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Summary
The MID-BCC Malaria Research Dissemination and Behavior Change Communication (BCC) Planning Workshop was held on 28 February – 2 March, 2011 at Hotel Plaza Athenee in Bangkok, Thailand under the USAID Client Associate Award No. AID-486-A-09-00006, Leader Award (C-Change) No. GPO-A-00-07-00004-00.  The workshop was honored by opening remarks from Dr Wichai Satimai, Director of the Bureau of Vector Borne Diseases, on behalf of Dr Suwannachai Wattanayingcharoenchai, Deputy Director General, Department of Disease Control, Ministry of Public Health; and Dr Aye Aye Thwin, Director, Office of Public Health, USAID Regional Development Mission Asia.
The workshop brought together key players from various sectors who are involved in the implementation of research, behavior change and communication programs in malaria in the Greater Mekong Sub-region.  Most of these programs focused on the border areas of Thailand and Burma, though some also worked in the border areas of Thailand and Cambodia. Participants consisted of representatives from Thailand Ministry of Public Health at central, provincial, and district levels; local and international NGO’s; universities; and several UN agencies. Fifty-five representatives attended the opening sessions and fifty participants attended all three days.
The overall objective of the workshop was to provide participants with an opportunity to share results and challenges related to malaria BCC and to identify strategies, messages and materials needed to move forward. The three-day workshop consisted of 19 sessions which were organized into plenary and group sessions, providing participants with an update on recent malaria research related to BCC, an opportunity to share their experiences and perspectives on malaria behavior change and communication in Thailand and the immediate border areas, and – working in small teams – to develop draft BCC plans for key border provinces using a variety of participatory exercises, activities and group work. The workshop was facilitated Dawn McCown, AED Senior BCC Specialist.  Anton Schneider, AED Regional Communication Advisor and Muhammad Shafique, Malaria Consortium Communication Specialist served as co-facilitators.
On day one, participants received an overview of BCC and updated background data useful for malaria BCC planning. This included an overview of the malaria situation in Thailand presented by the Bureau of Vector Borne Diseases (BVBD), research findings from malaria-related studies conducted by AED’s MID-BCC project and Kenan Institute Asia, and a review of BCC approaches and activities being conducted by the containment project implemented by the Malaria Consortium. In the afternoon, participants were organized into groups by province and discussed the ongoing and planned activities under their responsible malaria programs. At the end of the day, participants reviewed planning steps for BCC and different ways to identify, profile and segment target audiences.
On day two, participants worked in groups and identified key risk behaviors related to malaria, and the key factors - including benefits, barriers, enabling factors, motivators or pulse points – that enabled or hindered behavior change.  They also developed behavior change and communication objectives; drafted preliminary message designs; identified and prioritized communication channels and selected activities.
On the last day, participants continued working in groups and further developed their draft plans, including monitoring and evaluation, communication approaches, advocacy, community mobilization, and interpersonal communication (IPC). At the end of the sessions, participants worked within their groups and developed a draft BCC plan that they agreed would best meet the needs identified in their respective provinces.
The three-day workshop was well received by the participants. At the end of the workshop, 92% of workshop participants stated that the sessions were very helpful, over 78% thought the sessions were clear and easy to understand, and 100% thought the sessions were very well taught. Some recommendations indicated in the evaluation forms include organizing this kind of workshop twice a year, adding a few more days to the workshop to allow discussion in more detail, and networking of participants to share knowledge and exchange information.  The only complaint was that there was so little time, though this further underscores participants’ appreciation of the workshop.  
During the close, Dr Wichai Satimai expressed his appreciation for the success of the workshop in providing an opportunity for participants to share experiences and learn from each other. According to Dr Wichai, the MID-BCC Research Dissemination and Behavior Change and Communication (BCC) Planning Workshop organized by AED was the first intensive workshop of its kind to bring people together to discuss and work closely on BCC. 
“Integration is key; we cannot separate one disease from another. BCC can be applied to other health problems, not just one disease”, said Dr Wichai in his closing before asking all participants to support the malaria BCC core group and continue to work together in the future.
Based on the outcome of the workshop, AED plans the next steps as follows: 
· Share a workshop report with participants and stakeholders
· Conduct malaria communication materials development workshop in Phuket, Thailand in collaboration with KIAsia
· Develop creative brief and draft concepts for Phuket Province, develop draft materials, pre-test and finalize materials
· Adapt the creative brief for other provinces (workshop or stakeholder discussions)
· Develop a Malaria BCC Core Group – Draft Concept and scope of work (AED, Malaria Consortium, USAID, CCSDPT, KIAsia, GHAP, IOM, others)
· Develop Information-Sharing Platform for Malaria BCC Group. Suggestions include:
· Meetings with partners at partner project sites to be exposed to project activities, direct involvement/participation in research (i.e. PAR) 
· Set up BCC working group so that all partners can share IEC materials and strategies—share both in person and through internet
· Sharing of information through Social Media/web-based file-sharing website 
· Annual or biannual BCC meeting
· Malaria BCC Group Website – managed by AED 
· Database of resource persons (i.e., experts in specialist areas that AED can tap) 
1. Background
Since 2000, USAID Regional Development Mission Asia (RDMA) has contributed to malaria control in the Greater Mekong Sub-region (GMS), particularly through its support of the Roll Back Malaria (RBM) Mekong partnership initiative.  In September 2009, USAID RDMA awarded AED a cooperative agreement called “Mekong Infectious Disease – Behavior Change Communication” (MID-BCC) Project to implement a program focusing on reducing outbreaks of avian and pandemic influenza, malaria, and other public health threats in the Greater Mekong Sub-region (GMS) countries through behavior change communication activities. AED’s role is to provide technical assistance in strategic planning and design of the communication strategies that address the prevention and response to the diseases.
AED and other USAID partners had just completed conducting several formative research studies at the community level in Thailand to address malaria in selected sites. Such studies include a Knowledge, Attitudes and Practices (KAP) study in Phuket, the Participatory Action Research in Mukdahan and Chiang Rai, and a Rapid Ethnographic Appraisal in Trat and Chiang Rai. Along with the BCC experience from the containment project, this evidence base will be used to formulate a BCC strategy.
AED through the support from USAID and in collaboration with Ministry of Public Health organized the MID-BCC Malaria Research Dissemination and Behavior Change Communication (BCC) Workshop on 28 February – 2 March, 2011 at Hotel Plaza Athenee in Bangkok, Thailand. The workshop brought together key players implementing research, behavior change and communication programs in malaria in the Greater Mekong Sub-region, focusing on border areas of Thailand, focusing on the Thai-Burma border, but also including participants working on the Thai-Cambodia border areas.  The overall objective of the workshop was to provide participants with an opportunity to share results and challenges related to malaria BCC and to identify strategies, messages and materials needed to move forward.
2. Day One – 28 February, 2011
Opening 
The workshop began with a welcome by Dr Robert Kelly, Chief of Party, AED’s MID-BCC Project, followed by opening remarks by Dr Wichai Satimai, Director of the Bureau of Vector Borne Diseases, on behalf of Dr Suwannachai Wattanayingcharoenchai, Deputy Director General, Department of Disease Control, Ministry of Public Health; and Dr Aye Aye Thwin, Director, Office of Public Health, USAID Regional Development Mission Asia. Dr Charles Delacollette, WHO Mekong Malaria Programme Coordinator sent his apology for not being able to be present at the opening due to a conflict with his duty travel. 
In Dr Wichai’s opening speech, he acknowledged that BCC plays a critically important role in the control of malaria in Thailand and that to be effective in BCC we need to plan communication strategically to enable target groups to adopt safer behaviors. He stressed that this is an ongoing challenge that requires a combination of creativity, scientific research, and practical skills. He also pointed out that designing effective communication strategies is important for many sectors of public health, not just malaria and he hoped to see an increase in communication planning and training in the future. Dr Wichai lastly thanked AED for organizing this workshop, which provides the opportunity for a greater understanding in using research to inform the design of behavior change and communication programs to effectively control the disease.
In Dr Aye Aye Thwin’s opening remarks, she pointed out that research will be effective only when it is disseminated, and stressed that BCC is an essential component of the Mekong malaria network.  AED’s role and technical assistance in strategic planning and design of the communication strategies are important to USAID malaria control efforts in general and, in particular, to delay the spread of drug resistance and prevent development of new resistant strains of parasites. In closing, Dr Thwin thanked AED for organizing the event and encouraged participants to think boldly and innovatively to experiment and pilot new BCC strategies so that they can be replicated and scaled up in the future.
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Above: The workshop was honored by opening remarks from Dr Wichai Satimai, Director of the Bureau of Vector Borne Diseases; and Dr Aye Aye Thwin, Director, Office of Public Health, USAID Regional Development Mission Asia.
The workshop continued with an introduction of participants who are representatives from various local and international stakeholders involved in the implementation of malaria programs in the Greater Mekong Sub-region, focusing on border areas of Thailand. A list of participants and their contact details are provided in Annex 1.
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Above: Fifty-five representatives from Thailand Ministry of Public Health, local and international NGO’s, universities, and the UN agencies attended the opening of the MID-BCC Malaria Research Dissemination and Behavior Change Communication (BCC) Workshop on 28 February, 2011 at Hotel Plaza Athenee, Bangkok
Objectives
After the introduction, Anton Schneider, AED Regional Behavior Change and Communication Advisor reviewed the agenda (Annex 2) and outlined the four objectives of the workshop:
· Share results and challenges related to malaria BCC and identify strategies, messages and materials needed to move forward
· Share findings of formative research studies
· Seek input and contributions from stakeholders towards the development of malaria communication strategies, messages and materials, addressing needs, challenges and opportunities identified in the research
· Discuss monitoring the effectiveness of malaria BCC programs, including indicators of success and measurement
Overview of Malaria Situation in Thailand
Dr Wichai Satimai, Director of the Bureau of Vector Borne Diseases, Department of Disease Control, Ministry of Public Health gave an overview on the malaria situation in Thailand. The presentation started with the overall picture of the changes in number of malaria cases during 2000-2010 among Thai and non-Thai populations. The discussion touched upon the top ten provinces in Thailand with highest malaria cases, annual parasite incidence rate, malaria mortality rate, number of Thai and non-Thai cases along the border, national drug policy for Plasmodium falciparum (Pf) and Plasmodium vivax (Pv) malaria, sentinel sites for drug resistance monitoring (Annex 3a).
The presentation shows that among the top ten provinces with highest malaria cases in 2010, eight provinces lie along the Thai-Burma border. Dr Wichai pointed out that the Thai-Burma border contributes to 68% of malaria cases among Thai population living in the border areas. He also added that while most cases along the Thai-Cambodia border were detected during October-January; more cases were found along the Thai-Burma border during April - August. While Pf dominates along the Thai-Burma border, majority of cases (70-80%) along the Thai-Cambodia border are Pv. 
USAID RDMA Announcement
After the presentation by Dr Wichai, Dr Aye Aye Thwin introduced to the plenary the two senior staffs from the Office of Public Health, USAID RDMA i.e. Dr Sudarat Damrongwattanapokin and Dr Chansuda Wongsrichanalai. Dr Thwin also made an announcement about Dr Chansuda’s retirement from USAID and expressed appreciation to Dr Chansuda for her significant contribution to the malaria work in the region. Dr Chansuda is recognized as one of the most respected malaria experts in USAID and has played a major role in providing input, advice and advocacy, particularly to address artemisinin resistance in the region. Dr Kelly took this opportunity to thank Dr Chansuda for her continuous support to AED and presented her with a bouquet of flowers as a token of appreciation.
Day One Workshop Sessions
The three-day workshop consisted of 19 sessions, organized into plenary and group sessions. The first day covered sessions 1-7. 
Session 1: What is BCC
The session started with participants being asked to tell to the group what they believe are the benefits of doing exercise. After that they were asked to stand near the flipchart (four flip charts: 1) Always, 2) Mostly, 3) Sometimes, 4) Never were pre-arranged) that best describes their actual behavior. The result showed that while people know the benefits of doing exercise, in practice most people ‘sometimes’ or ‘never’ do it. 
The purpose of the activity was to remind participants the disconnect between beliefs and behaviors. Additionally, the exercise demonstrated that demographics, like sex and age, are only one way – and usually not the most useful way - to group people, and certain populations are more easily convinced to change their behaviors than others, and these “low hanging fruit” should be prioritized, especially when the segments are sufficiently large. 
The session was followed by a presentation by Dawn McCown, AED Senior BCC Specialist, on “What is BCC”. Participants were provided with a quick overview of behavior change communication. Participants learned that a health behavior is an action that is voluntary, observable, specific, measurable, doable, and has direct links to health outcome. There are multiple factors that affect malaria prevention and treatment, and giving information is not enough in changing an individual’s behavior.  As Dawn reminded participants, “Awareness is not a behavior!”
Followings are the key points from this session:
· Behavior change communication uses a mix of approaches and multiple channels.  Key approaches include Advocacy, Community Mobilization and Interpersonal Communication.   Channels of communication include Big Media (Mass Media), Small Media (Community Based Media) and Earned Media (Public Relations).
· In order to successfully change behavior, an individual often needs to progress through a step-wise process, that starts from pre-awareness through trial, and maintenance stages, and finally the stage where they share their experience by telling others.
Session 2: Role of research in effectively designing BCC
The session started with an introduction on the role of research in developing a communication strategy. Participants were asked to pair up with a person they don’t know and write down a few things about the person without talking. The purpose of the exercise was to remind people that even when we may know their demography so well, we need research to tell us the important details about our target audience if we want to be able to connect with them. McCown highlighted that to change behaviors we need to uncover the human emotions surrounding issues that drive behaviors, and in order to do this we need to understand our audiences very well, not just superficially. Participants were encouraged to use formative research to better understand the target audience, going beyond demographics, to learn about:
· Emotion and logic-based motivations that drive behaviors of the target audience
· Commonly held beliefs (benefits, barriers) about the behavior that exist within the target audience
· Internal and external conflicts surrounding behaviors
Participants also learned about the roles and the different aspects of quantitative and qualitative research, and the four methods commonly used for qualitative formative assessments i.e. key informant, observations, focus groups, and in-depth interviews. 
Closing the session, the facilitator concluded that formative research provides insight into how to make programs and messages more relevant and influential to the target audience. To get to the heart of our target audience the logic-based messages must be packaged with emotional messages, therefore research must uncover both logical and emotional information.
Session 3: Presentation and Discussion of Formative Research Findings Conducted on Malaria
During this session, the three malaria-related studies in selected sites in Thailand were presented to the plenary, including:
1. “Rapid Ethnographic Appraisal and Participatory Action Research” by Dr Robert Kelly, AED (Annex 3b)
2. “Malaria Knowledge, Attitude, and Practice (KAP) Study in Phuket” by Daniel Lindgren, Rapid Asia, a subcontractor under AED’s MID-BCC project (Annex 3c)
3. “Phuket Migrant Workers Malaria Rapid Qualitative Appraisal” by Dr Robert Vryheid, Kenan Institute Asia (Annex 3d)
After the presentations, the plenary was open for discussion. Some of the Q&A’s are cited in the below table:
	Q:
	How did Rapid Asia identify samples as high/medium/low risk? (Valerie Daw Tin Shewe, IOM)


	A:
	The malaria unit in Phuket helped Rapid Asia in classifying samples based on the risk levels, and in identifying the location of migrant camps. Rapid Asia worked closely with AED and agreed on the size of each sample group not to be less than 100. It is important to note that some of the camps have already been moved at the time of data collection, proving the high movement of the migrant population. (Daniel Lindgren, Rapid Asia)


	Q:
	How did Rapid Asia identify samples who are non-registered? (Anton Schneider, AED)


	A:
	This was done by asking the respondents if they have a health card. Those who did not have a health card implied that they were not registered. (Daniel Lindgren, Rapid Asia)


	Q:
	What kind of bed nets are used in Phuket? (Kheang Soy Ty, URC)


	A:
	Ordinary nets, treated ordinary nets, and LLIN (Robert Vryheid, KIAsia)


	A:
	The KAP survey also asked participants if they use nets. The survey also captured the observations on the condition of the nets being used. (Daniel Lindgren, Rapid Asia)

	Q:
	How did you organize the interviews with multi-nationalities in the focus group? 
(Valerie Daw Tin Shewe, IOM)


	A:
	Kenan used a migrant who can speak Thai. (Robert Vryheid, KIAsia)


	A:
	Rapid Asia deployed Burmese-speaking and Mon-speaking interviewers through a 
support from World Vision, Phuket. (Daniel Lindgren, Rapid Asia)

	Q:
	Why was Phuket selected for the studies?


	A:
	Phuket has eliminated malaria since early 1990’s through a vertical malaria program. 
Infections re-emerged after the implementation of the integrated program, leading to 
re-elimination program currently ongoing in the province. (Robert Vryheid, KIAsia)

	A:
	AED is trying to move forward to include other provinces beyond Phuket. This workshop allows an opportunity for AED to involve partners along the Thai-Burma border where malaria is concentrated. (Robert Kelly, AED)


Overview of BCC in the Containment Project
The plenary session continued in the afternoon with an overview of BCC in the containment project, presented by Muhammad Shafique, Communication Specialist, Malaria Consortium.
The presentation discussed the three major BCC strategies applied in the containment project i.e. 1) Health Education (including interpersonal communication), 2) Community Mobilization, and 3) Advocacy, and the use of innovative approach ‘positive deviance’ to solve health issues in the community.
At a community level, Malaria Consortium used a mix of channels for better impact in providing health education i.e. interpersonal communication, folk media and mass media. The presenter highlighted the importance of involving the community, such as village chiefs and volunteers, from the beginning of the project as this will create a sense of ownership and will ensure sustainability. As part of the BCC activity under the containment project, Malaria Consortium harmonized the IEC materials in Khmer and Thai. The IEC evaluation was conducted six months after distribution of these bi-lingual materials.
Malaria Consortium also presented “Positive Deviance” (PD) approach which was piloted in three villages in Battambang, Cambodia among mobile and migrant workers. The concept of PD is to build the activity upon what already works in the community. It is an asset-based approach, which rests on the observation that in most communities, the uncommon behaviors of a few successful positive deviant individuals enable them and their families to find more effective solutions to health problems than their neighbors with whom they share the same resources. More details can be found in Annex 3e.
Some of the Q&A’s from this session are cited in the below table.
	Q:
	How did you handle training supervision to the malaria volunteers in your project? 
(Sujata Ram, MEASURE Evaluation) 

	A:
	Malaria Consortium incorporated trainings of volunteers in the monthly meetings which were organized at the health facilities where volunteers were encouraged to interact with the health staff. (Muhammad Shafique, Malaria Consortium)

	Q:
	Please tell us a little about your IEC evaluation.


	A:
	The evaluation of IEC materials focused only on 2-3 key areas, such as use of net. (Muhammad Shafique, Malaria Consortium)


Session 4: Sharing of Ongoing/Planned Malaria Activities & 
Session 5: How do these activities relate to BCC
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During these sessions participants were organized into seven groups, to work on a matrix of current malaria BCC-related activities in their respective geographical areas. A summary of BCC activities by each group are presented in Annex 4.
Left: Participants worked in groups to discuss their current malaria BCC-related activities in their respective geographical areas, followed by a presentation to the plenary.
Session 6: Planning Steps for BCC
Participants continued working as a group and brainstormed possible planning steps for BCC in their responsible areas based on what they understand. The session ended with a summary from McCown the eleven planning steps for BCC, including:
1. Identify public health issue
2. Identify key target audiences 
3. Conduct and analyse formative assessment for risk factors and key factors
4. Identify behavior and communication objectives
5. Select communication approaches 
6. Design  messages 
7. Select channels
8. Develop monitoring and evaluation plan
9. Develop, pre-test and produce materials/activities
10. Prepare implementation plan
11. Assign tasks
Session 7: Identifying Target Audiences
Schneider began the session by re-iterating that understanding target audiences is a key foundation for an effective behavior change communication activity. Developing a target audience profile is required in order to get to know the audience, understand their point of view and their concerns very well, identify the exact benefits and barriers that will connect with them, and lastly develop activities to include most effective channels, language, imagery.
In defining “Target Audience”, participants learned five ways of audience segmentation i.e. demographic features, current behavior, benefit to action, barrier to action, and readiness to adopt behavior or “stages of change”. Participants also learned about “Secondary Target Audiences”, which refer to those who influence the target audiences, such as employers, media, religious leaders, opinion leaders, family, or friends. 
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Above: AED chart illustrating “Primary and Secondary Target Audiences for Malaria Behaviors for Migrant Workers”.
At the end of the session, participants worked as a group to identify from their organization’s malaria interventions the primary target audiences, who and what influences these audiences.
Left: Participants from Kanchanaburi Province presented different primary target audiences and secondary audiences, based on the organizations’ current malaria interventions. [image: image8.png]wonal Environ,
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Above:  A social map from Chiang Rai Province showing district health officer as primary target audience for their malaria program. The map also provides the surrounding secondary target audiences.
3. Day Two – 1 March, 2011
The day began with Schneider asking participants to do a brief recap of the key learning points from the previous day, followed by the presentation of two groups who volunteered to present how they defined the primary and secondary audiences.
The recap highlighted the importance of knowing the primary audience not only what they look like, but what they think and value, what motivate them, and who are their network (secondary audiences) in order to communicate well with the target audience.
Schneider also made a point that research is an ongoing process and that information was necessary in order to inform judgment to make sound decisions, even though research data should not be expected to make decisions or substitute for good judgment.  
Day Two Workshop Sessions
The day-two workshop covered sessions 8-12. Participants continued to work in groups in a participatory approach.
Session 8: Risk Factors
The session began with McCown asking participants to discuss their individual risk behavior and the reasons of doing it within their groups. After that participants brainstormed their ideas about malaria risk factors for transmission. 
Examples of malaria risk factors given by participants include:
· Not using repellent or bed net when going into the forest
· Not taking prophylaxis before going to risk areas
· Not seeing malaria prevention important, because knowing that malaria can be treated and treatment is free
· Sleeping in a hut at night, working at night such as rubber plantation
· Lack of knowledge about the disease
· Fear going to health facilities due to illegal status
· Not completing malaria treatment (Cambodia)
· Buying medicines at a store nearby to treat malaria by themselves (Cambodia)
· Using herbal medicines for malaria treatment (Cambodia)
· Believing in spirits and going to fake healers for malaria treatment (Cambodia)
· Lack of community/social acceptance in practicing preventive action
· Poor living condition; shelter as breeding site especially in the refugee camps
· Late detection of malaria
Groups were given different case scenarios (Annex 5) to discuss risk factors and develop health behavior.  After that, participants worked in groups to identify target audience and risk factors, and develop health behavior to minimize such risk factors. 
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Below: Participants discussing target audience, risk factors, and health behavior to minimize malaria risk factors in Trat Province.
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Table 1: Target audience, risk factors, and behavior to promote, presented by Trat, a province along the Thai-Cambodian border.
Session 9: Key Factors: Benefits, Barriers, Enabling Factors, Motivators/Pulse Points
The session began with the introduction of using formative assessment to identify key factors including: barriers, benefits, pulse points, and internal and external conflicts of the target audience. Participants were provided with a logical and emotional concept for each key factor. 
McCown emphasized that it is often ‘emotion’ rather than ‘logic’ that drives behavior. In persuading people to change behavior, we have to get people at their emotional level. In other words, we need to grab their hearts.
Participants also learned about ‘Pulse Points’ which refer to ‘what people consider as important emotional benefits of behavior practicing’. Pulse points may differ by target audience, for example, a pulse point for health professionals is recognition by the community in what they do, while a pulse point for migrants is acceptance by the community.
After that, participants were walked through the exercise called “Think, Say, Feel” A handout was provided for participants to read the following message and share their feelings to the plenary. 
“Your child is sick and does not seem to be improving.  You call in sick to work and rush to the health center.  After a quick test the nurse tells you that your son has malaria and it’s bad.  She asks you, why did you wait so long to bring him in?”
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“I don’t think it was malaria”
“I have to work” (health is not priority, earning is more important)
“I thought it was not serious,
 I thought the symptoms would go away”
Above: Some answers from participants after reading the message.
Left: Think, Say, Feel exercise, according to participants from Phuket Province
McCown concluded that pulse points are compelling. In order to grab target audiences’ attention and to motivate them to adopt healthy behavior, we need to consider their emotion and conflict that they are having when developing messages. The message is the most important part of a communication strategy. To get the message right, participants were strongly encouraged to spend more time on the target audience through formative assessment to find out the emotional conflicts that we can help solve. After that participants worked in groups to identify key factors for each target audience they have selected since day one.
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Above: Participants came up with key factors for hilltribe population who are identified as primary target audiences in Chiang Rai Province
At the end of the session, participants shared their thoughts about this exercise. Sujata Ram, MEASURE Evaluation addressed the challenge of how to go deeper to understand the pulse points of the target audience, as what people understand may capture only at a surface level. McCown suggested that it is worth using a skilled moderator in this process. Robert Vryheid, KIAsia addressed the issue of community acceptance to change people’s idea about malaria prevention. Shafique, Malaria Consortium also suggested involving community when developing messages.
Session 10: Behavior Change and Communication Objectives
In this session, participants learned to develop Behavior Change objectives and Communication objectives. McCown explained that the objectives for Behavior Change define what behavior we want to change, while the objectives for Communication define what changes in knowledge, attitudes, belief, demand and skills the communication will achieve. 
Participants were encouraged to use “SMART” approach when developing Behavior Change and Communication objectives for their program, i.e.
S
Specific
M
Measureable
A
Achievable
R
Relevant
T
Timely
After that participants worked in groups to identify objectives for the target audience(s) they previously identified.
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Illegal migrant workers and their families
Behavior Change Objective(s): 
1. Sleep under insecticide treated net  (within 6 months from now)
Above: Participants worked on objectives for the target audience in Phuket Province
Left: Behavior Change and Communication Objectives identified by participants from Phuket Province.
2. Receive prompt diagnosis and treatment (within 3 days after having fever – onset symptom)
Behavior Change Communication Objective(s) 
Sustained health behavior among migrant workers and their families (and finally expanded to surrounding community).
Session 11: Message Design 
In this session, Schneider introduced to participants the three key aspects that should be addressed when designing a message i.e.
1. Behavior 
<If you………………...>
2. Benefit 
<you will (experience)...>
3. Reason 
<because……………….>
Participants then worked in groups to come up with a message reflecting these key aspects. Examples of messages from the groups such as:
“If you come to the clinic, you will be safe from malaria because we provide good drugs, treatment, and specialist”
“If you get a prompt malaria treatment, you will experience short recovery”
Schneider added that the first two elements (behavior and benefit) are especially important. Adding the last element (reason) into a message gives more credibility.
Participants were also provided with some things to consider when designing messages:
· Messages should be based on knowledge about target audiences (based on research and own experience) and focus on achieving the BCC objectives
· Messages should focus on benefits, barriers, motivators/pulse points and conflicts
· Use pulse points to develop an overarching theme for the messages
· Messages should help people solve their conflicts
Participants also learned about the difference between BCC and informational messages and were given examples of both types of messages.  The key aspect of BCC messages is that they are not only giving information, but should also connect with and motivate the target audience.
Schneider also walked participants through the tips for designing messages, such as:
· Messages should capture the viewer’s attention
· Effective messages should touch the hearts and minds of the audience
· Effective messages should be relevant and related to real life
· Messages should be tailored to the geographic region of the country 
· Messages should not lie
· The best voice to use in your message should be an active voice
· Think about the overall appeal (should work with key pulse point). Types of appeal: humorous, sensitive, serious, playful, fear-based etc
· If practical, use a creative team (i.e., ad agency) to produce messages that are creative and memorable BUT provide them with clear guidance on how to focus the message.
He then presented some examples of advertisements and discussed the benefits and appeals of the messages in them. At the end of the session, participants worked in their groups to develop message content for the target audience they previously identified. 
These are a few examples of the message content proposed by the groups:[image: image14.jpg]



“A drop of blood test saves your life”
“Free treatment, Fast result, Friendly service”
Left: A brainstorming session on message content for malaria program in Trat Province
Session 12: Channel/Activity Selection
In this session, participants learned about various types of channels to convey a message; the concepts of reach, frequency, waste, cost per person reached (CPR), the impact and the best time to convey a message; the pros and cons in selecting each type of channel; and the use of mixed channels in BCC to maximize cost efficiency and impact. Three types of channels were discussed in this session, including:
1. Big media
This media include radio, TV, newspaper, and billboard. Big media is not appropriate for small target such as migrants, although they may consume TV. Big media is compelling when using for promotion or advocacy campaigns.
2. Small media
Examples of small media include brochures, counseling cards, mobile phones, CDs/DVDs, events, public address announcements, banners and posters. Small media is especially effective for one-on-one interventions, small group interventions, health promotion, community mobilization, advocacy, and trainings.
3. Earned media
This media could be at no cost, by working through advocacy and public relations, for example working with journalists.[image: image15.jpg]



McCown summarized that in selecting a communication channel, we should think beyond radio, posters and brochures. The concepts of reach, frequency, waste, CPR and impact should be used to guide channel selection. Lastly, a good channel mix is cost effective, balances reach and frequency and strives to maximize impact. 
At the end of the session, participants worked in groups to select a channel mix designed to balance reach and frequency, maximize cost efficiencies and impact within the budget.
Left: Channel selection proposed by Tak Province
4. Day Three – 2 March, 2011
The day began with the facilitator doing a brief recap of the key learning points from the previous day, followed by Session 13 presented by Dr Robert Kelly.
Session 13: Monitoring and Evaluation (M&E)
During this session, participants were provided with the concept and methods of monitoring and evaluation as well as the different aspects between these two elements. Dr Kelly explained that Monitoring is keeping track of what we are doing and is a tool used for internal purposes, while Evaluation is more structured and indicates the impact of the activity and is a tool for both internal and external purposes. 
Monitoring is conducted ‘during’ the life of project and at least every quarter; evaluation is done at a certain period of time e.g. beginning, middle, and end of the project.
To develop an M&E plan and indicators, it is essential to know what the project is. Often times, people develop the plan without knowing what they want to do with their project.
Monitoring is a continual process. It is a tool to make our program successful as it helps us as program officers to understand if our program seems to be working. Results will be used to make changes to the program for improvement. Process Monitoring measures whether activities are happening; dipstick monitoring measures whether we appear to be achieving the objectives. However, as monitoring takes budget of the project, we should select only the key/important points that we want to monitor. 
Evaluation proves what we are doing. It measures the change from a baseline set of data, in other words, the extent to which the program has achieved the objectives. It is used to guide decision-making for the next phase of the program or activities and to decide if the program model should be replicated elsewhere. Evaluation is usually done through a combination of survey, key informant interviews and focus groups. 
Sujata Ram, Monitoring and Evaluation Consultant from MEASURE Evaluation then briefly introduced to the plenary the role of MEASURE Evaluation in providing assistance to USAID-funded health program in the area of monitoring and evaluation. Ram also presented to participants some indicator selection guidelines and next steps for BCC indicators development for which process will be informed by the BCC strategies that come out of the workshop.
Session 14: Communication Approaches
In this session, participants were introduced to the three key communication approaches and learned how to use them effectively and strategically. The three approaches include: Advocacy, Community Mobilization, and Behavior Change Communication. Participants learned about the objective, the audience and the channel of each approach. 
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Above: Three key communication approaches used to promote Behavior Change.
McCown also discussed using communication approaches for impact & sustainability. For example, the project may use Mass Media at high levels in the beginning to establish the campaign, gain immediate awareness and support community-based activity. As campaign gains momentum in the community, the project should cut back on mass media and use in a more tactical way
Session 15: Advocacy
In this session, McCown provided participants with the concept of using advocacy in behavior change communication, major areas of advocacy work, advocacy objectives and tactics, and the key components of an advocacy strategy.
In summary, advocacy is the act of actively supporting a cause and trying to get others to support it. The goal of advocacy is the changes in policies, programs, legislation or resource allocation. The major areas of advocacy work include networking, coalition building, briefing media, leadership development, political lobbying, counteracting opposition, and promoting legislative change.
Advocacy could be done through one or a combination of these approaches: mobilization, dialoguing, networking, lobbying, petitioning, and pressuring. Some examples of malaria advocacy include the topics of migrant insurance, diagnosis (free artemisinin), employers to give bed net or repellent.
Session 16: Community Mobilization
This session provided participants with the concept of Community Mobilization on how it gets communities involved in changing behaviors, customs, resource allocation, or policies. 
Community Mobilization requires community ownership, support, and engagement. 
Several channels can be used in mobilizing the community, such as meetings, public address announcements, interpersonal communication and counselling, local channels (songs, storytelling, theatre, local radio), and events (rallies, marches, fairs, weddings, funerals, ceremonies, holidays). The goal is for activities to be designed, led and owned by the community.
Schneider pointed out that Community Mobilization is good to go in with ideas but strategy template and work plan for activities needs to come from the community. Community may decide to use advocacy, interpersonal, social marketing methods in their community mobilization. Resources should increasingly come from the community, and beyond money. 
Session 17: Behavior Change and Interpersonal Communication (IPC)
This session was facilitated by Muhammad Shafique, Communication Specialist, Malaria Consortium. The session began with an introduction of the different aspects of IPC and Mass Media in communicating health messages to target audiences. 
Shafique walked participants through the features of IPC and explained that IPC can be very effective when using with target audiences at a community level and when the goal of the activity is for them to adopt safer behaviors. Mass media should also be used to remind target audiences of the messages. Most mass media are highly accepted and reliable as audiences often believe that the messages are validated by experts.
Shafique also discussed the need to establish a network of outreach worker through a community participation process. He stressed that selecting outreach workers is a very important step in IPC. When identifying outreach workers for the project, we need to make sure that they have time and are respected or trusted by the community, or are persons who already had developed a good rapport in the community, such as teachers, religious leaders, and elderly. 
The outreach workers need to be equipped with IEC or other support materials such as brochures, story cards, mobile phone videos, etc so as to ensure consistency in messaging. By using materials, it will stimulate discussions between outreach workers and target audiences.
Using IPC through materials-equipped outreach workers who are trusted in the community not only enables target audience to receive the messages but also helps building trust with target groups at a community level. 
The effective use of IPQ requires active listening. Participants were introduced to the principal “ROLES” for active listening, i.e.
R
Relax
O
Open and approachable
L
Lean towards caretakers
E
Eye contact (as appropriate)
S
Smile
The session was summarized in three key points:
· IPC includes the process of education, solving conflicts and motivation
· Trained and skilled IPC networks can be extremely impactful
· Consider support materials to ensure consistency, prompt discussions and act as reminders to target audience at home
Session 18: Pulling it Together: Implementation Plan Development
The session began with participants brainstorming as a group and drafted a BCC strategy by selecting an approach that can best respond to the issue identified in their respective provinces. A summary of draft BCC strategies by province can be found in Annex 6.
After that, McCown presented to participants some examples of implementation plans. She explained that the implementation plan is the turning of strategies into an actionable, affordable, and doable plan across a designated amount of time.
In summarizing, the implementation plan acts as a mapping tool, a budgeting tool monitoring tool and a management tool. And an implementation plan should be consulted frequently throughout the life of the activities. 
Session 19: Summarizing and Wrap Up
In this final session, the plenary was open for brainstorming on how to maintain networking among participants. The followings are recommendations from participants:
· Create a mailing list with all e-mails, AED is suggested to be the focal point
· Develop a malaria web board to share information
· Organize BCC Meeting annually, venue should be in the implementation areas
· Conduct BCC activity site visits in the villages across the border
· Sharing of research techniques, such as PAR 
· Establish a BCC working group
· Set up BCC website that all partners can share IEC materials and BCC strategies
· Sharing of information such as photos, guidelines, etc. through Facebook® BCC social network. Some participants however preferred other on-line channels such as video conference through Skype.
· Create a BCC on-line data base (e.g. list of experts for each area)
Closing
At the end of the day Dr Robert Kelly thanked participants for joining AED throughout 3 days of the workshop; USAID RDMA for the support in organizing this activity; Dr Chansuda Wongsrichanalai for her comments which have helped making the workshop sound and solid. Lastly, Dr Kelly thanked Dr Wichai Satimai for his idea and suggestions, and to his staff for their valuable input.
The workshop was brought to a close with remarks from Dr Wichai Satimai who expressed his appreciation for the success of the workshop in providing an opportunity for everyone to share experiences and learn from each other.  
“It is not a usual event that we work closely on the topic of BCC. We have never had an intensive workshop like this”, said Dr Wichai before thanking AED on behalf of Department of Disease Control, Ministry of Public Health for organizing the activity, and to everyone for their active and enthusiastic participation in the workshop.
He also made an important point that “As personnel responsible for disease control, it is important that we understand the life of target audiences in order to deal with them better. Integration is key; we cannot separate one disease from another.  Furthermore, this workshop enhances skills that can be used not only for malaria; BCC can be applied to other health problems, not just one disease”. 
Dr Wichai ended his remarks by asking participants to support the malaria BCC core group, and encouraging everyone to maintain the relationships formed during this workshop and continue working together in the future.
Following the closing remarks, all participants received a Certificate of Attendance, a group photo, and an AED flash drive containing PowerPoint presentations and several handouts used in the workshop as well as products developed by participants through brainstorming during the group work.
-- End of Report --
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