors and health outcomes?

4. What ethical considerations should be considered when designing and
implementing BCC interventions for vulnerable populations like
pregnant women and children?
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