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Technical Advisory Group Meeting 

HEALTHCOM Project 

February 9, 1988 

Academy for Educational Development 

Washington, D.C. 

SUMMARY REPORT 

I. ISSUE 1: POLICY CHANGE AND COMMUNICATION PLANNING 

Statement of Issue 

What are the most important changes likely to occur in the major childsurvival technologies (particularly ORT and EP!) in the near future that willhave significant policy implications for health communication? How canlarge-scale health communication programs best adjust to shifts inbiemedical 1olicy? Should programs, for example, back off from specificins1i:-uctional objectives in favor of more generic approaches--e.g., from
how to mix a specific ORS solution to why to give more fluids? 

Discussion 

Fr. William Smith opened the discussion by noting that we still have much to learnaoout child survival practices and appropriate technologies. Promotional strategies oftenhave to be adjusted in the field, as new information becomes available. Adjustments arenot easy to bring about among health workers or caretakers, and treqllent or major policychanges can have serious negative results. Dr. Smith asked members of the TAG toconsider what biomedical advances might affect the project in the i.,ar future, and whatthe proper mechanisms would be for informing the project of these changes in a timely 
way. 

A second concern relates to the specific child survival pilicies of the countries inwhich HEALTHCOM works. Different countries operate under different constraints, andtheir child survival poiicies vary and often evolve over time. At prese-,t, policy issuesare particularly challenging for HEALTHCOM in countries whose ORT programs continueto promote sugar-salt solutions in the face of growing evidence internationally that thisis ill-advised. The primary cient must always be the country government. ShouldHEALTHCOM play a role in helping governments reposition their policies? 

Mr. Robert Hogan of WHO stressed that policy decisions are ,not a!ways arrived atrationally. He stated that assisting the reformulation of nationai policies sl uld be aHEALTHCOM priority. A discussion of policies regarding different chiid survivaltechnologies followed. Mr. Hogan said that ORT policy, as such, has changed very little,but that changes are likely with the completion of studies of super-ORS, which pronisesto address the problems of volume and duration of diarrhea which current solutions donot. Future recommendations are likely to emphasize the promotion and mixtur., cJf 
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super-ORS solutions, as well as interventions for preventing diarrhea. Policy regardingcontrol of ARI is still in the very early stages. Last fall WHO established an ARI unitwithin its CDCi unit. Mr. Hogan cautioned against premature communication efforts in 
this area. 

Policies regarding EPI are the most straightforward at present. l',owever, there are likely to be changes as the hepatitis 3 vaccine becomes readily available, perhaps infive to ten years. Thailand, Indonesia, and the PRC are conducting large-scale fieldtrials. Within five to ten years it is also hoped that reusable syringes will be completelyreplaced by a prefilled, single-dose system. Several conferences have been scheduled onpolicy for tetanus toxoid. No studies have been conducted since WWII and relormulation
of policy is urgent. Dr. Smith noted that the rising incidence of AIDS has implicationsfor blood and injection issues and that the importance of immunizations must continue to
be emphasized in this new context. 

Policy regarding mralaria is perhaps tlie most unstable at present. Increasingprevalence of chloroquine resistance makes it difficult to formulate eflective messages. 

R,.cent nutrition studies have implications for CDD policy. Caby Verzosa pointedout that the Dietary Management of Diarrhea project has discovered in Peru and Nigeriathat the negative effects of withholding food during diarrhea are not as important as theoverall inadequacy of childhood diets. Their strategy has shifted to promoting betterweaning foods in general, with a focus on initiating changes during illness. Dr. RobertBlack pointed out that where diet is already marginal, any difference in feeding can have a profound effect; however, the typical fall-off in growth during illness is due to complex
factors. 

Ms. Verzosa also discussed the importance of growth monitoring as a child survivaltechnology which links all the other technologies. In some countries, growth nionitoring's the focus fcr mothers' regular visits the healthto center. Dr. Northrup pointed outthat policy decisions for growth monitoring are still largely made by biomiedicalpersonnel, but that it is fundamentally a behavioral technology. Behavioral scientists andcommunication planners thus have an important role to play in this area. Dr. Smith
cautioned that growth monitorir/counseling 
 can be a. punishing event for rothersbec,:use it points out where they are failing. These programs therefore have to be
 
carefully managed.
 

Ms. Anne Tinker noted that one area which will receive new emphasis soon withinA.I.D. is that of maternal health. A "safe motherhood initiative" will concentrate on

maternal morbidity and mortaliLy, prenatal services, and nutrition.
 

Dr. Robert Northrup suggested that strong policy recommendations are oftenmade without sufficient research into what's really going on in the home. WHO's pastopposition to flavoring and coloring af ORS, for exarople, was not based on sufficientdata. Policies about cereal-based ORS and other ORT issues should be made in view ofmany considerations, including, :onsurner acceptance, other than those which are purelybiomedical. Dr. Northrup also said l{EALTHCOM's primary challenge is not so muchadjusting to agreed upon policies, but in settling conflicts among different policy-laking
bodies. Where data does not support existing policy, should HEALTHCOM choose its ownposition? How should I-EALTIICOM deal with policy discrepancies? Dr. Northrup
suggested that a forum at which policies could be discussed would be advisable. 

Ms. Mary Debus emphasized the need for riiore consumer oriented research. Inparticular, marketers would like to know the natural thresholds of different child survival 
behaviors among different target audiences. 
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Is policy consensus regarding certain technologies either possible desirable?orMr. Hogan stressed that WHO tries to keep the public informed of changes and miakesrecommendati6ns, but does not make policy per s. . He added that many internationalorganizations do not want to operate ol coMensus. Dr. Cliff Block questioned whether consensus is desirable in an environment where research is lacking. Dr. Ilornik suggestedthat consensus may not always be possible regarding appropriate communicationstrategies, but consensusthat regarding technical information is always imiportant.-IEALTIiCOM is not a technical project, and rely formust upon others formiiulation of
policy in many areas. 

Summary Conclusions 

1. Child survival is an area of evolving technologies. Policy consensusregarding these technologies is vital to the design of coinmunication strategies. Aregular t2chnical forum of representatives from the major international donors is
strongly recommended. 

2. HEALTHCOM should play a role in helping countries retornulate theirtechnical policies, bringing appropriate information fromii other country experiences tothe attention of policy-ritakers and highlighting the consumer and communication aspects
of current and new health policies. 

3. There needs to be greater use of available data at the country level, andmore research to help shape policy, such as studies of inaccuracy miixing sugar-saltsolutions and of appropriate home-available fluids already in use. HEALTHCOM shouldencourage such studies, and in countries where no uther project (such as PRITECI I orCCCD) is carrying out such studies, HEALTHCOM should implement them with
appropriate technical guidance. 

4. Further research is necessary regarding certain technologies, such as ARIcontrol. In the interim, communication interventions should be approached with caution. 

I. ISSUE 2: RESEARCII AND DEVELOPMENT--

Statement of Issue 

Are IIEALTHCOM's current R-and-D efforts on target? Where shouldHEALTHCOM focus its research efforts in the future? What are the keypolicy issues emerging around communication for child survival programs
which HEALTHCOM should help address? 

Discussion 

Dr. Robert llornik outlined the different types of research which the AnnenbergSchool is conducting for IEALTI iCOM: research to help form communication strategies;evaluation of specific country interventions; evaluation of the utility of public healthcommunication across sites. Annenberg's cormparisons across sites provide perspective onquestions regarding the effectiveness of different channels, the acceptability oftreatments, alternatives for immunization strategies, and the cognitive and social cueswhich lead mothers to move from one treatment to another. IEALTHCOM adapts itsmethodology to individual countries and government priorities and policies. The project
also tries to assist governments in changing their policies. 
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Dr. Dennis Foote, from HEALTtlCOM's subcontractor, Applied CommunicationTechnology, described the resurveys ACT completed in Honduras and The Gambia duringthe past year. The results are mixed. In Honduras, ORS utilization rates continue toclimb, while in The Ganbia, interventions ceased after the MMHP Project ended andORT use has dropped significantly. (Details are provided in the TAG meeting workingpapers.) Dr. Foote attributed the differences in these outcomes to several factors. Themost important of these is the level and duration ot sustained program effort achieved inthese countries. Ilonduras has now received sustained support from A.I.D. for eight yearsand its HEU has been transformed from a small, inactive ,nit into a iultidisciDlinaryteam routinely carrying out multi-channel research-based communication prograil's. InThe Gambia, MMHP's technical assisLance !asted only three years, and the Governmentof The Gambia was unable to sustain even a modest waintenance program in the yearsfollowing. Another isfactor the difZererice in technologies. Fhe Gamlia relies upon acomplicated water-sugar-salt soIution for home treatiient, wxhile the IHonduras programuses a locally produced ORS packer. Dr. Foote pointed out that high health workerturnover is a major obstacle to long-tei rn maintenance. This turnover often leads todiscrepancies between health worker messages and national policies. 

Dr. Judith Graeff described HEALFHCOM's health practice studies as simall-scalebehavioral studies complementing and helping to -:,hape large-scale interventions.Dr. Graeff and Dr. John Elder discussed the project's current health practice studies inMexico (investigating the quantity of ORS solution given by mothers to sick children); inEcuador arid Nigeria (health worker interaction with rmothers in clinics); Nigeria (thedifferent teachingeffect of c!inic aids on mothers' behavior); Honduras (currentcaretaker practices in treating AR!); and Zaire (factors influencing caretakers' 
prevention/treatment choices). 

Mr. Ra.;muson mentioned that health worker wasimproved instruction identifiedas a priority at the last year's TAG thatmeeting and the project had responded inplanning several behavioral studies in this area. Several TAG members confirmed thatmassive training efforts are necessary, riot only aniong health workers but among othergroups including the private sector. Dr. tiornik described the difficulties of tr..ig totrain volunteers and mentioned that large-scale volunteer training efforts are oftenine[ficacious. Dr. Smith pointed out that the energy level irvolved in providing trainingto peripheral groups (for example in the schools) is very high. One group which would
benefit from more emphasis, particularly 
 in certain cocntries, is pharmacists. However,training is not itself enough. Structural issues within the distribution Svstemi--such assupervision and incentives for health staff--also need to be addressed. 

Participants recommended various priority issues for continuing research. Dr.Northrup suggested further studies of mothers' responses t) diarrhea and ARI; the qualityof interaction between mothers and health workers; efficieiit and effective iethods ofgrowth monitoring and the role of that intechnology relation to diarrhea; increased
training of doctcrs and pharmacists in communication skills; and research on effective
strategies. vis. Petra Reyes said more work should be focused on reaching poor,traditional populations and others who are at highest risk and uften have least access to
the mass media. 

Mr. Hogan encouraged more formal evaluation of .:aiipaigns as a cormiuinicahionstrategy. He noted the danger of a program becoming a series of short campaigns whichcannot be sustained over time. Dr. Bart stressed the importance of mobilizingcommunities and observed that canpaigns are often the first steps in this process. Dataon the efficacy of campaigns have not been uniformly assessed. Until that time, aparticular method of intensification should not be condemned. Robert Clay pointed out 
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that REACH is presently conducting studies in this area. He cautioned against any
"blueprint" approach to public health comnnunication--technical and social realities must 
always be incorporated into the planning task. 

From the social marketing viewpoint, a number of areas for research deserve 
focus. Ms. Debus recommended cooperation with the private sector in pursuing some 
research tasks, including studies of early adopters, high vs low involvement behavior 
change, and tracking of key indicators. 

Dr. Block summarized the morning session, noting the impact of the HEALTI ICOM 
methodology and the broad diffusion of its findings to date. Research questions relating 
to biomedical technologies should be distinguished from research relating to questions of 
availability and acceptability. 

Summary Conclusions 

1. Members of the TAG generally endorsed IIEALTtHCOM's R-and-l) agenda and 
urged the project to continue existing levels of funding and implementation of these 
activities. 

2. Among the topics suggested bv the TAG for special priority are: evaluation 
of campaigns and alternative communication strategies; research on consumer responses 
to illness and to new health technologies and practices; inore effective methods for 
training and motivating health providers; and mechanisms for imaintaining new practices 
among large populations over time. 

I1. ISSUE 3: PROGRAM PRIORITIES--

Statement of Issue 

Should HEALTHCOM focus its resources in a smaller nuniber of eimiphasis 
countries rather than continuing expansion? Is the project committing its 
resources to the right rmix of interventions. 

Discussion 

Dr. Robert Black of Johns Hopkins University opened the afternoon session's 
discussion by asking the TAG to address the questions of whether IIEALTIICOM is 
becoming overextended. He noted the scope of challenges involved in tailoring
interventions to specific countries, in providing appropriate expertise, and in 
coordinating efforts with other A.I.D. projects, donors, and contributors and relying upon 
those other resources for some aspects of interventions. Ile suggested that two years 
may not be enough for an effective intervention or for institutionalization of the 
HEALTHCOM methodology in a country. The current criteria for defining a country as 
an "emphasis" site are: population size; need in ternis of child morbidity and imortality; 
priority for A.I.D.; USAID mission support; and perceived opportunity for conducting a 
successful intervention with some positive rmeasurable outcomes. What level of 
resources should be provided to these countries and what results are expected in return? 
How is a project sustained over tiime? 

Mr. Rasmuson and Dr. Smith responded to a question about the sinall sizes of 
MMHP's original countries. At that time, the project sought sites with viable and 
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accessible health and conmmunication systems where pilot interventions could be carriedout with relatively modest resources and with reasonable expectations of success.Selection considerations at the time also included interest on the part of individualUSAID riissions, which was not especially high at that time, particularly in the Africaregion. Today the project is working in and giving priority to a numiber of largecountries, including Indonesia, the Philippines, and Nigeria. In these countries,HEALTHCOM is now generally starting work in one or a few states or regions, and thenapplying the experience and lessons learned in later regional and national expansions.Experience to date in such large countries demonstrates that program implementation
primarily a state or province affair, and that 

is 
the project's impact at the national levelwill be primarily in terns of sharing methodology with national coujnterparts rather than 

seeing national communication impacts. 

Discussion followed on the rionlonetarv resources essentidl for a countryprogram, and the role of the resident advisor. Participants agreed that a long-term in­country presence--e.g., five-ten years--is vital if a program is to be miore than a researchand development effort. Participants also agreed that while the project should not giveup !ts emphasis on demonstrating communication inipacts in countries, as results willencourage continuation of the riiethodology, IIEALTIICOM should also place more
attention on structured skills training for country counterparts. 

Dr. Northrup noted that given the project's coiiinlitiient to institutionalization,we must avoid intervening in technologies in which we don't have sufficient inforniation or expertise. Dr. Smith eimiphasized that HIEALTIICOM is in some ways a "shadow" of itsbiomedical partner, such as CCCD or PRITECIH, and that we don't move into countries or
technologies without cooperation. 

To what extent should levels of morbidity and miortality determine I IEALTIiCOM'spriorities? Dr. Smith said he hoped to see more epidemiological criteria brought tobear. However, the pertinent question is not just where are most children dying, butwhere can the project in fact save the most lives. This discussion led to the topic of
AIDS, and its potential for wiping 
out all of the gains made in the areas of EPI aridCDD. It is understandable that missions would wish to miake this challenge a priority,and that they would be frustrated by the necessity ot dividing money and attentionbetween Lhild survival and AIDS, aniong others. I lowever, TAG rimembers agreed thatAIDSCOM, rather than HEALTHICOM, has expertise in this area and should be relied uponfor technical assistance. Each public health theme requires a systematic approach. 

Summary Conclusions 

1. The TAG endorsed IIEALTIICOM's selecting eriphasis countries for an
increased level of effort and urged 
 HEALTHCOM and A.I.D. to identify contractual means through which the project can commit additional resources to these countries. 

2. The TAG agreed that two-year programs were unlikely to lead to sustaindblehealth communication prograns and that extensions of program activity beyond two 
years should take place in the emphasis countries. 

3. National versus regional irmplenentation is not an "either-or" choiceHEALTHCOM. Projects implemented regionally have 
for 

the potential for more universalapplication. The appropriate level of emphasis at a particular site should be governed bymany factors, including both theoretical and practical considerations and a cuuntry's
ability to commit various resources. 
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4. The TAG endorsed the current mnix of interventions the project issupporting. HEALTIICOM's agenda does not include AIDS education in any significantway at this tiie. However, the project rmtust remain sensitive to the interrelationbetween child survival and AIDS issues, and cooperate with missions to the extent 
possible. 

IV. ISSUE 4: EVALUATION OF PROJECT SUCCESS--

Statement of Issue
 

What criteria should be used in I IlALTIICOM's overall inidterni 
 evaluationlater this year? In countries where priorities or constraints make
quantifiable changes in health practices an unlikely outcome, what is anappropriate evaluation approach and level of effort for assessing
accomplishment of other program objectives? 

Discussion 

Dr. Robert Northrup pointed out the probleiatic nature of evaluating i projectwhich provides technical assistance but cannot control miany of the factors deterriiningthe success of its interventions. In theory, evaluation might neasure the tollowing:impact of the project on morbidity and mortality; changes in behavior; appropriateness ofindividual aspects of the riethodology (were media products successful? was researchadequate? institutionalization achieved?); central project nanagemnent (was the qualityof administration and staff high? did the project meet country cquirenments? werefindings disseminated?) IIEALTHCOM should only be held accountable in certain areas.Dr. Northrup asked the participants to consider what criteria are nost relevant to an
evaluation of the HEALTHICOM project. 

Mr. Clay said A.I.D. is presently developing the scope of work for the midt.errnievaluation. He emphasized the difference between evaluation of the HEALTHCOM
project, and evaluation 
 -as a part of the I IEALTIICOM iiethodology. "Success" asreflected in the suniiative evaluation of an intervention is not necessarily anappropriate measure of the project itself. 

Members of the TAG agreed with Dr. Northrup about the difficulty of neasuringand attributing impact of a communication intervention in a complex countryenvironment. Morbidity and mortality changes are particularly difficult, and expensive,to document. There was consensus that HEALTHCOM's country programs should bejudged primarily on the basis of knowledge and behavior changes achieved, and thedegree of methodology transfer, or institutionalization. 

Mr. Rasmuson noted that even these two primary objectives--to bring aboutchange ain health practices and to institutionalize the HEALTHCOM methodology--liaycorie in conflict with each other when time and resources are limited. In a two-threeyear intervention, particularly in a large complex country, it imay be impossible to showsignificant progress towards both of these goals. lHe noted that the health educationunits in Ministries of Health with whom the project is working are largely very weakinstitutions in terms of trained manpower and other resources. Mr. Rasmuson suggestedthat HEALTHCOM should make a realistic assessment of opportunities and constraints onachievement of its various objectives in each country, and then prioritize theseobjectives. Evaluation of project success should then be on the basis of these stated 
priorities. 
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Dr. Foote noted that a midtermi evaluation should play a diagnostic and 
constructive role. For examtiple, it should point to ways of paring down costs or show 
ways in which the country interventions may have been pared too lean. He said 
evaluators should not lose sight of the fact that HEALTItCOM should be driven by 
market research. An evaluation should focus on questions of methodology. lie 
questioned whether operational funds and time available to the resident advisor are 
realistic in view of project goals. 

Summary Conclusions 

t. HEALTHCOM does not have control over many elements influencing a 
country intervention. In the long term, positive changes in health knowledge and in 
behavior are the most appropriate indicators of project success. 

2. The project's midterm evaluation is primarily a diagnostic tool to identify 
both strengths and weaknesses of implementation to date and suggest appropriate 
midcourse changes. 

V. 	 SUMMARY COMMENTS-- Mr. Robert Clay
 
Public Health Advisor, S&T/H
 

Mr. Robert Clay, Cognizant Technical Officer o the t EALTIICOM project, 
summarized the major views expressed during the pro;ect's second annual TAG mneeLing. 
The meeting reaffirmed strong interest in the HEALTIICOM project and reflected the 
growth evident after ten years of work in child survival and communication. The broad 
interest and participation in the TAG by A.I.D. personnel also reflected the agency's 
continuing commitment in this area. Mr. Clay then outlined specific goals for 
HEALTHCOM to focus on in the next years: 

" 	 To be aware of the dangers involved in spreading project efforts too thin, 
and to keep a long-term perspective on possible expansion. 

* 	 To continue weighing the relative advantages of working at the national and 
regional levels in specific countries. 

* 	 To be sensitive to in-country constraints. 

* 	 To assess necessary and available resources when establishing individual 
country goals. 

* 	 To exercise caution in developing interventions related to complicated child 
survival areas such as rnalaria, nutrition, and ARI. 

0 	 To continue to develop the HEALTIICOM methodology as the project 
expands its experiences in additional countries. 

* 	 To document ana disseminate the lessons learned by the project to the 
broader international development community. 

* 	 To strengthen efforts to institutionalize the ttEALTHCOM methodology in 
assisted countries so that sustained programs will be developed. 

* 	 To continue to coordinate comnunication ctivities with other organizations 
and projects. 
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HEALTHCOM PROJECT
 
TECHNICAL ADVISORY GROUP MEETING
 

February 9, 1988
 

Main Conference Room
 
Academy for Educational Development
 

1255 23rd Street, N.W.
 
Washington, D.C. 20037 

Morning 

MODERATOR: Dr. Kenneth Bart 
9:00 a.m. Opening remarks Dr. Nyle Brady 
9:10 a.m. Management Review of Project Mr. Mark Rasmuson 
9:20 a.m. Introduction of Issues Dr. William Smith 

9:30 a.m. Issue 1:
 
Policy Change and Communication Planning 
 Dr. William Smith 

How can large-scale health communications programs bestadjust to shifts in bio-medical policy such as the growing
emphasis on home-available solutions in CDD Programs? 

10:45 a.m. Issue 2:
 
Research and Development 
 Dr. Robert Hornik 

Where should HEALTFICOM focus its R and D efforts in thefuture? What are the key policy issues emerging around
communication for child survival programs which HEALTHCOM 
should help address? 

12:15 p.m. Summary comments Dr. Clifford Block 

12:30 noon Luncheon Embassy Suites Hotel (next door to the Academy) 

Afternoon 

MODERATOR: Ms. Anne Tinker 

2:00 p.m. Issue 3:
 
Program Priorities 
 Dr. Robert Black 

Should HEALTHCOM focus its resources in a smaller number ofemphasis countries rather than continuing expansion? Is theproject committing its resources to the right mix of 
interventions? 

3:30 p.m. Issue 4:
 
Project Evaluation 
 Dr. Robert Northrup 

What criteria should usedbe in HEALTHCOM's mid-term
evaluation? Which project objectives--campaign results,methodology development, or institutionalization--should beemphasized and form the basis for evaluation in different 
countries? 

4:15 p.m. Summary comments Mr. Robert Clay 

4:30 p.m. Conclusion of meeting 
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Issue I
 

POLICY CHANGE AND COMMUNICATION PLANNING
 

At their best, systematic health communication programs can help teach specificnew health skills to large population groups. In some public health programs, the desiredbehavior changes may be difficult to induce although they are straightforward and of proven effectiveness--stopping smoking, for example. In the case of several of the mostimportant child survival interventions, however, the technologies or behaviors being
promoted are still evolving in nature. Research continues, for example, to find more
effective oral rehydration solutions--a super-ORS--and more efficient technologies for 
immunization, growth monitoring, and ARI. 

This 	poses both practical and ethical issues for a large health communication 
program. How should a health communication program deal with a new health product orpractice which, while safe and effective, may nonetheless be changed dramatically or
replaced in the course of a few years? 

In Nigeria, for example, current official national policy for ORT calls fur theaggressive promotion of sugar-salt solution. This 	policy is under review and may shift in
the next year in the direction of emerging international policy--towards a diminishing
emphasis on SSS, increased promotion of home-available fluids, and increased access to 
ORS packets. 

In Indonesia, the communication component of programthe ORT is required tosupport a three-step approach: home fluids for "beginning diarrhea"; ORS products for"diarrhea plus weakness"; and treatment at a clinic for "moderate to severedehydration." The complexity of this message is seen by HEALTHCOM staft as
significantly ccnfounding achievement of measurable impact. 

But for the time being, HEALTHCOM in both countries is faced with the dilemmaof either actively promoting an official host governme.it policy and practice which maysoon 	 be discredited changed, not promoting it andor or being in violation of current
policy. Such situations are complicated by the following factors: 

o 	 Communication planners in general and HEALTHCOM's advisors in particular 
are not (and should not be) policy decision-makers. While they can advise
and encourage policy changes, they must await policy decisions by the 
government agencies they assist. 

o 	 In many countries, however, official national policies lag far behind cnanges
occurring among the international health community. 

0 Experience and common sense demonstrate the difficulty of changing
communication objectives frequently. Consumers will become confused.
Shifts in consumer awareness are not easy to produce on a regular basis. 

0 	 As the most visible part of a public health program, the communication 
component is most vulnerable to criticism and may be unfairly blamed for
inconsistencies or shifts in program policy. 
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Two questions are posed for the members of the TAG: 

I. 	 Whit are the most important changes likely to occur in the major childsurvival technologies (particularly ORT and EPI) in the near future that will
have significant policy implications for health communication? 

2. 	 How can large-scale health communication programs best adjust to shifts inbiomedical policy? Should programs, for example, back off from specificinstructional objectives in favor of more 	generic approaches--e.g., from howto mix a specific ORS solution to why to give more fluids? 
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Issue 2 

RESEARCH AND DEVELOPMENT 

HEALTHCOM's research and development efforts fall into three main areas: 

I. 	 Applications of the project methodology and evaluation of its impact in
individual countries, as well as cross-country comparisons. 

2. 	 Resurveys in the two original project sites--Honduras and The Gambia--and
analysis of the data to help determine long-term effects of the original interventions. 

3. 	 "Health Practice Studies" and formative research conducted in individual 
country programs .*. identify problents associated with the introduction of new health
practices or materials and possible solutions to these problems. 

The main research questions being asked in each of these areas are the following: 

Evaluation of New Country Programs 

1. 	 What activities were actually carried out? 

2. 	 Were the messages learned and accepted? 

3. 	 Were practices themselves altered? 

4. 	 Was the campaign successful in bringing about desired health outcomes? 

5. 	 Who is likely to be affected by a broadcast message? 

6. 	 Did institutionalization occur? 

7. 	 Flow do characteristics of particular sites (e.g., administrative, economic) 
affect the program? 

8. 	 How does the HEALTHCOM methodology evolve as projects are 
implemented and evaluateJ? 

Resurvey in Honduras and The Gambia 

1. Has knowledge and practice of ORT been maintained over time? 

2. 	 What are the characteristics of ORT adopters and persistent users? 

3. 	 What are the characteristics of cases treated vith ORS? 

4. 	 How accurate are mothers in mixing and administering rehydration 
solutions? 

5. 	 What is the relationship between knowledge ind attitudes and behavior 
change?
 

6. What is the effect of campaign intensity on learning and adoption of ORT? 
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7. Is there a relationship between changes in diarrheal mortality and the 

HEALTHCOM intervention (in Honduras)? 

Health Practice Studies 

I. 	 What quantity of ORS solution do mothers actually give their sick children 
(Mexico)? 

2. 	 How does the structure and 	 quality of clinic health education about
immunization influence mothers' knowledge and practice (Ecuador and 
Nigeria)? 

3. 	 What difference does a modular approa-h to EPI education and carefully
tested teaching aids make on mothers' knowledge about immunization 
(Nigeria)? 

4. 	 What are current practices among mothers for treating acute respiratory
infections (Honduras)? 

5. 	 What factors influence women's choices among health prevention/treatment 
options for their children (Zaire)? 

Additional information on these research questions and activities is provided in
the background papers at the end of this book. 

The 	specific questions for the TAG in this regard are: 

1. 	 Are HEALTHCOM's current R-and-D efforts on target?' Where should 
HEALTHCOM focus its research efforts in the future? 

2. 	 What are the key policy issues emerging around communication for child
survival programs which HEALTHCOM should help address? 
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BEHAVIORAL STUDIES BY COUNTRY AND CONTENT FOCUS
 

0 

LAC 

Honduras 
X 

Ecuador X 

Guatemala 
X 

Mexico X 

AFRICA LO~ 

Zaire * X X 

Nigeria X X 

ASIA 
Indonesia * X 

Philippines 
X 

OTHER 

-Research plans are either under consideration or pending due to factors in-country. 



Issue 3 

PROGRAM PRIORITIES 

HEALTHCOM's portfolio currently includes 15 countries of tremendous variety interms of population size, disease patterns, infrastructure, public health programming,
political and bureaucratic constraints, etc. The Project has a mandate to work in up 	to22 countries over the life of the Project. The interventions HEALTHCOM is supporting,
as the accompanying chart illustrates, continue to be 	primarily diarrheal disease control
and 	 immunization, although several programs also include interventions such as growthmonitoring, ARI, and child spacing. A country program is usually planned as a two-year
effort. 

HEALTHCOM recently conducted a broad internal review of countriesits toidentify priority efforts among them. The conclusion of this review was thatHEALTHCOM should attempt to focus more attention and resources on a 	number of key
countries: Nigeria, Zaire, Indonesia, the Philippines, Mexico, Ecuador. The majorcriteria used in selecting these countries were population size; need in terms of childmorbidity and mortality; priority for A.I.D.; USAID mission support; and perceived
opportunity for conducting a successful intervention with some positive measurable 
outcomes. A second list of countries emerged as secondary priorities for offering
particularly unique opportunities for research and development and institutionalization--
Honduras, Lesotho, Jordan, Guatemala. 

The questions lF_-ALTHCOM wishes the TAG to address are the following: 

1. 	 Should the Project focus its resources in a smaller number of emphasis
countries rather than continuing to provide equal levels of support to all 
countries regardless of size or opportunity? 

2. 	 What are the criteria that should be used in deciding what emphasis
countries should receive? Are the above criteria the most appropriate, and 
are the above countries the right emphasis countries? 

3. 	 How-through what mechanisms--can priority be given and resources
focused? (For example, through multi-year extensions in priority
countries?) What changes will be required in the current Project mandate? 

4. 	 Is the Project committing its resources to the right mix of child survival 
interventions? 

5. 	 Have we learned anything new about strategies for sustaining program
efforts and effects over time? 
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IPROGRAM OBJECTIVES 

IN EXISTING AND PROJECTED HEALTHCOM SITES 
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Issue 4 

EVALUATION OF PROJECT SUCCESS 

The objectives of the HEALTHCOM Project, as stated in AED's contract, are the 
following: 

o 	 To complete development of the communication methodology through its 
application to child survival and the mIultiple practices that influence the
survival of children, including diarrhea control, infant feeding, breast
feeding, child spacing, handwashing and related personal hygiene,
participation in immunization programs, the use of food rich in vitamin A,
and 	 cooperation with water and sanitation and vector-borne disease 
programs; 

o 	 To complete the integration of two major emphases from social marketing-­
consumer at 

into the methodology; 
product promotion ard education aimed changing practices-­

o 	 To expand the applicability of the methodology by using it at approximately
ten new sites representing different institutional and/or technological
conditions (such as the absence of a strong health services infrastructure in
the poorest countries, expanded reliance the private sector, oron the
increased use of television in countries where television is pr~valent); 

0 	 To support further the process of institutionalization of the methodology at 
all project sites in so far as possible; 

0 	 To undertake "diffusion" actlvitCs jo that knowledge and use of the
methodology is spread to other A.I.D. U.S.projects, academics and
practitioners, and the broad community of donor agency professionals. 

HEALTHCOM will be evaluated against these objectives at two levels: results ofindividual country interventions as measured by HEALTHCOM's evaluation
subcontractor, The Annenberg School of Communications; and overall Project
performance as determined by an external evaluation. The Project's midterm external 
evaluation is being scheduled by the Office of Health in mid-1988. 

At the individual country program level, an ongoing dilemma for HEALTHCOM is 
to determine the relative weight to give the different Project objectives--obtaining
campaign results, methodology development, and institutionalization. Different
countries offer very different opportunities for and constraints upon achievement of each 
type of objective. In small resource-poor countries such as The Gambia, for example,
institutionalization may be an important but rather unrealistic goal. On the other hand,
in larger countries, with mo,'e sophisticated communications systems, such as Indonesia,
methodology development and institutionalization may be easier but assessment of
communication effects quite difficult. In some countries (e.g. Malawi), government
bureaucratic constraints have literally pre-empted the implementation of a true mass
communication campaign. It is the Project's position at this time that each of its 
country programs should clearly prioritize the objectives which it expects can
realistically be achieved; allocate its resources according to those priorities; and be 
evaluated accordingly. 
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We would like the TAG to address two evaluation-related questions: 

I. Wh t criteria should be used in HEALTHCOM's overall midterm evaluation 
later this year? 

2. In countries where priorities or constraints make quantifiable changes inhealth practices an unlikely outcome, what is an appropriate evaluationapproach and level of effort for assessing accomplishment of other program
objectives? 
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