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Mohammed Masim, MP
Minister
Ministry of Health and Farmily Welfare
ovt. of the Peoples Republic of Bangladesh

Message :

| am pleased te see that this Comprehensive Social and Behavior Change Communication (SBCC)
strategy has been developed to guide the implementation of SBCC activities in Bangladesh,

Bangladesh has achieved remarkable success in the health ssctor, This success has been possible
because of the contribution of all stakeholders, Now we have to place more emphasis on SBCC 50 that
we will achieve the targets of the Sustainable Development Goals.

This Strategy will help to maintzin coordination among different 3BCC activities by different
stakeholders. As our resources are limited, we need to work strategically and with & common visian for

high-quelity, effective SECC,

| 'am happy to see that experts from different sectors provided their valuable input for the develepment
of the Stratzgy.

| am also impressed to know that an Action Plam has already been developed for the proper
implementation of this Strategy. | expect cooperation and support from all stakeholders to implement
this strategy.

| am grateful to all who were involved in developing this Strategy,

| hope this Strategy will play an impertant role for the well-being of all the people of Bangladesh,
lay Bangla, Joy Bangabandhu,

Larg live Bangladesh,

{Mohammed Masim, MP)
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Ministry of Health and Family Welfare
Govt. of the People’s Republic of Bangladesh

Message

The develeprment of this Comprehensive Social and Behaviar Change Communication (SBCC) Strategy is
& very timely initiative, This is the first ever 3BCC Strategy in Bangladesh, This policy level strategy will
guide different directorates and units to develop their own communication strategies.

Bangladesh has been a role modsl in the developing world for making substantial progress in achieving
MDG targets. | hope this Strategy will facilitate achieving the targets of Sustainable Development Goals
over the next fifteen years. It will give us direction for the maximum utilization of our knowledge,
expertise, technology, toel: and resources.

| believe that this Strategy will contribute effectively for the development of the Health, Population and
Mutrition sector of Bangladesh, | am very much optimistic that it lead ws for daing SBCC activities in a
plannsd, coordinated and strategic way, [ts success depends an all stakeholders adopting it a3 & guiding
document for their SBCC activities through cooperation & colloboration,

I appreciate the hard work of the professionals involved in the development of the Stretegy, and hope
that it will be utilized properly,

Jov Bangla, Joy Bangabandhu,
Long live Bangladech.
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(Zahid Maleque, MP)
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Syed Monjurul Islam '@]

Secretary
Ministry of Health and Family Welfare
Gaovt, of the People™s Republic of Bangladesh

Foreword

Bargladesh has shown impressive progress to schieve several of the Millennium Development Goals
(MDG), We need to continue 1o work hard and build on this success so that we ¢an also achieve the
Sustainable Development Goals (SDG). Many of the S5DG indicators will be reached at least in part by
motivating healthy behavicrs at the community and household Levels, and by shifting social norms to
support the health and well-being of all Bangladeshis. Considering this context, this Comprehensive
social and Behavior Change Communication (SBCC) Strategy has been developed,

MNow we need to implement the Strategy according to the action plan cortained in this decument, | urge
gll stakeholders to follow and wse this stretegy as it will guide the SBCC activities of the next sector
program, and will align the SBLC efforts of government, non-government, development partner and
other stakeholders,

| arn grateful ko all who made it possible to develop this strategy.

(Syed Monjurul IsLlam)
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Roxana Quader I@a’
Additional Secretary [PH&WH) A .~

Ministry of Health and Family Welfare
Govt. of the People's Republic of Bangladesh
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serve as a guiding document for the effective implementation of high-quality SECC activities under the
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Rural Development; and of course the Ministry of Health and Family Welfare (MaHFW), The senior Level
representatives from MoHFW's Planning Division, directors, Line directors, and other senicr officials from
the Directorate General of Health Services (DGHS) and Directorate General of Family Planning (DGFF)
provided their time and input for preparing this important document. | am really grateful to all of them,

The three communication units of MaHFW, Bureau of Health Education (BHE), and Institute of Public
Health Mutrition {IPHM] of DGHS; and Information, Education, and Metivation (IEM) Unit of DGFP. led the
three functional subgroups and were directly involved in preparing this document We thank all of them
irdividually for their valuable time and contribution.

| sincerely recognize the cooperation and valuable suggestions provided by the honorable Secretary,
MaHFW Mr Syed Monjurul [slam in finalizing the strategy.

| also cam't forget the contributions of two of my colleagues Mr Abdul Malek, loint Secretary (Public
Health-2), and Dr Nasreen Khan, Technical Support on Nutrition, Public Health and WHO Wing, MoHFW.
Many thanks to both of them.

The critical role plaved by the USAID-funded Bangladesh Knowledge Management |nitiative (BKMI) - in
conceptualizing the content of the strategy, preparing an outline in consultation with other partners,
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involving a wide range of stakeholders — cannot go unmentioned. Due to their untiring effort and hard
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Firally, we would like to emphasize that developing & strategy is not the énd in itself, rather 3 patiway
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Comprehensive SBCC Strategy for MoHFW

Introduction

Social and behavior change communication (SBCC) is a research-based, consultative process that uses
communicetion to premote and facilitate behavior change, and to support the requisite socigl change for
the purpose of impraving health outcomes.

The Ministry of Health and Family Weifare (MoHFW) has prepared this Comprehensive SBCC Strategy
thereafter, "the Strategy”} as 2 guiding document to inform the communication strategies of governmeant
and non-government organizations and initistives that are working in support of the Sector Investment
Plan, so that strategies will be planned and designed in a consistent manner.

The Strategy will facilitate the delivery of consistent and harmonized messages on Health, Hutrition and
Population (HMP}; address the needs of specific audiences; encourage the use of information and
communication technology (ICT); and impreve coordination,

The Strategy promotes an evidence-based and strategic approach to SBCC that is audience-centerad, and
that focuses on changing behaviors and shifting social norms in order to improve health outcomes.
Impartantly, this Strategy acknowledges the many social and envirenmental factors that influence
behaviars at the household and commurity levels.

The Strategy was developed following a participatory process. It 15 based on global SBCC best practices,
and builds on the Mational Communication Framewark for Effective Health, Population and Nutrtion SBCC
that was developed by the BLC Working Group and approved by the MoHFW.

Goals and Objectives

The Comprehensive SBCC St:zn;Eﬁg:..lJ 15 designed to serve as @ guiding document for the effective
implementation of high-quality 5SBCC activities under the MoHFW Health, Nutrition and Population Sector
Investment Plan (HNPSIP) 2016-2021°, SBCC is implicated in several of the Strategic Objectives detailed
m the ‘HNPSIF, particularly to promote healthy behaviors &t the household and community levels; to
encowrage social norms that support positive heslth behaviors and improved health cutcomes; and to
drive demand for services.

In particular, the Stratagy will

+ Define and promote 3 holistic definition of SBCC;

+ Articulate a common vision for SBCC in Bangladesh;

+  Discuss some of the current gaps that need to be addressed in order to achieve the vision;

«  Describe what high-quality 3BCC consists of and loaks like,

*  Connect key concepts from the National Framewark for Effective SBCC, particularly
approaches for coordination, capacity development and engaging with communities;

« |dentify the desired initial outcomes and sustainable results of implementing the Strategy;

»  [Define terms and concepts for monitcring and evaluating SBCC; and

+ Provide an implementation and monitering framewark for the Strategy.

" A Elossny of Tenms §5 incluged inAnnex 1,
* Hizaloh, Mutrition and Papulerion Secror bvwesment Plas [HWPSIF]) 2016 3021, Draf L, Mesember 2005




How will the Strategy be used?
The MaHFW, under the leadership of the office of the Additional Secretary (PH & WH), will be responzible for
operationalizing the Strategy.

The Strategy will be used as the basis for developing MoHFW unit- or sector-specific detailed strategies or
national strategic plans for health, population and nutrition. Topic-specific SBCC strategies will include
explicit behavioral and social outcomes and implementation plans. An outline for topic-specific SBCC
strategies it included in Annex 2.

The Strategy is intended for government and non-gowernment program designers, implementers, technical
working groups and others who are using SBCC to promote healthy behaviors, Program designers are
responsible for aligning their strategies with the Strategy and any relevant topic-specific 5BLC strategies.

Social and Behavior Change Communication
SBCC is the use of communication to influsnce individual and collective behaviors. Methods include
interpersonal communication (IPC), cammunity mobilization, mass media, 1CT, and athers.

Well-designed SBCC for health, populatisn and nutrition employs an evidence-based, consultative process
using communication to promate and facilitate behavior change and support social change for the purpose
of improving health outcomes, It is driven by demographic and epidemiological deta, as well as by an
analysis of social norms, current behaviors, barriers and enablers to behavior change, and audience
perspectives, This process should be iterative, with data from earlier rounds being used to inform and
improve later rounds.

SBOC is guided by a Sacio-Ecclogical Model that shows how behavior operates on and is influenced by five
inter-connected levels: individuals; family and peer nebworks; communities; organizations; and policy
enviranments.,

Refiecting the Socie-Ecological Model, SBCC seeks to exert influence atb five Levels:

* [ndividuals: Improve knowledge, attitudes —
and cther [deational factors that support the
adoption and maintenance of desired healthy e N
behaviors or the changing of unhealthy

behaviors.

Family and peer networks: Promote positive
peer influence, social support, spousal
communication, and intra-family
communication,

Communities: Mobilize a broad range of
stakeholders including community leaders
and health service providers to promote
shared swnership and collective efficacy,
and to strengthen social capital

Socio-Ecological Model

Organizations: Inflluence crganizations and
social institutions to support behavior change
and minimize barriers to behavior change.

Policy enviranments: Advocats to mobilize resources; to generate social, religious and political
commitment to achieve positive health sutcomes; and to promote supportive cultural values and norms.

o
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Vision for SBCC

In Bangladesh, coordinated and audience-centered SBCC improves knowledge, attitudes and practices for
health, population and nutrtion through a multi-level and multi-channel communication approach, a skilled
workforce at all levels, and the use of appropriate communication technologies. |t creates a supportive
social and policy environment through changes in norms, reles (including gender reles), and policies.

Situation Analysis

Bangladesh has made significant strides in the health zector, and i on track to reach Millennium
Development Geals 1, 4 and 5, including a steady rise in life expectancy at birth. However, improvements
have not been uniform throughout the country and challenges remain. At the same time, attention is now
turning to the Sustainable Developmaent Goals, particularly Goal #3 which aims at ensuring healthy lives and
promoting well-being for all at all ages.

The communication sctivities of the MoHFW targst three main issues: health, nutrition énd population,
Though there is overlap between these areas, the structurs of this decument will correspend with these
three issues, A full situation analysis with citations is included in Annex 3.

Health

Matemual, Neonatal & Child Health {MNCH)

The Maternal Mortality Ratio (MMR) has been reduced by 75% since 1990, to 170 deaths per 100,000 live
birthz. The rate of instituticnal delivery is still significantly lower than that of home delivery, and women in
the lowest quintiles rarely deliver at facilities, Only 31% of pregnant women complete the recommended
four antenatal care (AMC) visits, and only 26% of mothers receive postnatal care (PHC) from a medically
trained provider within 42 days of delivery (Bangladesh Demogrephic and Health Survey [BDHS] 2014).
Barriers exist to both the supply of and demand for maternal health services, Current messaging methods
include government and non-government organization-produced posters, flyers, fact sheets, newsletters,
workshaps, television and radio spots, and newspaper ads. Other organizations engage in meetings with
local religious leaders; produce outreach videos shown in local baraars and health complexes; conduct
interpersonal counseling (IPC) during AMC visits cooking demanstrations, and home visits; use mobile phone
text or voice messaging, and sell socially marketed MMNCH products, Gaps include insufficient coordinetion
among Implamenting partners at the field level; insufficiant knowledge and skills and biased attitudes of
service providers; insufficient demand generation for services; and the lack of integration of nutrition and
family planning with MNCH

Certain conditions affecting children under five vears of age have seen great improvemnent in Bangladeszh,
such as childhood immunizations and appropriate treatment of diagnosed acute respiratory infections [ARI)
and diarrhea. As a result of the Exparded Program on Immunization (EPI), Bangladesh has seen immense
FUCCESE in vaccing coverage; 4% of children aged 11-23 meornths are fully vaccinated (BDHS 2014) and, by
12 months of age full veccinetion coverage (FYC) is 82% (Coverage Evaluation Survey-2014). Additianally,
significant strides have been made to reduce opan defecation rates from 34% in 1990 to onty 3% in 2012
[UMICEF Pregress on Drinking Water and Sanitation 2014), While child mortality has decreased significantly,
newborn mortality remains relatively high. Currently government and non-government organizations
prodisce various informational materials such as flip charts, posters, flyers, fact sheets, newslatters, TV spots,
drama serials, radio spats, cultural programs, mabile messaging programs, and newspaper ads to centinue
impreving child health in the country. In the future topics that require increased and continued SBOC efforts
to improve child bealth include water and sanitation practices; sustained commitment to immunizaticn,
including the introduction of new vaccinations; understanding the causes of necnatal mortality and
mesbidity, including traditional beliefs and practices which may run counter to best practices; and water
safety to prevent drowning.




Adolescent Health

Bangladesh has the highest adolescent fertility rate in Asia, tied with Irag at 53 births per 1,000 women ages
15-19 (The World Bank Data Pages, Adolescent Fertility Rate: hitp,//dataworldbari.org/indicator/SPEADO,
TFRT). About 23% of the total population is adolescert. Hearly one-third of girls aged 15 to 19 years have
already started childbeanng, Early childbearing among teenagers is mare comman in rural areas and amang
adolescents inthe lowest wealth quintiles. Child marriage 15 also associated with early first birth and close
spacing between the first and second births. Unmet need for family planning among marned adolescents is
high compared to all maried women. Overall, adolescent reproductive health issues are under-addressed for
both married and unmarried females and males. Additional efforts are needed to address adolescent health,
including provider sensitization on adolescent-friendly attitudes: improved access to health services for
adolescents; community mobilization and support for adolescent health; linkages to psycho-social life skills
and vocational training; & strong focus on nutntion, particularly for adolescent girls; and provision and
utilization of health information among adolescents (mamied and unmamried, male and female). Issues
around puberty and nutritional needs associated with puberty, especially among young women and issues
of stigma of puberty-rélated practices for both men and women also nead to be addressed. Activities may be
facilitated through schools, youth clubs, youth friendly corners of health facilities, and other means, Studies
and anecdatal information reveal that most unmarried girls wish to learn about reproductive health issues
from close friends or family members; whereas, young men prefer leaming about reproductive health issues
from Intzrnet sources, mobile phones or friends. These and other preferences zhould be taken into
consideration when designing future SBLCC intiatives.

Communicable Diseases

Communicable diseases of most concern in Bangladesh include tuberculosis; avian influenza, Mipah virus,
seasanal influenza, dengue fever, black fever, and HIV/AIDS. Currently, peer education, IPC, and outreach are
commanly-used approaches to disseminate information among key at-risk pepulations. Mass and traditional
media have also been used, in addition to community theater productions, folk songs, talk shows, and
documentaries with Bangladeshi celebrities. Gaps include the need for messaging that addresses specific
sudiences; insufficient focus on prevention; negative attitudes of providers toward pstients; and the need for
coordinated, sustained long-term campaigns.

Non-Communicable Diseases

Lifestyle changes such as more sedentary work and hobbies, poor diets, tobacco use and drug use, combined
with air pollution, chemically-contaminated food, food choice environments skewed toward processed, law
nutritional-guality snacks and drinks, poor water guality, and loss of naturel areas, are contributing to
substantial increases in morbidity and mortality rates due to non-communiceble diseases (NCDs) such as
diabetes, cerebrovascular disease and ischemic heart dizease (IHME GBD 2013 Addtionally, death from
drowning, road injuries, snake bitas and other insact bites have been on the rise. Bangladesh is already at an
advanced stage of the epidemiclogic transition to MCDs, Sixty-eight percent of deaths in Bangladesh are
curreritly due to RCDs and other chronic health conditions including complications due to old age [BES
2011). Current SBCC approaches for NCDs include injury prevention books for school children, water safety
television programs, and awareness rallies. Gaps include the need for a holistic approach that focuses on
prevention in addibon to LUnkages to service delivery; the nesd for guidelines for balanced nutrition and
appropriate physical exercise; and the nesd to target parents, children, public leaders and community
stakeholders alike.



Population

The 2012 Populstion Policy priontizes reduction in total fertility rate (TFR), increasing availability of family
planning (FP) methods, prometing safe motherhood, achieving gender equity, harnessing the population’s
human resources capacity, and ensuring easy access to reproductive health information. The FP program in
Bangladesh has been successful in increasing the contraceptive prevalence rate (CPR) to 6£3% and
decreasing the TFR to 2.3, Howeever, there are still challenges regarding discontinuation, subeptimal method
mix, improper usage, lack of availability of all methods, lack of trained staff, and unmet need, These program
weaknesses are reflected in the estimated 1,3 million menstrual regulation and illegal abortion procedures
annually. Sharp geographic differences are also present in CPR and TFR. Two Divisicns are just below
replacement level fertility at 1.9, but Sylhet Division has a much higher TFR of 2.9, Sylhet Division also has
the lowest CPR at 48%; Rangpur Division has the highest CPR at 70% (BEDHS 2014). The contraceptive
method mix is heavily skewed toward short-term methods, despite the fact that the desired family size is
typically reached by a wornan's early to mid-20s. Only 8% of the method mix is comprised of long-acting
reversible contraceptives and permanent methods (LARC/PM) (BOHS 2011). Well-designed, svidence-based
&nd effective SBCC is an essential companent of & comprehensive strategy to generete FP demand, promate
consistent and correct use of FP methods, promote healthy timing and spacing of pregnancies, help increase
the age of marriage, and delay the first birth. Despite corrent SBCC efforts, myths and misperceptions
continue to prevent use of certain FP methods, particularly LARC/PM. Current communication channels for
FP messages include mass media, mobile technology, traditional media such as street theater, community
film showings, pamphlets and posters, community mebilization, community meetings and IPL, Future SBCC
gctivities should be targeted to and differ by audience, focusing on addressing the social and econamic
drivers of sarly marriage; overcoming knowledge gaps about and biases against some FP methods;
recognizing the changing FP needs through the life-cycle; promoting post-partum FP, post-sbortion and
post-MR care; and the impertance of male involvement in FR.

Mutrition

Chronic undernutrition has seen some reductions over the past fifteen years. Even with the reductions,
overall rates of under-nutrition are alarmingly high. Socio-economic, geographic, and cultural barriers
prevent implementation of recommended women's nutrition, exclusive breastfeeding, and complementary
feeding practices (WFP Strategy 1012).

In Bangladesh, 6% of children under five are stunted, or too short for their age. Stwunting disproportionately
gffects rural (38%) compared to urban children (31%). Sylhat has the highest rate of stunting at 50% and
Khulna has the lowest at 28%. Fourteen percent of children are wasted, or too thin for their height. (BOHS
2014} Since tha 2011 BDHS, the percentage of infants under six months of age who are exclusively braastfed
dropped from 64% to 55% (BDHS 2014). Fifty-one percent of children age £-59 months are anemic (BDHS
2011} Twenty-four percent of ever-married women age 15-2% ere undermourished (BMI <18.53), while
forty-two percent of ever-married women age 15-49 are anemic (BDHS 2011},

Currently, mutrition SBCC in Bangladesh is performed via IPC, group advocacy meetings, community outreach,
television advertisements, mobile technology, theatre, printed metenals, and the establishmant of nutrition
corners in service delivery sites. Future SBCC activities should focus on building family and community
capacity to prevent, identify and manege malnutrition; teaching proper breastfeeding and complementary
feeding practices; promoting dietary diversity for the whole family; supparting a life-cyele approach to
nutrition; educating about micrenutrient deficiency diseases, and teaching husbands and mothers-in-law
howe to support mothers to keep themselves and their children well-nourished.




Gender-Based Violence

The Violence against Women (VAW] Survey 1011 revealed that 87% of currently married women have
experiencad eny type of violence by current husband, and 65% of married women experienced physical
violerce parpetrated by their current hushands in their Llifetime. According to the Waorld Bank (2009, VAW has
severe and leng-lasting human health implications due to fatal cutcomes; acute and chronic physical
injuries and disabilities; serious mental health problems; incressed risk of further victimization;
gynecelogical disorders; pregnancy- and labor-related complications, including miscarriages, pre-eclampsia,
premature [abor and low birth weight, unwanted pregnancies and cbstetric complications; and HIV/AIDS,
SBLC activities to deconstruct traditional and harmful gender norms and practices are ongoing. However
they require further strengthening and a focused health sector response to VAW

Social and Behavior Change Communication (SBCC)

& broad range of stakeholders undertake SBCC activities for Health, Population and Mutrition in Bangladesh,
The IEC Techaical Committes, 3 mostly governmental bedy, oversees SBCC material approval prior to
production and dissemination to ensure that all SBCC information is consistent with currert MeHFW
policies.

Coordineting at different levels;, meonitoring outcomes; and maintaining & high standard for quality
iinchuding counseling skitis} are important challenges for 3B8CC in Bangladesh. To date, several actions have
been taken to address these challenges.

To improve coordination at the central level, two groups have been established:

(1) The BCC Working Group was created in 1011 as a platfiorm for government, development partners, MGOs,
private sector, academia, and the media to network, share experiences, build SBCC capacity, and
coordinate. One key ocutput from the BCC Working Group is the Matienal Framework for Effective HPN
EBCC, which was developed via an ierative and participatory process, and approved by the MoHFW in
Decemnber 2013,

{2} The HPN SBCC Coordination Committee was created in 2012 to promote SBLC coordination within the
MaoHFW.

In addition, digital archives in three Units of the DGFP and DGHS (I[EM, BHE, |PHN) contribute to improved
coordmation by decumenting and making existing SBCC materials available cnline. Providing these
resources publicly reduces duplicatien and makes it easier for non-government actors to coordinate and
align their SBCC activities with government initiatives,

To improve the guality of SBCC planning and design, an eToolkit and two eleaming courses far program
managers heve besn developed. The eToolkit for pregram managers is an online collection of tools,
guideiines, theories, models, curricula, templates, case studies and other resocurces to plan, design,
implement, monitor and evaluate SECC for health, family planning and nutrition. An eToolkit for field workers
has also been developed as a consolidated, integrated collection of print and audic-visual SBCC materials
for field workers and service providers to support and improve the quality of their counseling services. The
eToalkit for fisld workers is updated annually by the BCC Working Group. An elearning course for Reld
warkers with gight modules was developed to help them improve the consistency and accuracy of their
healith messages. Best practices for SBCC in Bangladesh are identified and shared annually at a Safollo Gatha
{Success Stories) event organized by the BCC Working Group.



Daspite progress in impraving SBCC in Bangladesh, there iz still more %o accomplish. The 2011 BDHS
revealed that exposure to FP messages via all media types has been in decline for several years and is
currently very low. While similar data are unavailable for other topics, this finding acts as a proxy that
indicates that coverage, reach and quality of SBCC programming on many important health topics is
imsufficient

Further gaps to address include the |ack of a central communication database and resource center;
unconsolidated SBLC functions within the MoHFW; duplicative parallel structures in the DGHS and DGFP;
inconsistent coordmation between Ministries; lack of capacity for coordination in both the government and
MGO sectors; lack of communication between development partrers and counterparts on the use of 5BCC IR
pragrams; and a tendency for SBCC activities to be project-focuzed rather than audience-focused. Requlatary
mechanisms by the MoHFW are needed to avaid unintentional duplication of materials and efforts. Strong
communication systems are required to respond quickly to health smergencies including epidermic/
pandemic threats, natural disasters and other crises. Communication will be an important element of
imtroducing and promoting Universal Health Care (UHC) There is also an cpportunity to expand the
application of ICT, social media, and mobile techrology for SBCC to refiect the government’s vision for a
Digital Bangladesh

Significant additional resources are nesded to adequately expand the MoHFW's ability to plan, design and
implement SBCC to address not only the many current but alse the emerging health issues; to increase
exposure to health messages by specific target audiences; and to facilitate the adoption of healthy
behaviars. In the HPWEDOP 2011-2016, only 0.566% of the overall sector-wide budget was allocated for the
Health Education and Promotion (HEP) Operational Plan {OP}, and 0.61% was allocated for the Information,
Education, Communication (IEC) OF

Guiding principles
The fallowing principles guide the Camprehensive SBCC Strategy for MaoHFW and serve as the foundation
upon which it rests, For communication to be strategic, it must be:

Adequately resourced

Strategic communication seeks to achieve healthy outcomes in efficient and cost-effective ways. SBCC
planners must examing costs by the type of intervention, to try to achieve the optimal mix of actvities and
channels. SBCC activities and interventions should maximize available resources, while advecating for
additional human, financial and matenal resources.

Evidence-based and data-driven

A science- and research-based approach to communication requires both accurate data and relevant thecry.
It begins with formative research and adequate data to define a specific health problem, identify feasible
solutions, and describe the intended audience — to understand their context, view the health issue from their
perspactive, and find out factors that influence improved practices.

Strategic communication and health promotion efforts must be based on theoretical models, internaticnal
and national ressarch and tested innovations and best practices. This includes making the mast productive
use of approprizte technologies based on the audiences’ needs and resources available to them Research
consistently shows evidence-based communication programs can increase knowledge, shift attitudes and
cultural norms and produce changes in a wide variety of behaviors.




Audience-centered

An audience-centered approach requires understanding health needs from the client’s point of view, and is
grounded in a rights-based philosophy. Discussions with the potential audiences pravide insights about
those health needs and the barriers to meeting both expressed and unexpressad needs. Through research,
especially qualitative research and participatory’ leaming and action {PLA) technigues, members of the
intended audience and community can help to identify the key factors to address and shape appropnate
SBCC interventions, and can offer insights for other communication-related decisions that need to be made.
The asudience must perceive a clear benefit to them as a result of taking the action promoted by the
communication effort.

An audience-centered approach also implies understanding strategic changes in central-level policy and
programming that can affect the program. Priority audiences for health SBCC include young pecple
(including very young adolescents; unmarried and married adolescents; and yourng parents); men (as both
users and supporters of family planning); and secially marginalized groups. Audience analysis and programs
must also take into consideration geographic and socio-econemic differences when designing programs.
5BCC zhould be leveraged 1o improve knowledge, attitudes, and behaviors amang influential audiences,
including healthcare providers, parents, and community leaders. In addition, health communication efforts
must address the neads of the poor, marginalized and most vulnerable, who are too often ignored.

Based on theory

Theoretical models and frameworks can guide the strategic design process. The Secio-Ecological Model is a
proven and comprehensive model that incorporates factors that influence behaviars and behavior changs at
the individual, interpersonal, community, structural and pelicy Levels, it recognizes that individuals Live in an
environment that can enable or discourage healthy behaviors. The different Levels interact in complex and
multli-directional ways.,

Many thecries have been developed and validated. There is no single behavior change theory that is
sufficlent on its own. |t is appropriate to use a combination of thearies. Different aspects of an SBCC program
may use different theories, depending on the audience, the communication and behavioral objectives, and
other factors, Some common theories are listed in Annex 4,

Linked to service delivery

SBCC shauld prowide audiences with complete infarmation regarding service deliverv after ensunng that the
service delivery system is in place and of high guality. Health promotion efforts should identify and promote
specific services, whether through health care delivery sites, service providers, brand name products, or ways
to increase access to services and products. People should be well aware what services are available, of what
guality tha time frame for getting the service and the cost of availing it. This approach reinforces the concept
of individual szlf-efficacy, or the ability to resolve a problem oneself, and also supports the concept of
collective self-efficacy, or the ability of a community to assert its will



Based on a life cycle approach

Health iz best viewed holistically, as a continuum of care that starts before birth and progresses cumulatively
thraugh childhood and adolescence to adulthood and old age. The Life cyele approach encompasses peaple’s
health at every stage and in every aspect of their lives.

People at different stages of their lives constitute distinct audiences. They reguire different types of
information and support, and sometimes different approaches, whether through interpersonal channels,
commurity charmsels, mass media, ICT ar others. Audience segmentation based on the life oycle promaotes
healthy choices at critical junctures in life based on what is most important and meaningful to people at
those times.

Gender-sensitive

Programs and interventions should create opportunities for individuals to actively challenge prevailing
gender norms, promote positions of social and political influence for women in communities, and address
power inequities between persons of different genders. This effort should be & part of a continuum of gender
integration, or the integration of gender issuss into all aspects of program and policy conceptualization,
development, implementation and evaluation.

SBCC efforts should foster critical examination of social and gender naorms that negatively impact health
cutcomes and promete those secial and gender norms that positively influence actions. The health benefits
households and communities can enjoy when men and women work together as equal partners must be
actively promoted.

Process-oriented

Process places a priority on "how” things are done. Following a tested and effective process provides a solid
framework and 2 step-by-step iterative approach thet is easily applied to strategy development, project
implementation, technical assistance, insttution building, and training. Process models such as ACADA
communication planning process, Communication for Behavioral Impact (COMBI), P Process and others are
all effective models used to design and implement strategic health communication programs (see Annex 5).

SBCC iz an ongoing process of warking with audiences to ensure they have the relevantinformation, and that
they live in an enabling envircnment so they can take actions that sustain and improve their health, It builds
on what has been done in the past and serves as the foundation for future efforts. The goal of the
interventian 15 not to simply produce SBCC materials, but to engage in dialogue with audiences, address
bamiers to social and behavior change, and adapt the intervention &s needed through an iterative process,

Comprehensive, with complementary and reinforcing approaches

Effective strategic communication uses a varety of channels and approaches, Communication strategies
often integrate IPL, community-based channels, LT and various mass and traditional media to create a
dynmamic, multi-directional exchange of information and ideas, along with appropnate follow-up.
Additionally, research has shown that the effectiveness of messages being understood and acted upon
increases with the number and type of channels used to disseminate them. The SBCC program will be
comprehensive and reinforcing with consistent, complementary messages targeted to promote healthy
behavior and also reduce the unhealthy practices of intended audiences.

Some examples of SECC appreaches include, but are not imited to, the following:
- Advocacy aims to secure leaders’ commitment to policies and programs that support health and promcte
changes in social conditions that contribute to disease and vulnerability.




- Entertainment Education, based on traditional and popular culture and specific 1o the geographic context,
entertains and ergages while it transfers important messages and encourages dialogue and interaction.
Channels include popular theater, puppetry, comics, music, dance, pageants, festivals, television or radio
dramas, and more.

- ICT strategies leverage the growing access to [CT to reach a mass audience and facilitate multi-directional
communication. This is especially effective in “media-dark™ areas, and as a complement to other
communication approaches. ICT includes mobile technology, socal media, gaming, voice and text
meszaging, websites, and more. It is in line with the government's vision for a Digital Bangladesh,

- Mass media, such as radio, TV, billboards, and newspapers, complement other media to raise awareness
and increase knowledge of health concerns, stimulate audiences to seek services, and promote social
norms that favor healthy practices,

= Social end community mobilizetion engages civil sooiety and community organizations to promaote social
riorms that support collective health objectives and challenge harmful practices.

Results-oriented

SBCC efforts should forus on producing positive behavioral outcomes for health, population and nutrition.
Ultimately, positive behavioral outcomes (such as following recommended infant and young child feeding
{IYCF) practices) will contribute to improvements in overall health outcomes (such as the lower rates of

stunting). Research should be designed to gauge increases in audience knowledges, approval, and adoption
af healthy behaviors.

Mational Framework for Effective SBCC

Pathways to Effective HPN SBCC
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Purpose of the Pathways Framework

The Mational Framework for Effective HPN SBCC [hereafter, ‘the Framewaork™) assists all stakeholders to
deliver consistent, reinforcing messages to prority audiences addressing key behaviors in suppart of the
sector-wide plan. The Framework was developed by the BCC Working Group following a participatory,
iterative process in close consultstion with relevant key stakeholders and concerned experts including
DGFP. sHS, development partners, MGEDs and cwil society members. i was approved by MoHFW in
December 2013,

The Framewaork consists of domains and approaches that can be used to align communication activities
with GoB policies, strategies and plans, It identifies initiel outcomes and leng-term results of effective and
cogrdinated SBCC, The Framework is a flexible and adaptable tool that can be used by any stekeholder to
harmanize their individual SBCC strategees and activities with national priorities. A guideline for using the
Framework is included in Annex &,

The Fremework identifies three key domains: Coordination, Cazpacity Development and Community
Engagement. The three domains work hand-in-hand and reinforce each other to suppart high-guality,
effective SBCC in support of the sector-wide plan.

Domain #1: Coordination

What Is coordination?

Coordination encompasses eligning programs; sharing or pooling resources; harmonizing messages;
conducting joint strategic planning; adapting and/or re-purposing SBCC materials; filling in programmatic
gaps; designing complementary and reinforcing approaches; seeking opportunities for symergy; sharing
research date and program learning widely so that others may benefit; promoting linkages with other
pregrams end services; ensuring that local and national-level actrvities are complementary and reinforcing;
and working collaboratively with the private sector, Strong SBLC coordination involves both horizontal and
vertical efforts at all levels (from grassroots to national) and acress development sectors.

Why is coordination important?

Coordination is & critical element for the successful implementation of SBCC programs. Good coerdinetion
can reduce duplication, cost and time; amplify effects; leverage resources, and creste efficiencies.
Coordination is needed to ensure that SBCC interventions align their messages and activities with national
policies and guidelines. At the national level, coerdination creates an environment where all stakeholders
are aware of SBCC needs, trends and best practices. Ultimately, beneficiaries bepefit from improved
coordination when they receive consistent, accurate HPM information from multiple sources.




How is coordination done?
Metwarking is key to coordination, Through networking, different stakeholders can establish and nurture
working reletionships, and can look for opportunities to cooperate.
Metworking can be done in 8 number of ways, by meeting together,
sharing newsletters, participating in e-mail or online networks, or
meeting at seminars and conferences, For examples, in Bangladesh,
executive heads of institutes may hold regular SBCC-specific steering
commitiee: meetings to fecilwate coordination. Forums for
networking and sharing, such as the BCC Working Group, allow
stakeholders to leverage resources, and encourage stakeholders to be
aware of, embrace and replicate innovative pragrams that are proven
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The BCC Woerking Greup s am  important machanism for
multi-sectoral coordination, To ensure its long-term sustainability, a
teering Committes led by MoHPW is needed. A Terms of Reference
for the Steering Committee s included in Annex 7,

The HPM SBCC Coordination Committee is an important mechanism for coordination within MoHFW. Ta
ensure its long-term sustainability, this committee needs to be institutionalized. A Terms of Reference for the
HPM SBCC Coordination Committee is included in Arnex B,

To ensure synchronization across the multi-level and multi-segment stakeholders, it is essential that there
is coordination at the highest levels of the government in collabaration with donors and NGOs,

Coordination can also be achieved through robust advocacy efforts to influence decizion-making. and can
serve as an effective tool to support coerdinaticn. Often, a persistent lack of understanding about SBECC
activities results in SBCC not receiving full consideration during impertant decision-making. This highlights
the need for the inclusion of an SBCC expert within MoHPFW who can push the SBCC agenda autlined in this
Strategy. Advocacy may be carried out at national to local levels, addressing both leadership and media to
establish and ensure coordination. It is a continusus and adaptive process for gaining political and social
commitment and can play a crucial role in proposing and implementing policies that would be beneficial in
creating an anabling environment for social and behavior change across the various health areas,

Enowledge management (KM} is an important technigue to promote tocls that harmonize messages and
minimize duplication, The eToolkit for Field Workers is one sxample of this. KM tools can be used to
digseminate existing information and curent SBCC materials and best practices in the field. This ensures
that relevant data and materials are accessible and used for replication, or for new message and program
design

To facilitate coordination for SBCC in Bangladesh, a thorough landscaping of current SBOC activities is
needed. Furthermore, all organizations involyed in 5BCC should participate in digital infarmation sharing
platforms, and must actively and regularly update their materials and activities,

Litimately, SBCC coordination will be managed under the leadership of the office of Additional Secretary (PH
& WH), MoHPW, which will clearly define horizental and vertical mechanisms for coordination; sectors to be
involved in SBCC coordinaton; and relevant institutions, ocrganizations, and stakeholders in the various
seetors.



Domain #2: Capacity Development

What is capacity developiment?
Capacity development for S3BCC entails ensuring & high-performing workforce for SBCC at all levels:

» Policymakers: Value the full power of SBCC to address public health challenges; Appreciate the
combination of art and science nesded to produce high-quality SBCC; Allocats adeguate human,
financial and material resources for SBCC; Set high expectations for quality of SBCC programs; Create
mechanisms for coordinating and aligning SBCC pragrams and messeging.

= Program Planning and Design: Use a proven, systematic procass to concaptualize, plan and design
SBLC programs that are sudience-centered, evidence-based, coordinated and comprehensive; [dentify
appropriate communication and beheviorsl objectives and indicators for SBCC programs; Allocate
program resources appropriately,

= Program Management; Implement, monitor and evaluate SBCC programs.

= Program Delivery [including service providers, field workers and others): Pravide high-quality programs
that are ethical, responsive to clients needs and free from bias.

Capacity development is an engoing process; as capacity is strengthened, the standard of quality is raised,
wihich then reguires further capacity development.

Why is capacity development important?

strengthened capacity of SBCC practitioners and organizetions will improve the quality of SBCC efforts,
wihich will ultimately yield pesitive behevioral outcomes that contribute to overall improvements in health
outcomes. Well-executed SBCC is data-driven, audience-centered and coordinated. It focuses on changing
behavior, encouraging supportive social norms, linking clients to services, and closing the gap between
knowledge and practice. It also includes a robust monitoring and evaluation system that identify specific
indicaters for process outputs and behavioral outcomes,

Hew Ix copacity development dome?
Capacity deveélopment is needed for individuals, organizations and institutions, and for the entire SBCC
system,

At the individual level, SBCC professionals’ knowledge and skills can strengthened through workshops,
trainings, mentoring, netwarking, exposure visis, conferences, and other means, whether in-person (eg
conferences) or virtually (eg eLearning, webinars, online networks). Knowledge and skills to be developed
will vary greatly depending cn the persan’s function, Examples include interpersonal communication and
counseling; campaign design; message and materials development; use of ICT for SBCC; advocacy:
cammunity maobilization; monitering and evaluation; supervision; PLA technigues; data analysis;
coordination; leadership; and mare,

The eToolkit and elLearning courses for SBOC Program Managers and Planneérs are resources for develaping
individual 3BCC capacity.




At the organizational level, capacity development should focus on the processes, tools and structures that
will make the organization viable and sustainable in the long run. Capacity can be strengthened through a
variety of internal or external means, such as specialized consultancies; strategic planning; researching and
madeling best practices and industry standards; and putting svstems and routines in place. Importantly. an
organizational culture and attitude of continucus change and improvement iz essential. Creating a
supportive organizational culture is the responsibility of senior leadership, and iz carried sut by every
member of the organization, regardless of position.

Drganizaetional competencies may include integrating SBLC with other program activities; quality assurance
for S5BCC; resource mobilization; program management; knowledge management; monitoring and
evaluation; coordination with other stakeholders; governance; and advocacy, networking and alliance
building.

The rapid growth of ICT provides opportunities for learning, sharing, dissemination, and two-way
communication. Organizations must be skilled and adept at emoloying the latest innovations in ICT,
including intermet-based social media platforms.

At the systemn level, capacity development should focus en coordination of SBLC programs; ensuring
alignment with MoHFW priorities; quality assurance; strengthening of distribution, monitoring and MIS
systems; identification of best practices for SBCC in Bangladesh; integration of health, population and
nutrition topics when appropriate; and coordination with other sectors and Ministries.

The office of the Additicnal Secretary (PH & WH), MoHFW, is responsible for operationalizing the Strategy
and ensuring high-quality, coordinated SBCC programs that support the sector plan. Additional resources are
needed in this office, including a budget and a number of skilled, long-term human resources with a strong
baseline capacity in SBCC.

The existing IEC Technical Committee of MoHFW has a rele to play in ensuring that SBCC messages and
materials are correct, consistent and evidence-based, and that campaigns are coordinated and timed
appropriately. If there are too many campaigns at the same time or the dissemination of conflicking
messages this will create confusion and undermine credibility. The capacty of the [EC Technical Committee
can be strengthened by digitizing the submission and approval process of SBCC materials; creating a system
for sharing which materials have been approved by the IEC Technical Committee; and adding responsibility
for coardination to the [EC Technical Committee.

Domain #3: Community Engagement

What is comminity engogement?

Community engagement refers to the process of engaging a broad range of stakeholders, communities and
audience representatives to participate and build ownership of SBCC programs by identifying and working
toward @ collactive wision, Community engagement is conducting a3 dialogue with the community, and
encouraging dialogue within the community, rather than one-way, top-down communication. Community
engagement fequires a bottom-up approach in which the audiences context and perspectives drive
decisions related to SBCC program planming and design.

Each community, irrespective of gender, socio-cultural and geographical waration, will promote SBLC
through identifying needs and challenges and will addrezs them in a participatory and sustainable manner.



Why is commcnnily engogement irmportant?

In ‘order to be effective, SBCC needs to strongly reflect communities’ needs, priorities and context;
communities need to own the program, and to believe strongly in its benefit te the commiunity, By actively
invelving communities in all aspects of SBCC interventions and activities, program planners and managers
can ansure that the mativation to changs behaviers or social norms is mternally (rather than externally)
motivated, and can capitalize on exizting community streangths and institutions for sustainable results,

How I community engagement done?

Community engagement can be done in & variety ways, Activities may include sdvocacy with community,
religicus and cultural leaders, PLA and other qualitative research techniques; forming alliances with existing
grganizations and networks; encouraging peer, spousal and inter-family communication; widening and
deepening social networks; providing opportunities for community members to raise their voices =
particularly those community members whao are vulnerable and ‘invisible”; epening lines of communication
between community membaers and leaders; facilitating dialagues on prevailing secial norms and customs;
establishing advisory communities; empowering communiti=s to speak on their own behalf, werking with
communities to identify and then minimize or eliminate social, cultural or practical barriers to accessing
health services and performing healthy behaviors, and more

Expert SBCC practitionars take a strengths-based approach to community engagement; every community, no
matter how impoverished or disorderly has internal resources and strengths on which to build. Proper
mapping and advanced planning of intemal resources cen baolster programmatic efforts and enhance
effectiveness, In addition to changing the behavier of individuals, SBLC looks for ways to nurture an
environmant that will facilitate healthy behaviars, strengthen social capital, and promote positive social and
cultural norms.

Key audiences and communities inform and are invalved in every step of develaping and implementing SBCC
activities and programs. Commiunities are not hamogeneaus; therefore SBCT interventions must recognize
and plan for this through careful audience segmentation to address sach group’s specific needs.
Wulnerable, at-risk and marginalized populations will be given particular consideration, ensuring that all
members of the community are given their voice. Linkages with other relevant programs for capacity
building and coordination can also increase opportunities for commaunity engagement by providing a forum
for digcussing public health challenges and solutions, and soliciting feedback from partners.

Initial outcomes
Initiel results are the visible outcomes of implementing the three domains,

= All SBCC activities and messages support the sector plan

= Strong, vibrant BOC Working Group

= Gkrorg, vibrant HPH SBCC Coordinetion Committes

& DFs consolidate SECC activitias

= (OPs adequately funded for SBCC

= LBCC focuses on impraving behavioral cutcomes (which will contribute to health cutcomes)
& 5BCC indicators are defined, tracked, and analyzed 1o strengthen programming

= Best practices for SBCC are identified and replicated

= Tools, resources and trainings on SBCC are available and used




= Policies are suppartive of high-quality SBCC

= Appropriate communicetion channels are utilized

*  Communities are engaged in @ participatory manner

= Public and private dialogues o HPM issues are stimulated

Sustainable results

Sustainable results describe an infrastructure that is supportive of end funded for SBCC; & community of
professionals that works in a coordinated and systematic way; and an environment in which 5BCC can make
the biggest impact on improving health outcomes. When sustainable results [shown below) are attained, the
visien can be achieved,

= The art and science of SBCC s valued

= 5BCC is systematic, evidence-based, strategic and coordinated

= SBCC interventions built on local resources and strengths

= Resources are allocated for SBCC and used efficiently

= LCapacity is strengthened at all levels that includes governmaent syitem at district and sub district Level
= An enabling enwvirenment for positive behavior change exists

®  There iz no unintentional duplication or replication of SBCC messages and activities

*  SBOC messages are harmonized and tailored

= LSBLC: contribution te improving health behaviors is documented

= SBCC interventions are mainstreamed and integrated with existing programs

Monitoring & Evaluation of SBCC

Monitaring and evaluation (MA&E) is a necessary component of a successful SBCC program, as it allews for an
in-depth understanding of the impact of a specific program on people's attitudes, cther ideational factors,
and behaviars, which ultimately affect behavioral and health outcomes.

A basic M&LE framework for SBCC has three major elements: inputs, outputs and outcomes. Inputs are the
resources that are put inte SBCC programs, Outputs are things like eudience coverage, household coverags,
activities completed, knowledge, couple/household communication, and attitudes. The outcomes to be
achieved as a result of SBCC programs are positive changes in peocple’s heaith behaviors and social norms.
Specific M&E frameworks must be developed for each S58CC intervention. An illustrative framework is
included in Annex 9.

4 chacklist for monitoring SBCC inputs and sutputs is included in Annex 10 This toal was field tested in bwo
districts in 2014-15.

Communicaticn objectives are different from behavioral chjectives, Communication objectives will state the
anticipated effect communication activities will have on the development problem; they are connected to
SBOC inputs and outputs, and should reflect only what can be achieved by communication. Behavioral
ohjectives are the desired changes in behaviar that the program is working toward.

Program planners must identify the rale that communication can play in achieving behavioral objectives For
example, field workérs cam generate demand for long-acting family planning methods; this i a
communication objective, However, if the long-acting methods are not available, the behavioral objective
(uptake of long-acting family planning methods) will not be achieved. Communication can affect demand,
but not supply.



58CC project indicators should all be specific, imaly, measurable and attainable in nature and measured
periedically during project implementation to ensure that inputs and outputs are delivered as planned, and
thet behavior change i3 taking place a3 expected,

Monitaring efforts regularly track program activities to ensure the program is being carried out as planned,
Field workers, program staff and/or other service pioviders regularly collect data on program inputs and
outputs. The information gathered assists SBCC programs in solving problems by identifying potential gaps
and adjustments needed for maore effective implementation.

Evaluation studies SBCC program outputs and outcomes to assess the overall achisvement or impact of
SBCC programs on the intended audiences' behaviars, and how the health behaviors {eg IYCF practices)
contribute to health cutcomes (&g stunting) during a set point in time. For example.an evaluation of an SBECC
program might use rigorous technigues to assess impact of a program on knowlsdge, attitudes and
behaviors (KAB) by measuring the KEAE changes over time as well 23 the SBOC program's successes and
weaknesses, Evaluation helps us bo understand the linkages between program exposure [often measured
against pre-determined communication objectives) and behavior change (measured against pre-determined
health objectives). Evaluation results also provide input for planning future pragrams.

Strategy outputs

s Detailed SBCC strategies for health, population and nutrition appraved by MoHFW

» Additional resources allocated for SBCC

o MoHFW (PH & WH vang) capacity to oversee and coardinate SBCC strengthened

s Ekeering Committes for BOC Working Group established

s HPHN SBCC Coordination Committee formalized

* Role of IEC Technical Committee strengthened and expanded

» Annual review of Strategy implementation conducted

» Tools and resources for coardination, capacity development and community engagement ceveloped and
shared.

= Best practices for coordination, capacity development and community engagement idertified and
shared
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Annex 1
Glossary of Terms







Glossary of Terms

Adolescent-friendly = Services that are tailored to meet the specific social, physical, developmental and
emotionzl needs of adolescents in a respectful and confidential manner, |

Advocacy = The processes through which individuals or groups ettempt to bring about sacial or organizational
change for a particular health goal, program, interest, or population. Advocacy is used to mobilize resources
and secure political/social leadership commitment for development actions. goals, policies, and programs that
suppert health and promete changes in social conditions that contribute to disease and vulnerability.
Advocacy activities are both similar to and different from traditional health communication in variows respects
and have an impartant role in achieving SBCC objectives. It ocours on the personal/social level and the
palicy/program level, which reinforce each other. i

Behavior change - A research-bazed consultative process for addressing knowledge, attitudes and practices. It
provides relevant information and motivation through well-defined strategies, using a mix of media channels
and participatory methads. Behavior change strategies focus on the indwvidual as a locus of change. i

Best practices = A technigue or methodaology that, through experience and research, has proven to reliably
lwad to a desired result, A commitmaent to using the best practices in any field is a commitrmaent ta using all the
knowledge and technelogy at one's disposal to ensure success, v

Capacity development [also capacity strengthening, capacity building] = Ensures a high-perfarming workforce
for SBCC that understands the importance of developing evidence based programa using a systematic process
that is tested to achieve the best heglth behavior outcomes possible, given available resources and
circumstances, |t will result in 5BCC professionals who are skilled, fairly distributed. competant, responsive,
athical and productive and who produce state-of-the-art materials, programs, and interventions that yield the
desired results.

Communlty = A group of people wha Llive in the same area (such as a city, town, or neighbarhood) OR a group
of peoplé who have the same interests, religion, race, ete. «

Community engagamaent = The process of engaging stakeholders and communities to participate and build
ownership with SBCC pregrams by deciding upon and applying & collective vision for the community’s benefit.

Community leader = Persons within a community who exert influence over otherss. These can be farmal or
informal, and can include, but are not limited te, respected individuals, elected officials, religious leaders,
political figures, and others.

Community mobilization/social mobilization - A process through which action is stimulated by a community
itself, or by others, that is planned, carried ouft, and evaluated by a communitys individuals, groups, and
arganizations on a participatory and sustained basis to improve health In addition to improving health, the
community mobilization process also aims to strengthen the community’s capacity to address its bealth and
ather needs in the future. & participatory process of communities identifying and taking acticn an shared
COMNCETNS, vi

Coordination - A critical element for the successful implementation of SBCC pragrams that encompasses
aligning programs; sharing or poeling resources; harmonizing messages; conducting joint strategic planning;
adapting andfor re-purposing SBOC materials; filling in programmatic gaps; designing complementary
approaches; seeking opportunities for synergy; promoting linkages with other programs and services;
ensuring that local and national-level sctivities are complamentary and reinforcing; and mare.




Cost-effective = Economical in terms of tangible benefits produced by money spent. The World Health
Crganzation [WHO] has & rule of thumb: Three times per-person income per guality-adjusted life year gained
is @ cost-effective intervention. vii

Cultural norms, cultural values = Rules or expectations of behavior within a specific cultural or social group,
Often unspoken, these norms offer social standards of appropriate end inappropriate behavior, governing what
is {and 15 not) acceptable, and coordinating owr interactrons with others. Cultural and socal norms persist
within society because of indwiduals' preference to conform, given the expectation that others will also

conform. & variety of extermal and internal pressures are thought to maintain cultural and social rorms. wi ix

Efficacy = The power to produce a desired result or effect.* This can refer to the efficacy of the solution
{1 believe that this will work™) as well as self-efficacy (| believe that | can do this™).

Field werker = Community- or clinic-based warkers who interact directly with clients and who primarily daeliver
prevertive information and services. some examples of field workers in Bangladesh include Health Assistants,
Family Welfare Assistants, Family Welfare Voluntears, Community Healthcare Providers, Shasthya Kormi, and
Shasthya Shebika,

Gender norms = Gender norms are 3 set of rules” or ideas about how each gender should behave They not
based in biclogy, but instead determined by & culture or society, ¥

Health = The state of complete physical, mental and social wellbeing and not merely the absence of disease
or infirmity. " When used broadly.this t=rm is inclusive of family planning and nutrition.

Health communication - The art and technigue of informing, mfluercing, and motivating Individual,
instrtutional, and public audiences about important health issues*" This is a general term that implies the
inclusion of population and nutriton when used in the context of Bangladesh.

Heslth promation = Any combination of health education and related organizational, econemic, and
enviranmental supparts for behavior of individuals, groups, or communities conducive to haalth. *¥ Herg,

‘health'is also inclusive of farnily planning and nutrition,

ldeational factors = Multiple social and psychological factors, as well as skills and erwvironmental condrions
that fecilitate behavior [deational factors are grouped inte three cetegaries: cognitive, emationel and secial.
Cognitive factors address an individual’s beliefs, values and attitudes (such as risk perceptions), aswell as how
an individual perceives what others think should be done {subjective norms), what the individual thinks others
are actually doing (social norms) and how the individual thinks about him/erself [self-image). Emotional
factors include how an individual feels about the new Behavior (positive or negative) &5 well as how confident
a person feels that they can perform the behavior (self-efficacy). Social factors consist of interpersonal
interactions (such as support or pressure from friends) that convince someone to behave in a certain way, as
well as the effect an an individual’s behawior from trying to persuade others to adopt the behavior as well
fpersonal advocacy) ™

|EC {Information Education Communication) = A public health aporoach aiming &t changing or reinfarcing
health-related behavicrs in & target audisnce, conceming & specific problem and within a pre-defined periad
of time, through communication methods and principles. ¥ |EC i3 & pre~cursor to the more current and
preferred concapt of Social and Behavior Change Communication [SBCC).

Impact = (i) The total, direct and indirect, effects of & program, service or institution on a health status and
overall health and socio-ecanomic development. (i) Positive ar negative, long-term or medium-term effects
produced by a program or intervention. (iil] the degree of achievement of an ultimate health objective,



information and Communication Technology (ICT) = A broad set of tools and technologies that facilitate the
dizsemination and exchange of information. [CT can help make kihowledge attitudes & behaviors widespread
& shared among communities, providers, decision makers, and sa on, %+

Integration = In the context of SBCC in Bangladesh, integration refers to the présentation of health,
population and nutrition topics in & unified manner. It recognizes that families and households are concerned
about their overall welfare and productivity, rather than individual elements of the family’s well-baing.

Enowledge Management (KM) = The systematic process of capturing. distributing, and effectively using
knowledge. v

Multi-sectoral = (i) Involving Ministries other than MoHFW. (i} Involving stakeholders from different spheres,
®.g. government, nan-governmant arganizations, private sector, development partners, media, ete

Outcome (Related: behavioral outcome, health outcome) = Short-term o intermediate aspects of health that
result from the interventions provided by the health system, the facilities and personnel that recommend
them and the actions of those who are the targets of the interventions; metrics or standards for measuring
societal-level conditions may be viewed as social, economic, political, and environmental determinants of
health. These might include, for example, changes in self-perceived health status or changes in the
distribution of health detarminants, or factars which are known 1o affect thair health, well-being and quality
of Life il

Particlpatory Leaming and Action (PLA) = A family of approaches, methods, attitudes, behaviors and
relationships, which enable and empower people to share, analyze and enhance their knowledge of their Life
and conditions, and to plan, act, monitor, evaluate and reflact ==l

Population = The MoHPW works to develop a happier, healthier and wealthier population by providing family
planning ard reproductive health services leading to improved maternal, child and adolescent health =

Program manager/program planner/program designer = Somecne who designs, plans, implements and/or
manages SBCC programs; activities and intervertions at any level. These terms describe a role, and may not
necessarily reflect a person’s afficial job title.

Resources = The inputs required to make health systems work (human and financial resgurces, dregs, supplies
and equipment, and infrastructune). ™ |n the context of SBCC, inputs may include skilled personnel, adeguate
budget, SBCC materials, job aids, mass media, and others.

Service delivery = The provision of any service aimed at contributing to improved health or to the diagnosis,
treatment and rehabilitation of sick people. **¥ This can include the delivery of medical or clinical services,
a5 well az preventive, mformational and counseling services, amaong others.

Service provider = All people, skilled or unskilled, engaged in actions to directly deliver services with the
primary intent of enhancing health. This can include clinical staff, such a5 physicians, nurses, pharmacists and
dentists, as well as midwives, paramedics, and community health workers. 4 This can include clinical
services, as well as preventive, informational and counseling services,

Social capital/social support = Intangible rescurces and norms that arise from social networks.
il oeizl support can be an important factor when working to change behaviors,

Social change = Focuses on the community as the unit of change. It is a process of transforming the
distribution of power within sooel and political institutions. For individual behawviors o change, certain
harmful cultural practices. societal nerms and structural inequalities have to be considered and addressed. =il




Social environment = The combined effect of family, friends, peers, community members, institutions, policies,
social norms and other factors that may influence an individual’s ability te change his or her behavicr,

Social network = Linkages between pecple that may of may not provide social sepport and that may serve
functions other than providing suppart. s

Stakeholder = Anindividual, group or an organization that has an interest in the arganization and delivery of
health care. or an interest in 3 particular issue, =X

Sustainable = The potential for sustaining beneficial outcomes for an agreed pericd at an acceptable level of
resoUrce commitment within acceptable srganizational and community conditions., o
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Annex 2
Suggested Outline of OP-level SBCC Strategy







Suggested Outline of OP-level SBCC Strategy

Intraduction

Ll

What are the key prnonties of the OF
How this strategy supports the implementation of the OF

Goals and Objectives

L

specific and measurable

b Communication objectives

¢ Behavioral chjectives

Who is it for? Boles of different stakeholders

How will it be used?

Connection to Comprehensive MoHFW SBCC Suategy

Guiding Principles [copied from Comprehensive Strategy & tailored as necessary)
Yision for OP-level SBCC

Desired behaviors and social norms

Situation Analysis

L J

Ll

Purpose [Health situation that the program is trying to improve)
Key Health lzsue (Bahaviors and/for changes that need to ococur to improve the health situation)
Context (Strengths, Weaknesses, Opportunities, and Threats [SWOT] thet effect the health situation)

Gaps in information available to the program planners and to the audience that Limit the program's
ability to develop sound strategy.

Formative Res=arch

Actlon Plan

Specific behaviors to address

Audiences

» Primary, secondary, tertiary

r Audiznce segmentation

Approaches

b Which theories suppart selected approaches

» How to integrate different health topics (when appropriate)
kay Channels

¢ PlatformsSystems,/Tools/ Aids

Key message points

Coordination

Capacity Development

Community Engagement [includes community-level advocacy)

= Timeline

Monitaring & Evaluation

L

Pracess indicators (inpuks)
Praduct indicators (outputs)
Behavior change indicators (outcomes)

Annexes
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Bangladesh HPN SBCC Situation Analysis

HEALTH
Neonatal, Infant & Child Health

Meonatal, Infant & Child Health Current Situation

Bangladesh has made significant progress in impraving the health of its children. It has achieved its
Millennium Development Goal (MDG) 4 target of reducing under-five martality by bwo-thirds ahead of time,
The under-five mortality rate is currently 46 per 1000 live births, down from 53 per 1,000 Live births as
reported in the 1014 Bangladesh Demagraphic and Health Survey (BDH5) The infant mortality rate (IMR)
is currently 33 per LODD live births, and the child mortality rate is & per 1,000 childrer. During infancy, the
risk of dying in the first month of Life (28 deaths per 1,000 live births) is nearly 3 times greater than in the
subsequent 11 months (10 deaths per 1,000 Live births). Deaths during the necnatal peniod account for 1%
of all under-5 deaths (BOHS 2014},

Owerall, B4% of children aged 12-23 months in Bangladesh are fully vaccinated(BDHS 2014}, and by 12
months of age full vaccination coverage (FVC) is B2% [ Coverage Evaluation Survey-2014). The vaccination
fates for children by 12 months are as follows: BOG 99%; OPY1 6%, OPV2 95%:; OPVE 93%; Pental 93%;
Pental 93%; Pentad 93%; MR 287 % (Coverage Evaluation Survey-2014), The percentage of children
receiving their basic vacoinations by 12 months has decreased by 5% since the 2011 BOHS, which is cause
for concern (BDHS 2014).

Acute respiratory infections (ARI) are a leading cause of childhood illness and death. 42% of children who
were reported as showing symptoms of ARl were taken to a health facility or provider for treatment and
4% recaived artibiotics, which is much Lower than the 2011 BDHS estimate of 71%. This can be attributed
to the change in survey question format where interviewing teams for the 2014 BDHS were provided with
a List of drug names to acourately identify whether the drug given to the child with suspected ARl was an
antibiatic. The previously reported 71% was likely an overestimation of antibiotic use. The new repaorted
percentage of 34% is much lower than the Health, Population, and Mutrition Sector Development Program
(HPHSDPY 2011-2016 target of 50% of children 0-59 months with pneumonia receiving antibiotics. Use of
oral rehydration therapy [ORT) for children with diarrhea was 84%. Furthermores, 2% of children aged 6-59
meanths received vitamin A supplement in the & months pricr to the survey (BDHS 2014). Among children
under 5, leading causes of death are pneumonia (22%), possible serious infections or sepsis (15%). birth
asphyxia (12%), drowning [9%), and pre-term birth (7%). However, among children 12-5% months, 43% of
desths were attributed to drowning, followed by pnevmonia (22%) (BDHS 2011).

There are some differences in the causes of death between under-5 boys and girls. Preumania is more
common among girls (25%) than boys (19%). Boys {17%) are much likely to die from birth asphyxia than
girls {8'%). Possible serious infection is more comman in rural (16%) than in urban areas (10%), while birth
asphyxia is mare prevalent inurban (19%) than rural areas (11%), For a large number of cases [15-27%), the
cause of death for under-5 children whose mothers had less than secondary education was unspecified
(BOHS 3011}




Meonatal/Infant/Child Health: Existing Communication Activities
* Government of Bangladesh (GoB)

g Institute of Public Health Mutrition (IPHN| produces Social and Behavioral Change Communication
(SBCC) materials such as flip charts, posters, leaflets, flyers, brochures, fact sheets, newsletters, TV spots,
drama sarials, decumentarias, radio spote, cultural pragrams, billboards, and newspaper ads.

o Directorate General of Health Services (DGHS) units collaborate with other organizations such as HGOs,
civil society organizations, hospltals, specialized imstitutions, development partners, professional
associations, and the corporate sector

#  USAID-DFID NGO Health Services Delivery Project (NHSDF)

o Clinic level discussion meetings with parents; group meetings on "Tin Diner Pahara,” and AR|/diarrhea
at thie community level; community meating on exclusive breastfeeding,

= WATCH Project/Plan International Bangladesh
o Group Meeting: SBCC sessien
g Outreach: Theater for Development

s Secame Workshop Bangladesh (Sisimpur 123)
o Television: Water safety; nutrition

g Interpersonal Communication and Counseling (IPCC): School and community-based Interactive
awareness session with kids and mothers/caregivers on water, sanitation, and hygiene [WASH)

o Outreach: Public service announcement (PSA) on health and nutrition; school-bazed Life Skills actwvities
*  Aponjon

o QOutreach and Mobile Fhones: Community Health Workers [CHWSs) provide outreach to pregrant
wamen, new mothers and gatekeepers to provide Maternal and Child Health (MCH) infarmation, and to
enrall subzcribers in a program that delivers health messages via voice or text messages. Messages are
customized for urban or rural audiences, and are available in different dialects.

«  MaMoni Health Systems Strengthening (H55)

g IPCC and Group Meeting: Implemented in Sylhet by Save the Children and two local MGOs, aims to
increaze the use of high impact matermal and newborn health and farmily planning [FF) behaviars and
strengthen the Ministry of Health and Family Welfare (MoHFW) systems largely through NGO -supportad
CHWs and Community Action Groups (CAG) by providing heme-based counseling and services.

* Social Marketing Company's (SMC) Marketing Innevations in Health (MIH) project

o Community mobilization activities are conducted by Community Sates Agent (CSA] ard Community
Mobilizer (CM) in 19 low-performing districts in Bangladesh with focused messaging on five core areas:
healthy timing and spacing of pregnancies (HTSP); first 1000 Days of a child's Life, healthy pregnancy,
adolescent reproductive health (ARH), and tubarculosis (TB) prevention and management.

* Saving Newborn Lives (SHL| of Save the Children

o Qutreach: Comprehensive newborn care package (CHCP) interventions for promotion of birth/neonate
emergency preparedness and safe delivery.



g Local and national media campaign on Essentiel Newborn Care ([ENC) including chlorhexidine,
maternal and neonatal danger signs and promoting care seeking behavior

Helping Babies Breathe {HBB) of Save the Children:

o Outreach: Reduce newbom mortality by training providers and expanding high-guality, affordable
newbom resuscitation training matenals and devices, such as bag=-mask ventilators, and bulb suction.

The communication activities listed above are some examples of current interventizns; these lists are not
exhaustive.

Meonatal/Infant/Child Health Communication Gaps
Enewledge/Information Gaps

L

Access to safe water; People may not always understand what ‘safe water' means and need to be
sensitized to understand where they can access safe water, and how to make water safe.

Proper hand washing: Pecple may not always understand why hand washing is important and need to b2
sensitized to better understand why they need to wash their hands.

Clean living environment (homestead): Pecpls may not always understand why a clean living
environment 15 important and need to be sensitized to better understand the linkage with child
development and health,

Imimunization (100% coverage): People may not always undersiand why immunization is impertant and
have inaccurate ideas about side effects.

Lack of kpowledge about Essential Heonatal Care | drying, wrapping, early initiation of breast feeding
and deleyed bathing).

Lack of knowledge among parents and caregivers on the main diseases of under-5 children, especially

pneumonia (and other AR} and drowning.

Lack of capacity for effective 3BCC because of frequent traimed personnel transfer and turnover,

MNeonatal/Infant/Child Health Communication Oppartunities

L

Implementing partners working in Child Survival can share program activities on a quarterly basis
following & coordination mechanism.

Four necnetal evidence based interventions.

Preventive measures for drowning and other childhood diseases,

Train jeurnalists how to report on child health izsues, including hand washing before feeding.
More cooperation and ceordination ameng various units in preparing new SBCC matenals,
Sustain collaboration of diverse partnerships that have competing interests and activities.

Neonatal/Infant/Child Health Keys for Successful Communication

Strengthen collaboration regarding SBCC im other units of DGHS




Adolescent Health
Adolescent Health Current Situation

Adolescent fertility remains sigmificantly high in Bangladesh. According to the most recemt Census,
adolescents represent 12% of the totsl population. OFf those bebtween ages 15-19, 30% have begun
childbearing, about 25% have given birth, and another 6% is pregnant with their first child (BDHS 2014). The
propartion of women aged 15-19 who have begun childbearing rises rapidly with age, from 9% among
women age 15 to 58% among women age 19 (BDHS 2014),

Earty childbearing among teenagers is mare common in rural (32%) than in urban areas (27%) and highest
in Rajshahi and Rangpur {37 % each| compared with other divizions. Childbearing begins Later in Sylhet than
in other divisions. 18% of teenagers who completed secondary or higher education have begun childbearing
wheareas 4% of teenagers with no education have begun childbearing. Childbearing begins earlier in the
lowest sealth quintile (41%) compared with the highest wealth guintile (23%). Overall, teenage
childbearing has not changed since 2011 (BDHS 2014),

Teen pregnancy and motherhood 15 a major social and health concern. Early teenage pregnancy can cause
sencous health problems for both the mother and the child. Teenage mothers are more likely to suffer from

severe complications during delivery, which result in obstetric fistula and other marbidities, maternal
martality, neanatal maortality, anemia and overall poor health of both the baby and mother.

In addition, young mothers may not ba emoticnally mature enough for childbeanng and rearing. Moreover,

early childbearing greatly reduces women's educational and employment opportunities and is associated
with high levels of fertility. This hurts job prospects and often lowers their status in society.

Chitd marriage is associated with aarly first birth and approximately half of the women maried bafore age
20 and one out of three girls aged 15-19 experience teen pregnancy. About 9% of the population is 15-19
vears old and there are approximately three million married adolescents in Bangladesh. About 70% of
married adolescent girls are not yet mothers; however, of the 30% who are mothers. 9% gave birth or
became pregnant at the age of 15. The overall contribution of adolescent fertility to total fertility rate [TFR)
is 25%; in other words, 750,000 adolescents are giving birth annually.

About half of adolescents report current use of contraceptives. Like older women surveyed, the majority of
adolescents use modern contraceptive methods with oral pill being the most popular choice. There appesrs
to be a growing number of young women who use contraceptives prior to first birth. About one-third of
adolescents reported contraceptive use prior to childbearing. However the unmet need for FF among
married adolescents is high compared to all married women {17.1% versus 12%).

The data available about ARH knowledge and behavicr is extremely limited. Information abowt sexual
behavior is not easy to cbtain, partly because of a long-held assumption that young people do not engage
in sex before marriage in Bangladesh’s conservative culture. The limited informaticn available indicates
that conservative values may not be protecting either gender from sexual experimentation with potantially
negative effects on reproductsve health (RH), In maost cultures, boys are more likely to experiment sexually
than girls, usually because the consequences are less severe, This appears to be true in Bangladesh as well,
though there are sharp wrban and rural differences. Different studies and anecdotal information reveal that
mast unmarried girls wanted to learn about sexuality from close friends or family members,; whereas young

men feel the media would be most effective. The majority of boys felt either radio or television would be an
approoriate medium,



Adolescent Health Existing Communication Activities
+ GoB

o IPCC The Information, Education, Mativation (IEM) Unit of the Directorate General of Family Planning
{DGFP) created an ARH Booklet uzed by FWAs in their IPCC activities; the MOCH and Clinicat
Contraception Services Delivery Program (CCSDP) units address MCH and nutrition in their regular
Maternal, Meonatal. and Child Health (MMNCH) and ARH programs

+ USAID-DFID NHSDP
o Outreach: Adolescent gizls cycling contest; rally; pictorial display
= UMFPA and Swiss Embassy

o Shahana: Entertainment educstion addressing child marriage, physical, emotional and mental
changes during puberty, adolescent pregnancy, gender-based viclence and economic empowerment
of women.

+ UNICEF

o Kishori Abhijam Active participation, assertion of nghts, empowerment, peer-pioneered actions,
advocacy, change makers, role models, imvolvement of parents and social leaders to conduct joint
setsione with adolescents, training for peer leaders, open air theater, thematic workshops,
campaigning

= Assistance for Social Organization and Development (AS0D)
=  Advanced Adolescent and Youth Drganization (AAY0)

Adolescent Health Communication Gaps

+ Lack of adolescent-friendly health services

»  Uneven coverage of adolescent-friendly health services
=  Adolescent nutrition is not a priority in current programs

# Lack of comprehensive information and knowledge for voung women about dangers of teenage
pregnancy and birth complications

Adolescent Health Communication Opportunities

« (oB's next sector program spotlights adelescent health

= Maticnal and donor suppert for high impact adolescent health interventions
s Support for essential adolescent health care package

+ Establishment of adolescent health corners

Adolescent Health Keys for Successful Communication
= |nvolve parents and other gatekespears
= Reach out to adolescent boys as well as girls

= Uze social medis and adolescent-friendly ICT




Maternal Health
Maternal Health Current Situation

At present, Bangladesh is on pace to achieve MDG5, a reduction of the Matermal Mortality Ratio (MMR) by
75% from the 1990 level to reach 143 per 100,000 bve births by 2015 The leading causes of maternal
deaths are; Indirect cauzes (HTP, DM, CVD Cancer) [35%), Hemarrhage mainly PPH [E1%), Eclampsia [20%),
Dbstructed and prolonged labor {7%), Other diseases (5%), abortion [1%) and undetermined [L%)(BMMS
20100, Though the situation has improved significently, the MMR is still 170/per 100,000 livebarths (WEB
20135, Birth rate among adolescert mothers 15 between 10571000 (BMMS 2010) to 113.3/1,000 women
(BDHE 2014}, The average household-size is 4.5, and lifée-expectancy both sexes is 70 years (WB 2013}

The institutional delivery rate (37.4%) is significantly lower than the home delivery rate (6.2.2%). Among
institutional deliveries, people use private facilities (22.4%) more than public facilities (12.8%).NGD
facilities cover 2.2% only. The HPNSDP sets a target ratio of less than 14 between women in the lowest
and the highest wealth quintiles who deliver at facilities and the current ratic 1z approximately 1:5 (BDHS
2014,

Proper care during pregnancy and childbirth are important to the health of both mother and baby, The
HPMEDP 2011-2016 results framework sets a target of 50% for at least 4 antenatal care (ANC) wisits. Recent
data show that 21.0% of pregnant women completed foeur or more ANC visits, The likelihood of receiving
AMNC from a trained provider declines rapidly with increasing age and birth order. 78.8% of urban women
receive AMC from a trained provider, compared with 58.6% of rural women. Inequitable use of maternal
health services is a concern (BDHS 2014).

The proporbon af deliveries by medically trained provaders increased to 42% in 2014, mainly due to a rise
in institutional deliveries, A large portion of non-facility deliveries are still by unskilled attendants (BDHS
2014}, The HPMEDP target i for delivery by a trained provider to reach 0% by 2018 Skilled attendance
during pregnancy, childbirth and the post-natal peried and provision of Comprehensive Emergency
Obstetric Care (CEmMDC) services remain critical In 2014, 23% of births were delivered by c-section, implying
that 60% of facility births were delivered by c-section, pnmarily among women in the highest wealth
guintile (43 8%) and who completed secondary education (51.2%) (BDHS I014), Similarly, post-natal care
(PHC) is & crucial component of safe motherhood and necnatal health, Data show that 36% of mothers
receive PMC from a medically trained provider within 42 days after delivery; 34% of mothers and 32% of
children receive postnatel checkups from a medically treined provider within two days of delivery (BDHS
2014).

Maternal Health Existing Communication Activities
= GoB

o |PHN produces SBCC materials such as flip charts, posters, leaflets, flyers, brochures, fact sheats,
newsletiers, TV spots, radio spots and nevwspaper ads.

o IPCC The 1EM Unit of DGFP addresses nutrition in every single training, workshop and arientation
program implemented at national and community levels, Mutrition is highlighted in IEM’s flipcharts
used by PWas in their IPCC activities and Mational Communication Strategy for FP-RH (2008 In
addition to IEM, the MCH and CCSDP units address MCH and nutrition in their regular MMCH and ARH
programs,



BEES/MaMoni-H55 Project (Noakhali)

o Group Meeting: SBCC show at CAG Mesting: SECC mesting with religious leaders; meeting with
pregnant women and family members; meeting with Union Pariskad (UP) Chairman, members and
local elites; meeting with traditicnal birth sttendarts (TBAL): video show in CAG meeting.

o Qutreach: SBCC video at Bazaar/boat ghat/launch ghat, Expanded Programme on Immunizaticn (EPI)
certer, satellite clinic, community clinic (CC) and Family Welfare Center (FWC), local community;
miking session.

Resource Integration Center [RIC), MaMoni-HS5 project (Hatia, Maakhali)
o Qutreach: Video show in local baraar, ghat, CC Upazila Health Complex (UHC), PWC, and local

communities; media dark campargn; miking; AMC campaign.
Dustho Shasthya Kendra (DSK) - MaMoni-H55

o Group Meeting: SBCC video show with CAG; SBCC meeting with religious leaders, UP bodies, local
elites, and pregnant women and their families

6 Outreach: SBLC video show at local community, bazaar/boat ghat/flaunch ghat, EPI center, satellite
clinic, CC and FWC: miking session with community; ANC campaign.

USAID-DFID NHSDP
o IPCE: Counseling on four ANC visits

o Group Meeting: Clinic level discussions with parents; discussion meeting on birth preparedness;
group meetings on Tin Diner Pahara,” ARl childhood diarrhea, and Red Flag hoisting; community
meating on exclusive breastfeeding.

o Dutreach; Adclescent girls cycling contest; ANC campaign; rally; pictorial display.
WATCH Project/Plan International Bangladesh

o Group Meeting: SBCC session

o Outreach: Theater far Development

Aponjon

o Outreach: Deliver health messages to pregnant women, new mathers and gatekeepers via mobile
phones

EngenderHealth Fistula Care project

o Dutreach: Community-based approach focuses on expanding access to FP and preventing and
treating obstetric fistula, including prewenting postpartum hemorrhage through the distribution of
misoprostol by CHWs.




Maternal Health Communication Gaps
Knowledge/Information Gaps

L

Lack of a comprehersive communication plan for MCH.

For AMC: garly identification of pregnancy and early start of care; timing and Frequency of AMC iz nat well
understood; guality of ANC counseling & poor = including nutrition counseling using standard materials;
family invalvement in maternal care; messages and services are not consistent and integratad; birth
preparedness; Misoprostol awareness low,

For safe delivery: very low uptake of skilled birth attendant (SBA) delivery and early recognition of
complications and danger signs; birth planning not comman.

Lack of knowledge on neonatal care among mothers/parents and other caregivers.

For PHC; very low PHC coverage, ather than facility delivery; poor counseling at dischanges delivery/ANC
leads to low importance placed on PMC visits.

Gaps in Approaches

Aponjon Formative Research Report: Several subscribers requasted additional content about MCH and
nutrition, with some reporting that existing messages lacked sufficient detail, Subscribers noted that
message repetition was disappointing and expressed an expectation that content would not be
repeated; Some subscribers expressed hope for expansion of the Aponjon platform; they wanted a more
inkberactive service,

Mational Neonatal Health Strateqy and Guidelines for Bangladesh: Two major independent evaluations
ef HPHSDP including the Mid-term Review (MTR) identified critical gaps in MNCH, Relevant services are
not strong enough to sccelerate progress toward achisving the MDGs. Mothers are not aware of the
continuum of care from pre-pregnancy through postpartum care and non-availability of skilled
workers during pregnancy, childbirth and postnatal period with special emphasis on neonatal outcomes.
Mothers and relevant others de not know encugh about nesnatal health including breastfesding, danger
signs, and 50 on.

Maternal Health Communication Opportunities

GoB and major stakeholders including USAID may collaborate to develop a Naticnal Communication
Strategy on MCH.

Implementing partners in MCH to share field activities on quarterly basis following a coordination
migchanism

Collaberation campaigns to promote prevention of teerage pregnancy, ANC, PMC and safe delivery
throughout Bangladesh an yearly basis,

= The Vision for Action far Ending Preventable Maternal Mortality of USAID: USAID is committed to: (1)

Enabling and mabilizing individuals and communities; (11 Advancing guality, respectful care; and (3
Strengthening health systams and continuous leaming (strengthen & support health systems; promote
data for decision-making & accountability).



* Demand generation for 13 life-saving MNCH,FP commodities.
+  Integration of MCH, Hutrition, ARH and FP,

» Train journalists on how to report on matermal health and nutrition issues, including proper nutrtion
befare and during pregnancy, recognizing danger signs during pregnancy, &nd proper hygiene practices,

Maternal Health Keys for Successful Communication
« Invelve relevant gatekeepers

= Start counseling well before pregnancy to ensure proper nutrition and adequate knowledge about risk
Factors

+ Increased  intre-rministerial coordination, planning and management for  integrated health
cemmunication

NMon-Communicable Diseases
Mon-Communicable Diseases Current Situation

Though Bangladesh hac sesn decreases in its burden of communicable diseases, there has been a
concurrent rise in the country’s burden of non-communicable diseases (HCDs) on merbidity and meortality.
As of 1014, NCDs account for 59% of the country's total deaths and @ majority of those deaths are
attributable to cardiovascular diseases, chronic respiratory diseases, cancers, and diabetes WHO NCD
2014) Several risk factors for theese NCDs include tobazce use, unhealthy diet, and inadequate phyzical
sctivity, In Bangladesh, the prevalence of smoking for adults over 15 yesrs of age iz bigh at 22% and 45%
of adults are exposed to second=hand smoke in public spaces (MoHPW Strategic Plan 2011 Among the
urban population, overnutrition and inadeguate intake of fruits and vegetables coupled with a sedentary
lifestyle increases residents’ risk of developing NCDs, Ancther dietary issue is salt intake and its
contribution to hypertension prevalence. According to the 2010 Bangladesh MCD Risk Factor Survey, there
is& 17.9% prevelence of hypertension among adults aged 25 or older (MoHFW Strategic Plan 2011), To
reduce overall morbidity and mertality in Bangladesh, it will be essential to simultaneously focus on the
country’s NCD, communicable diseaze, and injuries burden,

Non-Communicable Diseases Existing Communication Activities
+ BCCP

o "Alive” mass media campaign; Warld Mo Tobaceo Day; evidence-based best practices; leadership
wiorkshops, capacity building

+  Eminence

o Community-based Llifestyle modification health education intervention with home visits for
middle-income families; NCD prevention education for urban slum residents; workplace sensitization
for employess

+ BRAC MCD Programme

o Frontline community health workers conduct IPC counseling and health education about healthy
aging, nutrition, lifestyle, and bahavior changes




Mon-Communicable Diseases Communication Gaps

Mo national communication strategy for HCDs

Lack of comprehensive communication and education materials about risk factors
Current uncocrdinated involvement of stakeholders from different levels

Lack of knowledge about risk Facters amang the public

Uneven and sporadic approaches utilized

Different approaches are needed bazed on the target population (e.g. urban slum residents versus
middle-income professionals)

Non-Communicable Diseases Communication Opportunities

Aamendments 1o Tabaooo Control Act

Same existing collaboration bebween relevant ministries, directorate gererals, NGOs, and other
grganizations to scale-up work on reducing rizk factors and negative impacts of HCDs

Mational government suppert for international frameworks such 25 the WHO Framewark Convention an
Tobacco Cortrol, the Global Strategy on Diet, Phrysical Activity, end Health, and the Global Strategy to
Reduce Harmful Use of Aleahol

DGEHS implementation of HCD prevention model interventions

Upazila-level pilot programs for NCD prevention

Non-Communicable Diseases Keys for Successful Communication

Focus pravention messages on Limiting modifiable rnsk factors such as tobacco use, sadentary lifestyle,
unhealthy or unbalanced diets, and excessive salt intake

Emphasize heavy burden of NCDs in Bangladesh

Coordinate large-scale, multi-sectoral messaging to inform people about and motivate them to adopt &
healthy lifestyla

Develop lifestyle education and communication materials geared for young audiences to encourage
adoption of healthy habits at an early age

Used a mixed approach to health promotion including mass media, community media, social
mobilization, and capacity building

Communicable Diseases
Communicable Diseases Current Situation

A Mational Hygiene Promotion Strategy (NHPS) was developed in 2012 by the local government division of
tha Ministry of Local Government, Rural Develapment and Cooperatives, & National Communication Strategy
for Sanitation, Hygiene and Safe Yater Use was also developed with support from the United Mations
Children's Fund (UMICEF) in 1993, Diarrheal diseases are still a top morbidity burden in Bangladesh. In 2014,
atotal of 2,135,220 diarrhea cases (and 25 deaths) were reported (Health Bulletin 20144,



Although communicable disease mortality is declining, indicating that Bangladesh is in the advanced stage
of its epidemiological transition from communicable bo non-commiunicable diseases, the persistent nature
of diarrheal disease morbidity should be addressed while developing future communication strategies.

in terms of malaria prevention, the prevalence rate s 20.3,100000 population (in endemic areas, in 2015
based on reported malaria cases and the malanal death rate 15 0.0001/100,000 population (in endemic
areas, in 2013) {Health Bulletin 2014),

TB, no longer carries a high maortality rate. TB Control Program is one of the major units of DGHS. As per the
2014 Health Bulletin, the TE (all forms) prevalence rate is 411/100,000 population and mortality rate is
45/100,000 populetion [Health Bulletin 2014). The TB treatment rate with Directly Observed Treatment,
short-course [DOTS) improved significantly and 92% of the new smear-positive cases registered in 2006

were successfully treated (MTP 2012}

HIV/AIDS

Bangladzsh has an estimated HIV prevalence of less than one percent. However, the similarity of behavioral
patterns in Bangladesh in companson to heavily-affected regions in South and Southeast Asia suggests a
passible rapid increase in HIV prevalence. With a populstion base of more than 150 million people, even a

small increase to one percent would result in a total of 1.5 million cases, This possibility of uncontrollable
epidemic proportions must be averted with appropriate preventive measures.

In Bangladesh, the first case of HIV was detected in 1989, In 2014, 2 total of 433 new cases of HIV infection,
and 91 deaths due to AIDS, were reported. By the end of 2014, the cumulative number of recorded HIV cases
had reached 3,674, and cumulative deaths had reached 563, However, a low estimate for the actual number
of current HIN/AIDS cases is 9,500, indicating both the likelihcod of incomplete reperting and the potential
for growth of the epidemic in Bangladesh (UMAIDS 2015),

Risk factors for HIV infection in Bangladesh include;

* High rate of needle sharing among people who inject drugs

# Low condom use among key and bridging populations

» External and internal migration

*  Porous border with neighboring countries where HIV prevalence is high

+ Limited accurate knowledge of HIV/AIDS among young people

= High prevalence of Sexually Transmitted Infections (3T} ameng key populations
+ Existence of punitive and conflicting laws

Amaong the general population:

= T0.4% of ever-married women aged 15-49 have heard of AIDS (EDHS 2014],

* Comprehensive AID3 knowledge is not widespread among women (11%) or men [17%) aged 15-4%
(BOHS 2011)

«  More men than women know how HIV is transmitted, Younger respondents are more knowledgeable about
HIV prevention than older respondents aged 40-49 [BDHS 2011),

*  The majority of ever-married women and men [92% and B2%, respectively) think that if a woman knows her
husband has an 571, she is justified in refusing to have sex with him (BDHS 2011).




The communication strategies of Bangladesh, including the Mational HIV/AIDS Communication Strategy
2005-2010 and the Strategic Communication Plan for the HIV/AIDS Prevention Project (HAPF) Advocacy and
Communication Component, include elements for @ more integrated and strategic approach to addressing
HIN/AIDS prevantion, care, and support, They recognize the need to target vulnerable groups, imprave the
kriewledge base link knowledge with risk perception and preventive behavier, and increase servics-seeking
behawviar.

Tuberculesis (TB)

T8 has long been one of the maost significant health problems in Bangladesh. More than 50% of the adult
population is infected with Mycobacterium tuberculosiz. Every year more than 300,000 people develop active
T8, nearly 30% of them have infectious pulmonary TB and can spread the infection to others, About 64,000
people die every year from this dizease. Bangladesh ranks sixth among countries with the highest burdens of
T8 WHO 2014). A strategic plan for the National Tuberculosis Control Programme (MTF) was finalized in 2012,
Bangladesh has implemented the Stop TE Strategy since 2006, It achieved high treatment succeszs rates and
the target of Bo% treatment success was met in 2003,

Cne of the reasons for the spread of TE and Multi-Drug Resistant TB [MDR-TE) is the low nutritional status of
patients, most of whom are poor. Drug-resistant TE and co-infection with HIV are growing concerns. The TB
prevalence rate is 402 per 100,000 and the TB incidence rate is 224 per 100,000 (WHO 2014}, Although the
rates of MDRE-TH in Bangladesh do not appear high, the absolute number may be high considering the high TB
burden in the general population, A MDR-TB rate among new cases of 1% translates into approximately 3000
new MDR-TB cases peryear. The Global Tuberculosis Report estimated MDR-TB rates of 1.4 % and 29% among
new and previously treated TE cases respectively in Bangladesh (WHD 1014,

Avian Influenza {Al)

In Bangladesh the first outbreak of Al in poultry was declared on March 22, 2007, As of Movember 12, 2008,
2 total of JB8 Human Pandemic Avian Influenza (H5MN1) cases had been reported in 47 distncts and 142
upezilas, resuiting in the death of over 1.6 million birds, The first case of human infaction with HSN1 in
Bangladesh was reported in 2008, and two cases were reported in 2011, One human death due to HENI
occurred in April 20132

The greatest risk factor for Al seems to be contact with sick birds or with surfaces contaminated by their
foathers, saliva or droppings. The World Health Organization (WHO) has confirmed a handful of cases of
limited human-to-human transmission of Al. But infected birds or associated material present the greatest
hazard, The pattern of human transmission remains mysterious. Young children seem especially vulnerable
to the virus, although some experts note that children are mone likely to have contact with sick birdz or to
play an ground contaminated with droppings. Moreover, people of all ages have contracted and died of Al
warldwide, At this point, tos few people have been infected to know all the possible risk factors for AL

The Mational Avian Influenza and Human Pandemic Influenza Preparedness and Responss Plan 2006-1008
(1st Plan) was prepared by a Mational Multi-sectorzl Planning Team from the Ministry of Emaronment and
Forest (MoEF), Ministry of Fisheries and Livestock (MoFL), and MoHFW, with joint technical support from the
Food and Agriculture Organization (FAQ) and the WHO. The 1st National Plan was approved by the
Hencrable Prime Minister of the People's Republic of Bangladesh on April 17, 20068, A Plenning Team
consisting of experts from MoHFW, MoFL, MoEF, and internaticnal organizations such as WHO, FAD, UNICEF
and International Centre for Diarrhoeal Disease Research, Bangladesh (ICDDR.B), was formed to draft the
Znd Mational Avian and Pandemic Influenza Preparedness and Response Plan for 2009-2011.



Nipah Virus

Hipah wirus infection is caused by the consumption of the raw sap of a date palm tree which has been
cortaminated with urine or saliva from infected fruit bats. When the sap is consumed, the virus infects the
numan body. Once infected, the patient can spread the virus to other pepple through physical contact.

Since Mipah wirus first appeared in Bangladesh twelve years ago, 197 cases and 152 deaths have been
reparted. Traditionally outbreaks have taken place im L0 districts (Meherpur, Noagoan, Rajbari, Faridpur,
Tangail, Thakurgaon, Kushtia, Manikgony, Rajshahi and Lalmaonirhat) known as the "Mipah belt” where raw
date palm sap is 3 popular drink. However, Dhaka, reported its first Mipah casa in lanuary 2015,

Winter {December to early Februery) is the traditional date pelm sap gathering season in Bangladesh.
Outbreaks coincide with this ssason, appeanng between December and May. The Instritute of Epidemiology,
Pisease Control and Research [IEDCRY, in collaborstion with ICDDR B, established Mipah virus surveillance in
ten district-level government hospitals in 2006, Presently, @ surveillance system is functioning in five
hospitals in the Nipah belt,

Communicable Diseases Existing Communication Activities
HIV/AIDS

Save the Children's Global Fund fer AIDS; Tuberculosis and Malaria (GFATH]: Targets high-risk-behavior
populations with Drop-in Centers using peer educetion and outreach. Currently, the Rolling Continuation
Chennel (RCC) portion is due to conclude in December 2015 ICODR.E is implementing limited targeted
interventions among men who have sex wath men (M5M] and Hijra to increase awareness about HIV/AIDS,
T1 treatment, correct and comsisbent condom wse, testing, and counseling,

Link Up: A multi-country program funded by Dutch Foreign Ministry-BUZA to reduce unintended
pregnancies, HIV transmission and Hiv-related matemal mortality among young people affected by HIV
{aged 10-24), It uses a peer educator model emphasizing IPCC to promaote better sexual and reproductive

health and rights (SRHR) and age-appropriate information and services. Key populations ere defined groups
whio, due to specific high-risk behaviars, zre at an increased nisk for HIV infection. Implementad by HIV/AIDS

and 5TD Alliance Bangladesh (HASAB), Marie Stopes and Population Council,

National AIDS/STD Programme [MASP): Scaled up communication efforts in collaboration with Save the
Children, ICDDREB, and CARE Bangladesh to inundate communicetion channels with information about
HIV/AIDE, These channels included electronic and print media (talk shows, documentaries), souvenirs [coat
pins, t-shirts), and open dialogue by famous persons.

Mattra Foundation and Save the Children’s Expanding HIV Prevention Information through Mass and Print
Media Campaigns: Targets young people, most at-risk populations (MARFs), and the masses in & limited
scale through IPCC, group meetings, outreach, mass media, and World AIDS Day.

Tuberculosis
NTP: Waorks to eliminaste TE using the DOTS strategy; implementzd in Movember 1593,

TEB CARE 1I: A five-year project (2010-2015) implemented by & censertium of health and development
erganizations led by University Research Co,, LLC (URC). Aligned with the GoB’s TE strategic plan and the
USAID/Bangladesh T8 strategy. the project aims to reduce mortality and merbidity due to TB by improving
universal access to diagnasis and treatment, providing high-quality DOTS through all Levels, and increasing
access to prevention, diagnosis and treatment of MDR-TE,




Challenge TB: The fourth global USAID T8 control program led by Management Sciences for Health [MSH).

GFATM-Funded Reduction of TE Prevalence by &% by 2017: NTP has established a partnership with
different NGOs and the private sectar. Currently, #4 partrers are warking with NTP in different areas.

BRAC: Warks with community stakeholders to identify patients, ensure treatment adherence, and reduce
stigma, Somae specific groups include: cured TB patients, local opinicn and religious leaders, girls guides
end scouts, other NGO warkers, village doctors, pharmacists, and private medical prectitioners. Te broaden
the reach of TE messaging, BRAC also utilizes local popular theatre shows and folk songs.

Mational Anti-tuberculosis Association of Bangladesh (MATAB): Signed & memorandum of understanding
(MOLU) in 2004 with the MaoHFW and BRAC, and became a partner of the NTP funded by GFATM. Organizes
quarterly divisional, district and upazila-level advocacy meetings with civil society members in all 7
divisione and &4 districts of the country, Celebrates World TB Day with NTP & partner NGDs in all &4
districts.

Society for Empowerment, Education and Development (SEED): Collaborates with the government (DGEHS
and MTP) to develop innovative programs to improve the effectiveness of community-based health service
delivery,

NHEDP: Weorks with the MTP to combat TB through the Smiling Sun clinic nebwark, HHEDP organmizes
Advocacy, Communication and Social Mobilization [ACSMH) activities, and provides basic and nesd-based
training for TB program implementation, especially among garment workers, pharmacists, HIV/AIDS
warkers, religious leaders, and athers using |PCC, group meetings, outreach, mass madia, and World TB Day.

Avian Influenza

The GoBE prepared a National Avian Influenza and Human Pandemic Influenza Preparedress Plan
2006-2008 in order to prepare an epidemic of HSMN1, A massive campaign program was developed and
implemented under this strategy across the country,

The major communication activities are;

= [PCC: One-to-one communication at the community level, especially with poultry farmers, poultry
wiorkers, and factory owners.

= Group Meetings: At poultry farmas and at the community level
+ Outreach: Yideos, folk shows, posters, leaflets. and stickers
* Mass Media: TV spots and newspaper advertisements

= Materials: A pumber of materials were produced by IEDCR, UNICEF and FAD incliding posters, leaflets,
brochures, stickers, media kits, pocket books, and bocklets for health workers,

Mipah Virus

With no treatment of vaccing available for efther humans or animals, public awareness is key for
prevention. The Bureau of Health Education (BHE) has undertaken awaraness-raising campaigns to warn
pecple against drinking raw date palm sap. BHE disseminates messages via leaflets, newspaper
advertisements, talk shows, local TV discussions, and community mobilization,



Communicable Diseases Communication Gaps

HIV/AIDS

* Mo national communication strategy for the MASP. Limited scope for scale-up of communication
activities among high-risk groups and no separste strategic objective for advecacy and cemmunication
in the current 3rd Mational Strategic Plan for HIY and AIDS Response 2011-2015,

« Barriers of displaying communication materials at border entry points

Tuberculosis

v Mo national communication strategy for the TB program

o Communication activities are focused on service delivery, not prevention and behavior change,

« Communication activities and messages are not reaching hard-to-reach populations (underserved
geographic areas, prisons, slums, pavement dwellers, stc.)

v |nadequate/poor knowledge about TB, accessing services, and treatment adherence by providers and the
cammunity, especially regarding TB in children,

v Poor attitudes and behaviors of service praviders toward patients.

Avian Influenza

The Bangladesh Mational Communication Strategy and Action Plan for Avian Infiuenza and Human
Pandemnic Influenza 2007 and the 2nd Mational Plan for 2009-2011 has not been updated or revised for the
next course of action. At present, there are ne engoing or regular communication cempaigns or advocacy
ackivities except for survaillance by IEDCR, and occasional message dissemination by BHE.

Nipah Virus

At present there are no regular ongoing communicakion activities and there it fo national program
designed for long er medium-term communication implemertation to prevent the spread of Nipah virus.
Also, there is no symergistic coordination mechanism within GoB or between GoB and NGOs.

Communicable Diseases Communication Opportunities

HIV/AIDS

« Target injection drug users (1DUs), commercial sex warkers {C3Ws), and vulnerable adolescents to reduce
needle sharing and unprotected ey,

v The |International Congress an AIDS in Asia and the Pacific [ICAAP) will be kosted irn Dhaka in November
2015, Opportunity to create visibility and momentum for HIV communication,

« Comprehensive information on all aspects of HIV [prevention, transmission, testing, sero-status, Living
with HIY, treatment, and reducing stigma).

« Teach psyche-social life skills such a3 megotistion, conflict reselution, and decizion-maling while
promaoting HIY prevention.

» Link people living with HIV to nutrition programs and projects.

Tuberculosis
v Create a long-term, evidence-based, results-oriented SBCC communication plan.
+  |nfegrate proper and adeguate nutrition information in TE-specific messaging.




Avian Influenza and Nipah Virus

# [evelop an extensive mass mediz campaign invelving decision makers, community leaders, health
workers, and livestock deparbments to increase awareness smong the general population regarding the
Al pandemic. Produce and distribute information, education and communication (|EC) matenals: through
|PCC and group meetings to develop local-level solutions for adopting behaviars,

# Orient school teachers to educate students on hygiene practices to prevent the spread of Al

v |Jse local folk media (e.q. folk songs, gomwira, street drama, etc.) designed for general population that
tan be presented in villages, schools and workplaces followed by discussions,

# Wiz the Sisimpur project. create awareness and educate school-age children.

Communicable Diseases Keys for Successful Communication
* |n the case of epidemics, do not use fear-based messaging

» Make sure that messages are harmonized and targeted
# [Develop adequate infrastrocture to deliver messages to target audience

#  Communication shiould reflect a realistic indication of the threat and highlight preventative measures
and behaviors

POPULATION

Family Planning (FP): Current Situation

The national FP program has seen significant success during the last four decades. Overall Contraceptive
Prevalence Rate (CPR) has risen from 7.7% in 1975 to §2.4% in 2014, while TFR has declined from &.3 to
1.5 during the same time period. Contraceptive use is equally high regardless of education level or
ecanomic status (BDHS 2014),

However, use of modern contraceptives is only 5+.1%. Discontinuation rates are high at 30%. The national
unmet nged for FP is 11% among mamied women, and much higher in Sylhet (17.7%) and Chittagong
(17 3%) divistons. Sharp geographic differences are also present im CPR and TFR. Met need for FP ranges
from a low of 47.8% in Sylhet to a high of 69.8% in Rangpur; TFR ranges from 1.9 in Khulna and Rangpur
to 2.9 in ylhet. Yariations can also be sezn between urban and rurel aress; the urban TFR is 2.0, while the
rural TFR is 2.4 (BDHS 2014).

In Bangladesh, the median age at first marmage for girs 15 15.5 years, and median age at first birth 15 18.1.
By age 20, 30% of wamen have had a baby or are pregneant 53% of currently married women aged 15-19
are not wsing any contraceptives (BDHS 2011).

The contraceptive method mix 15 heawily skewed toward short-term methods, despite the fact that the
desired family size is typically reached by a women's early to mid-20s (BDHS 2011}, While owverall
awareness of Long-acting and reversible contraceptives (LARC) and permanent methods (PM) is high at
over 90%, specific knowledge of individual LARC/PM varies widely by division. Amaong men and women
whia have completed thieir cesired family size, the intention to use permanent methods is low: less than 3%
according to the Bangladesh Urban Health Survey (BUHS). Reasons for not choosing LARC/PM include fear
of side effects, associations of some LARC/PM with certain socio=economic groups. and other myths and
misperceptions (BLUHS 2013).

Annuslly, 25% of all pregnancies result in abartion or menstrual regulation [MR). Each of these 1.3 million
procedures represents a girl or woman in need of FP {BDHS Z2011),



The GoB Strategic Plan for HPNSDF 2011-1016 includes goals of reducing the TFR; prometing HTSF;
improving the quality of the national FP program; reducing the contraceptive discontinuation rate; and
promoting LARC/PM.

At the 2012 FP Summit in London, the GoB committed to the following targets:
« Reduce TFR to 2.0 by 2016, and further reduce to 1.7 by 2021

* |ncrease CPR from 1% to 30% by 2011

* Ingrease share of LARC/PM from 7% to 20% by 2016, and to 30% by 2021

* Reduce unmet need from 12% to 7% by 20Z1

« Reduce discontinuation rate of FP method from 36% to 20% by 2021

SBCC to generate demand for FP, and to promote consistent and correct use of FP methods, is am essential
component af & comprebensive stretegy to meet these tergets.

Family Planning: Existing Communication Activities

Curment 3BCC activities are in place at national and local levels, with MoHPW DGFP, the United MNations
Population Fund (UNFPA), USAID and Marie Stopes playing leading roles.

DGFP, mainly through its IEM Unit, promeotes themes of appropriate family size, appropriate age of marriage
and initiation of childbearing, HT2P, ARH, and LARC/PM, DGFP spreads its messages and gensrates demand
for FF via mass media (television, radie, short film, newspaper, billboards, etc.), traditional media {street
drama, folk song shows, etc), community mobilization (trainings/orientations for local end religious leaders
and influential gatekeepers, AV vans, service campaign weeks, Werld Population Day, ete) and [PCC via
Family Welfare Assistants (FWA) and Family Yelfare ¥isitors (PWY).

UNFPA launched a national FP campaign in Movember 2013, with implementation taking place from July
1014 to December 2015, The campaign is in partnership with DGFP and Engender Health, and focuses an
specific geographical areas and vulnerable age groups, i.e, adelescents and young people ages 15-14. Key
messages include delaying marriage and pregnancy, using modern contraceptives to delay first pregnancy,
HTSP, and using LARC/PM to space births and [imit family size. Communication channets include electronic
media, social media, print media, outdoor media, and 1PCC.

Four USAID implementing partners are involved in FP demand generation:

»  EngenderHealth's Mayer Hashi project primarily promotes LARC/PM and post-partum FP (PPFP) via
community mabilization and IPCC, The project alse provides trainings for journalists, religious leaders,
and FP providers.

«  USAID-DFID NHS5DP provides the full Ezsential Servicez Package (ESP) including FP through its
nationwide natwork of static and satellite clinics, MHEDP alze employs Service Promoters to genarate
demand for FP at the community level,

» SMCs MIH project aimz to promote healthy behaviors, reduce harmful practices, and increase
carg-seaking practices while reaching out to new audiences. MIH complements SMC's prometion of its
branded contraceptives. MIH works with four locel partngrs in 19 districts to promote HTSP; 1,000 Days,;
healthy pregnancy; ARH, and decrease tuberculesis (TE) using a variety of 3BCC approaches.




= Save the Children's MaMoni HS5 project integrates FP o services into & comprehensive
MMCH/FP/Mutrition packags, with service delivery at both the househeld and facility level. MaMani H33
uses & variety of SBCC approaches and methods (including community meetings, video shaws, job aids,
billooards, cable tv, etc) to generate demand for FP and link eligible couples to services.

Angther LUSAID-funded project, Bangladesh Knowledge Management Initiative (BKMI), supports the GoB,
USAID implementing partners and other stakeholders to create consistent. coordinated, effective and
evidence-based SBCC for FP and other topics,

Bangladesh Center for Communication Programs (BCCP) is the SBCC partner for NHSDP, and was the SBCC
partner during the first phage of Mayer Hashi.

Marie Stopes has service delivery sites im 61 districts, including static clinics and roving teams, and
collaborates with the GoB in 45 of those districts. Manie Stopes uses a variety of communication channels
that are targeted to the intended audience, such as slide shows for garment workers; community volunteers
in hard-to-reach areas; peer education via tea vendors to promote non-scalpel vasectomy (N3Y) among
men; and targeted, comprehensive mass media campaigns.

Other arganizations such as BBC Media Action, Ipas, Family Planning Association of Bangladesh (FPAB),
BRAC, Plan, Concermed Women for Development (CWFD) and Jica are also working in the realm of SBCC for
FP. Some have a particular focus on MR ar post-abortion care [PAC), while others have been more active in
the past than at present,

Family Planning Communication Gaps

« While overall awareness of FP is very high, specific knowledge of each FF method is lacking. In addibon,
heavy reliance on short-term methads points to the need for 3 more complete and acturate
understanding by FP uzers of LARC/PM and the dispelling of myths and misperceptions.

=  Commurication to help users understand how FP needs change throughout the repraductive life cycle
is lacking.

» LUnmarried adolescents have difficulty in accessing infarmation on RH and FP,
» Meed to target the adolescent population and provide correct ASRH information and quality services.

= Counseling on PPFP is generally lacking. Some challenges include the preference of most women to
deliver et home, and the fact that institutional deliveries at public facilities aren’t equipped with FP
knowledge or services since thay are operated by DGHS. Dverall guality of FP counseling appears to ba
weak,

= A Ruge number of abortions and MRs take place in Bangladesh each year, which are generally associated
with unplanned pregnancies, Post-abortion and post-MR FP courseling needs to be improved,

= The majority of the responsibility for FP continues to fall on women, there is a lack of information given
gt 2arvice delivery points, and there is no comprehensive program for male involvement in FP.

= |nsufficient facus on geographic differences in FP acceptance and use, social nonms, community support,
language, ete,



Family Planning Communication Opportunities

Integrate FP with MCH and Nutrition at the househald level, positioning FP as a natural, important, and
changing part of one's life cycle

Improve the reach and effectiveness of PPFP.
Provide PPFP counseling during field worker home wisits within 48-72 hours of birth,
Improve the reach and effectiveness of FP counseling as part of PAC and post-MEL

Consider innovative and socially acceptable wavs to introduce RH and FP topics to unmarried
adolescents, so that individuals enter marniage with BH knowledge and an intention to use FP.

Use positive deviants to counter myths and misperceptions and provide role models and promote
LARC/PM.

Invalve communities and imams/religious leaders to strengthen social support for FP users, especially
for LARCPM.

Engage men to increase their FP knowledge and to participate in and/or suppart FP decisions.

Expand communication effarts to focus not only on message delivery, but also to facilitate dialogue on
how ta remove barriers to FP use (in general and for specific methods).

Communicate MoHFW's attitude shift about providing FP information to unmarried adolescents to
service providers and gatekeepers at the grassroots level, and also address social norms that traditionally
have forbade prowviding RH, FP and 5H informaticn to unmarried adolescents.

Design comrunication activities that address geographic differences in FP acceptance and use, social
norms, Community support, language, etc.

Expand urban FP programs and introduce evening satellite clinics for female garment workers.

Partmar with expert agencies and promote the involvement of private sectaor in lifastyle and environment
issues (eg, the Call Centre’ partnership with SMCL

Establish Tolk-tearns/theatre groups in seven divisions to arrange folk-shows/strest theatre in local
dialects and also closely work with |[EM-DGFP and SMC AV-Van programs.

Strengthen the Management Information System (MIS) of DGFP and reporting mechanisms/tools for
SBLCC to map progress.

Strengthen the capacity of the Population Cells of Bangladesh Batar and ETYV.

Family Planning Keys for Successful Communication

To achieve high quality outcomes in population and FP initiatives, an SBCC program should follow a procass

[e.g. research and analysis, strategic design, development and pretesting, implementation and monitering.
and evaluation.) Effective SBCC also requires skilled managers and staff.

SBLC activities cut across all service delivery plans of DGFP units. However, IEC-Operational Plan (IEC-0P)
requires capacity strepngthening to perfarm In a more comprebensive and cocrdinated manner. SBCC
activities need to be implemented nationally with a strategic focus to capture the differential needs of
regions with varying socio-economic conditions (e.g. low-performing areas, target groups, vulnerable

populations, ethnic variations, cultural practices, etc.).




Regional vanation in uptake of certain services indicates a need for effective SBCC intarventions specific
to low performing areas;

Early marriage associated with early birth of the first child is not addressed properly and coordination
between different ministries needs to be strengthened;

Create specialized interventions to increase CPR, lower TFR, MMR, IMR, and neonatal mortality, and
increase use of LAPM;

Address unmet need and drop-out rates to reach replacement level fertility and recommended birth
spacing,

Promote the consequences of child marmage and benefits of delayed pregnancy;
Yigorously promate FP as a lifestyle for women empowerment;
Design a special campaign to pramate PPEP;

Faster innovationz for health promotion activities, carry out research and SBCC impact study activities
in regular intervals to feed into policy and pregram procesces, which include

= periodically assessing SBCC program performance and modalities
+ exploring effective SBCC approaches (media, target population, etc.) based on evidence
= ectablishing SBECC monitoring system

= wider use of social media, information and communications technelogy (ICT), community radio,
mebile technolegy to reach adolescents and youryg population

= digitize the FP Couple Register
Apply key approaches for FP

# Life Cycle Approach

~ ICT and Social Media

= Entertainment-education

= Knowledge Management (KH)
Evidence-based programming

Y

& Capacity Building at individual, system-and organizational levels



NUTRITION
Mutrition Current Situation

The prevalence of chromic under-putrition in children under five has reduced over the past fifteen years The
lavel of stunting amang children under 5 has declined from 51% in 2004 to 36% in 2014 (BDHS 1014}
However, progress has been mixed due in part to natural disasters, food price fluctuations, and ongoing pogr
feeding and care practices. Retes of under-nutrition remain alarmingly high. The Waorld Food Programme
(WFF) Bangladesh Mutrition Strategy 2012-2016 reported that children 6-23 months have the highest risk of
wasting, stunting and being underweight (WFP 2012). 36% of children under five years are stunted, while
12% are severely stunted (below -350). Rural children are more likely to be stunted than urban children
(38% vs. 531%), and children of mothers with no education are more likely to be stunted (40%) than children
of mathers who have completed secondary and higher education (29%). A similarly large differential exists
by wealth quintile. Also, 14% of children are considered wasted or too thin for their height. Furthermare,
33% of children are underweight {low weight for age), and &% are severely underweight (BDHS 2014). 20%
of the population exists under the poverty Line and often cannot easily identify or access nutritious food.
Large Families with limited income are unabls to mest additional nutrition requirements during a child’s
critical first 1000 days of life. Also, mothers and families are not fully aware of the benefits and
consequences of appropriate complementary feeding; they do not know appropriate feeding approsches and
doable means; socio cultural morms end beliefs prevent implamentation of recommended practices,
especially with regerd to maternal nutrition and breastfeeding (WFP 201320

Progress on many nutrition indicators, including infant and young child feeding practices (IYCF), has been
slaw or is stagnating, Rates of early initiation of breastfeeding and exclusive breastfesding (EBF) before &
manths have remained at 453% over the past 20 years according to surveillence data, while BDHS 1011
reports that intensive SBCC played a contributary role in increesing EBF to 4% (BOHS 2011). However,
recent deta show & decline in EBF to 55% due to lack of a sustaimed community-based campaign. Bottle
Feeding is common in Bangladesh; 21% of infants 6-9 months are fed with & bottle [BDHS 2014). IYCF
practices among children §-23 months slightly increased, but are still very loww even among the: children of
highest wealth guintile. IYCF practices among children &-23 menths is 23% according to BOHS 1014,
Complemertary foods are intreduced &t zn early age. While 62% of children start receving complementary
food after & manths, both guality and quantity of food tend to be insufficient. Only 23% of children are fed
vrith at least four food groups and with the recommended mesl frequency (BDHS 2014), According to the
Mutrition Background Paper for Preparation of 7th Five-Year Plan, less than 40% of chitdren under two years
of age received a minimum acceptable diet (BUHS 2013, 75% of the population do not practice
recommended hygiene behaviors

Overall. 13% of ever-married women fall below the cut-off average height of 145cm (BDHS 2011). [deally,
wamen should have optimal nutrition prior to becoming pregnant Malautrition during pregrancy can cause
severe complications for the mother, and can result in a low birth-weight baby. Fallowing birth, & woman
continues to need proper nutrition and sufficient caloric intake to support breastfeeding and recover from
delivery,

IYCF and WASH activities are very poor in urban areas, especially in the slums, and inequality is high for
complementary feeding and handwashing (BUHS 2013). The Food Security and Mutntion Surveillance
Project identified insufficient handwashing, poor maternal diet and reduced IYCF practices as key
cantributory factors to increasing the rate of undernutrition,




Facility-based SBCC has been given adequate foous, but community-level SBCC has not. Lack of privacy has
been observed in both public and private facilities. Hospitel readiness in terms of SBCC has not vet been
assessed. Proper nutritien from pregnancy through a child's second birthday is vital for optimal brain
develepment and physical growth,. This time peried is a unigue 1,000 day window of apportunity that can
give children the best possible start in life.

Undernutritien in the first 1,000 dave hae lifelong and largely ireverzible impacts because it impairs
physical and mentel development, It increases risk of chranic diseases and premature death in aduithood,
and negatively affects the lifelong ability to learm, be economically productive, and earn incame, which
perpetustes poverty. In short, undemutrition undermines all aspects of development.

Well-nourished chiidren are better able to leamn in school, have higher 10s and eam higher wages as adults,
which allows them to contribute mare to the economic and social development of their family and the
eountry, Every $1 spent an improving nutrition can have a $30 return an investment. In Bangladesh, seven
million children under the age of 5 are chronically wndermourished and one in four mothers is
undemaurizhed, including & high propertion of adolescent girs, Making nutrition & top priority will boost
national growth and development, improve social equity and empawer girls and women., Today's challenge
it ensuring good nutrition far all.

The GoB has taken several important steps to improve |YCF, including the adoption of a Mational [YCF
Stravegy (2007) In September 2012, the Prime Minister indicated her high level commitment by stating,
"Malnutrition is the largest single contributor to physical and mental under-development and disenss.”

Remaining challenges include meesting HPNSDOP 2011-20106 targets and MDGs 4 and 5 by 2015 due to
geagraphical disperities, urban-rural differences, lack of adequate information and support, provider
limitatiaons, and clinical and health system challenges. Another major gap identified in reaching the MDGs
is the vertical nature of the health system including SBCC interventions with Little integration and
coordination. As a result, there is duplication of activities, messages, materials, and activities are often
inconsistent or contradictary.

Nutrition Existing Communication Activities
* GoB National Mutrition Services [NNS) Operational Plan 2011-2016/IPHN, MCH, |IEM units

* Strengthening Partnerships, Results, and Innovations in Nutrition Globally [SPRING).

a |PCC: Nutrition counseling
o Group Meetings: Coordination with GoB; advocacy meetings
o Dutreach: Farmer Days for Mutriticn; World Breastfeeding Week; Global Hand Washing Day

* SPRING [with SHIKHA, AIN and USAID Horticulture Project):
o Outreach; Media Dark Campaign

« SHIKHA:

o Promotes pregnant women's diet and [YCF practices in 26 Feed the Future sub-districts in Barizal and
Kkulna divisions using multiple channels of SBCC

o Media Dark Campaign is tergeted to villages that are fully or paitially not electrified and with limited
access to media.



o Outreach: Seven national TY edvertisements on IYCF and hand washing, which address specific
barriers to good IYCF practices. The project conducts mass media campaigns using audio-vides aids
in villages that otherwise lack access to national media,

WFP/Improving Matemal and Child Nutrition:

o Group Meetings: SBCC on nutrition and hygieng practices through awareness-raising sessions
(face-to-face interaction between SBCC provider and bemeficiaries)

Inereazing awareness/knowledge threugh IPCC, sutdeor media, mebile phones, websites, mass media

Dutreach activities; Observation of special national/international days; theater, celebrity endorsement,
et

Establishment of 130 nutrition corners that train health workers and provide logistics

Mutrition Communication Gaps

Knowledge/information:

Families and communities are unable to identify symptems of moderate and severs acute malnutrition,
People may not always understand why dietary diversity is important for a child's development.

Poor understanding ebout the adeguacy of colostrum and the danger of pre-post-lacteals; insufficient
skilled support given to mothers an position, attachment, and expression of breast milk and feeding of
small newborns. {ldentified nthe National Communication Framework and Plan for IYCF in Bangladesh,
Octaber 2010)

Insufficient information on micronutrient-deficiency diseases, and the availability of micronutrients from
food or supplements.

lodized salt = directly linked with the development of a child’s brain. In Bangladesh, 57% of the
population dses iodized zalt,

Approaches:

izrowth menitoring is not done; materals and messages are not adequately harmonized: nutrition
counseling is not conducted; community management of acute malnutrition (CMAM) and supplementary
feeding are not properly executed.

Media do not give proper attention to nutrition or have capacity for nutrition coverage.
Lack of a comprehensive communication plan for nutrition throvghout the life cycle.
MMES SBCC activities are mainly facility-baged, not focused on the community level.

Inadequate focus on post-disaster nutrition need, adolescent nutrition, food safety, and good
manufacturing practices.

IPCC iz not taken seriously as a specialized skall




Mutrition Communication Opportunities

Hutrition is a multi-sectoral issue. This presents both challenges and eppertunities to reinforce knowledge
and skills, and to create an environment that is supportive of nuirition throughout the life cycle.

Train jeurnalists on how ta report on child nutrition issues [proper IYCF practices) and maternal nutrition
issues (proper nutntion before, dunng, and after pregnancyl.

A Nutrition Advocacy and Communication Strategy was developed and shared with MoHFW for approval.
It is mulbi-sectoral guide for promaoting good nutrition throughout Bangladesh,

Continue to explore innovative wavs to link with other sectors, such as Agriculture, Information,
Education, and Food to promote nutrition.

Orient mothers of young children to the information contained in the Growih Maonitoring and Promotion
{GMP) card, Teach mothers and other caregivers recommended care, feeding, and hygiene practices for
waung children.

MoHFW hosts the national Focal Person for the Scaling-Up Mutrition (SUMN) movement, is in charge of
MH5, and has set up a Steenng Committee for Mutrition Implementation (3CHIL It alse coordinates
multi-sectaral contributions and seeks ta mainstream nutrition across ministries and health services.

The Ministry of Foed (MoFocd) is in chargs of implementing the Hational Food Policy, which requires
coordination between 13 lead ministnes including the MoHFW and a mulfitude of implementing

agencies. Within the MaoFood, the Food Planning and Monttoring Committee (FPMC) was set up to
provide strategic high-level inter-sectoral collaboration at the Cabinet level

The MoFood, through the Food Planning Monitoring Unit (FPMU), is also respensible for spearheading
the Country Investment Plan (CIP) which focuses on food security with multi-sectoral nutrition
components.

The launching of the 2015 Mational Nutrition Policy, the reinvigoration of the Bangladesh Mational
Mutrition Council (BMMNC) and the finalization of Tth Five Year Plan, offer a potentially strong policy
environment for nutritian.

Civil Societies, MG0s and private sectors are actively engaged with the GoB through diffarent platforms
such as Mutrition Working Group (NWG) and Civil Society Networks,

Nutrition Keys to Successful Communication

L

Use Mutrition-Specific and Nutrition-3ensitive Interventions to prevent and reduce malnutrition.

Increase rural women's understanding and ownership of nutrition in their families through participatory
community-based nutrition services such as preparation of Pusti Packets.

Generate community ownership of nutrition services through a carefully planned and implemented
social mobilization process that engages and empowers local communities.

Integrate and coordinate nutrition interventions into all relevant sectors.



GENDER BASED VIOLENCE

The Yiolence against Women (VAW Survey 2011 revealed that 87% of currently married women have
experienced any type of violence by current husband and 65% of marred women experienced physical
violence perpetrated by their current husbands in their lifetime. According to the World Bank (200%) GBY
has savere and long-lasting human health implications due to: fatal cutcomes, acute and chronic physical
injuries and disabilities, serious mental health problems and behavioral deviations increasing the risk of
subsequent victimization, gynecological disorders, pregnancy and labour related complications = including
miscarriages, pre-eclampsia, premature labour and low birth weight, unwanted pregnancies, obstetric
complcetions and HIV/AIDS. SBCC actvities to deconstruct treditional and harmful gender norms and
practices are ongaing, however require further strengthening and a focus on health sector responie to GBY,

SOCIAL AND BEHAVIORAL CHANGE COMMUNICATION (SBCC) COORDINATION
5BCC Coordination Current Situation

Coordination is crucial for successful implementation of SBCC Good coordination can reduce duplication,
amplify effects, leverage resources and create efficiencies. Ultimately beneficiaries benefit from impreved
coordination when they receive consistent, accurate infarmation on HPM from multiple sources,

Coerdinetion can include aligning programs; sharing or pooling resources; harmanizing messages; joint
strategic planming; adapting and/or re-purposing SBCC matenals; filling in programmatic gaps; designing
complementary approaches; seeking opportunities for symergy; promoting linkages with other programs,
including services; ensuring that local and national-level activities are complementary and reinfercing; and
more,

Coordination (or lack thereaf) of 3BCC activities can take place in a variety of ways, For example, at the
central level coordingtion among USAID implementing partmers; coordination between USAID
implementing partners (individually or collectively) and the GoB; coordination within the GoB (between
and among directorates and units of the MoHFW; and between MoHFW apd other Ministries); and
coordination among diverse stakehalders (government, development partners, local and internaticnal
MGDs, private sector, etc) can all be considered.

At the district level and below, significant coordination among diverse actors is necessary to maximize
SBCC resources and engage effectively with audiences. As this situation analysis will inform a national
strateqgy, this section focuses primarily on central-level coordination.

SBCC Coordination Existing Activities

Two of the main objectives of BKM| are to improve coordination around S5BCC within MoHFW, and to
cultivate a multi-sectoral Community of Practice [CoP) for SBCC in Bangladesh, in the interest of facilitating
coordination. Although BKMI works primarily with MoHFW, the broader range of stakeholders also benefits
from the following coordination activities:

The BEC Working Group (BCCWEG) began in 2011 as a CoP for HPH SBCC professionals, Members include
representatives from government, development partmers, N&0s, private secior, universities and the media.
The group meets reguiarly to network, share experiences, improve coordination, end strengthen their SBCC
capacity. The BCCWG was formally recognized by the MoHFW in May 2013 and operates wnder the
guidance of Additional Secretary Rexana Quader. BKMI is establishing a sustainable leadership structure
for the group so that it lives beyond the life of the project.




Ore of the key outputs of the BOOWG is the National Communication Framework for Effective HPN SBCC,
The rmeed for a common framework arose following a review of government and non-government
communication strategies in 2012, The framework was developed via an iterative and participatory process,
ard was approved by the MoHFW in December 200 3,

The HPM SBCC Coordination Committees was formed in order to promote coordination around SBCC within
the MaFHW. The committes first met in December 2012, and consisted of representatives of three units:
BHE in DGHS, IEM in DGFP and IPHN in DGHS. Over time, other units such as MCH and CCSDP of DGFP have
also begun attending the bi-monthly meetings. The committee, with support from BEMI, has written a
Terms of Reference, and is seeking formal recognition from MoHFW in the interest of sustainability.

BEMI is supporting the establishment of digital archives in three units (BHE, [EM, IPHN). The digital archives
contain a record of all SBCC materials that have been produced by the three units in recent years; and can
be viewed via the internst. Making the materials publicly accessible will reduce duplication, and make it
eazier for nom-gavernment actars to harmonize their SBCC activities with govermment initiatives, IEM's
digital archive is currently online (httpy//dafpbd.org/digitalarchive, while BHE's and IPHMN's are still under
construction.

The HPH SBCC eToolkit for Field Workers (httpsy/www kdhealth.org/bangladesh-toclkits) is a consolidated
and integrated resource to support counseling by field workers and service providers. Similar to the digital
archives, the HPN 5BCC eToolkit for Field Workers contributes to reducing duplication, and helps to identify
gaps and cpportunities for collabaration in existing communication materials.

The IEC Technical Committee coversees the process of approving SBOC materials before they are
produced/disseminated, Thiz is mainly a government bedy, while ane seat is occupied by BCCP, The [EC
Technical Commuttee mainly assures that all information is consisbent with current McHFW policies ard
guidetines. BEM| works with the |[EC Technical Committes to strengthen its capacity by providing trainirg
in Leadership for Strategic Communication, and by standardizing the committee’s review criteria,

SBCC Coordination Gaps

= The wertical nature of the MoHFW posas a challenge to coordination, with parallel structures in place for
DGHS and DGFP.

# The SBCC function in MoHFW is not consolidated. While three units (BHE, IEM, IPHN) have the main
responsibility for HPM SBCL, ather units also conduct their own SBCC activities.

= Coordination between MoHFW and other Ministries is sporadic and inconsistent.

= Development Partners do not always know how their counterparts are using S8CC in the programs and
projects they are supporting.

*  Many national and imernational NGOs (including USAID implementing partners) focus on achieving the
abjectives of their respective projects. As a result, SBOC activities tend to be project-focused. This is a
missed apportunity to create a more comprahansive, strategic and syrergistic SBCC approach.

» Capacity for coordination 1s limited, in both government and NGOs. While it is easy to agree that it is
important, coordination does not happen easily or naturally. Coardination requires dedicated, sustained
effort; resource allocation {including extra time); diplomacy, facilitation, and KM skills; and a lat of

patience.



SBCC Coordination Opportunities

Continue to nurture and promote the coordination activities mentioned above:
o Support the transition of the BCOWG |eadership to a multi-sectoral Steering Committes,

& Promote the usze of the Mational Framework for Effective HPHN SBCC among all stakeholders to
strengthen institutional capacity and combat capacity loss due to frequent personnel turnover.

o Support the formalization of the HPH SBCC Coordination Committee.

o Promote the digital archives of three units and the HPN SBCC eToolkit for Freld Workers as tools to
minimize duplication and harmonize messaging.

o Further strengthen the |IEC Technical Committee; Digitize the submission and approval process, and
make the process more transparent; Maintain a publicly-accessible digital archive of approved
materials; Explore applications for the use of ICT, secial media, and mobile technology.

& Promote the practice and culture of sharing best practices and lessons: learned related to
coardination,

Align efforts for coordination between MoHFW and other Ministries, such as Ministry of Local
Government, Ministry of Youth and Sports, Ministry of Women and Children's Affairs, Ministry of
Religicus Affairs, Ministry of Social Development, and others to address heslth from a life-cycle
approach.

Explore collzboration around SBCC with the private sector.

Promote coordination at different Levels; central, regional, grassroots.

Create temporary working groups to develop specific campaigns that increase visibility and impact.
Support dialogue among Development Partners regarding SBCC initiatives,

Ensure service delivery matches with proper demand generation and vice versa.

Strengthen capacity for planned, data-driven, thecry-based, and audience-focused SECC

Coardinate with different stakeholders to balance mezsaging between risk reduction and reasonable
and accessible treatment oplions.
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Annex 4
Communication and Behavioral Theories







Communication and Behavioral Theories

Behavior change models and theories attempt to explain why behaviors change. These theories cite personal,
behavioral, and environmental, characteristics as the major Factors that determine behavior. There is no single
behavior change theory because behavior itself has multiple determinants. Each behavioral change theary or
medel focuses on different factors as thay try to explain and predict what changes behavior the bast

Strategic communication also depends upon the selection of appropriate social science models ar thearies of
behavior change, which might include:

Theory/Maodel Resource Link

Cultivation Theory https e ubwente nl/ew/theoriesnoverzicht/ Theory %2 Dclusters Media %
2CH20Culture % 20and %2 0500iety/ Cultivation_Theory-1/

Diffusion of Innovation hittps vy, kdhealth org fsites/default/ fles/diffusion_of innovation_1.pdf

Health Belief Mode! httpy/sphweb.bumc bu.edu/otlt/MPH-Modules/SB/587 21-Models/

ldeation Modsl Rttpsfwani kdhealth org/sites default/flesfhuccp_ideation_0.pdf

Input/Output Persuasion httpyworwecorwincom/upmdata/1397 5 Corcoran_Chapter_1.pdf
Madel

I"“ﬂ"“uld Hlnd“ of httpy e healthcommeapacity.org/wp-content /uploads 2014,08/ Integrated
':':"'“_"”“"“”:"t"“" far -Madel-of-Communication-for-Social-Change-An-HC3-Research-Primer. pdf
Sacial Changa

Theory of Reasoned httpy/Awww kdhealth org/sites/dafault/fles/theory of planned_behaviorodf

Action/Planned Behavior

Threat-Efficacy Model https/fwww kdhealth.org/sites/default/files/jhuccp_extended_parallel proce
ssing_model.pdf

Sacial Ecological Model httpy/fwww.thehealthcompass.org/sites/default/files/strengthening_tools/5o
cial®%20Ecological % 20Model-ChD4% 205 torey-Figueroa.pdf

Sn:iarlytugnitivﬂmming mttps v kdhealthorg/sites/ default Ffiles/fhucep_social_learning_theary, pdf

Sacial Narms Theary httpyYsphweb.bume, bu.edufotit/MPH- Modules/SB/SBT 21 -Models/

Transthearetical Model httpyweonw.prochange.com/transtheoretical-model-of-behavior-change
[Stages of Change)
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Process Models

Aszseszment, Communication Analysis, Design, Action (ACADA) Communication Planning Process

The ACADA model explains the process of linking an integrated communication strategy to a development
problem wsing data and evidence. Additional information is available via the following link:
http/rwnw unicef.org/chscfles,Writing_a_Comm_Strategy_for_Dev_Progs. pdf

ACADA Communication Planning Process
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& Partners/Roles M’
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& Approach, Appeal, tong

Proagrareas Commamiimoation, UMICEF Now sk Cewin & Liszisnl




Communication for Behavioral-Impact (COMEI)

COMB! integrates SBECC interventions into public health programé through its planning framework and
implementation method. Below is & seven-step, feedback-driven process with which to apply COMBI in an
cutbreak response. Additional infarmation is available via the following Link:

http//apps.who.int/iris/bitstream/10665,/7 51 70/1/WHO_HSE_GCR_2012.13_eng.pdfiua=1

Step

Tool

Qutcome

Pragramme, marageament and
administrativa response structue

Tool 1. Reflective questions for
as5essing the organizaticanal contest of
puthreak management and response

Toad 2. [dentiying stakehoiders

Teod 5. Mapping existing expectise and
capaciny

Toend 4. Frequently asked guestions
AL manitarireg and evabuarion

COMBI planning step

atep L. dentify the pretimingry
behavicural ohijectives

Tl 5. Fefimminary ebasioual
phjectives

Tool 6. Ritk Factars in the sorlacuiliura]
conkest

Toeod 7. Erviranmental scarning

Prelimingy behawioial
objsctives
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Tood 10, Semi- structured imtervigws
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Stap 4. Dasign an overall strateqy | Tool 143, Restated behavioural A strategy
ohjectives
Tool 14b. Beateled communication
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Step 5. Frepare smplementation Tool 15. Cetalted implementation plan Detaited Implementation
and mamnknoring plans and budget plans for the strategy
Toal 16. Monitoring tabla Sl it Tt s
Teol 17 Monitopng implementation plan | evaleation
Step &. lmplement and maniios Apply toolks 15-17 Feedbeck aml
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P Process

The P Process s a step-by-step roadmap for planning strategic, evidence-based, and theory-driven
communication programs. Additional information is available via the following link:

httpsy e kdhealth.org/sites/default/files/p process brochure - new.pdf

Mobilize
& Monitor

S

Evaluate

Inquire
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The User Guide

What is the purpose of the User Guide?

This user guide is an explanatory document that walks users thrawgh the Mational Framework for Effective
HPH SBLC step-by-step. Its purpose is to build understanding about how users can structure HPMN 5BCC
strategies, programs, and campaigns based on the framework. IS meant 1o be a self-paced guideline and
helpful reference document

Who is the User Guide for?

Stakeholders invelved in the development and implementation of SBCC strategies, programs, and
campaigns should consult this user guide to improve thelr understanding of the National Framewark for
Effective HPN SBCC.

How can the Guide be used?

The guide aims to build capacity for all SBLC stakeholders by walking them through the steps for using the
Matlonal Framework for Efective HPN S8CC.

1. Provides background infarmation and motivation for Framewark creation

Z. Detineates the main steps of the framework

%.  Gives sample case studies from each of the HPN focal areas

4

ldentines key questions that users should consider when developing and implementing SBCC strategies
and programs. These gquestions ensure that users fully understand the framework and can effactively
incorparate it in the develapment process.

MNational Framework for Effective HPN SBCC

What is the Framewark?

The Framework is a flexible and adaptable tool that can be used to harmonize SBCC sirategies and
activities with national prioritles. It was developed by the Bangladesh Behavior Change Communication
Warking Group (BCOCWG) fallawing a participatary, iterative process in close consultation with relevant key
stakeholders and concerned experts including the Directorate General of Family Planning (DGFP),
Directorate General Health Services (DGHS), development partners, NGOs, and civil society members.

What is the purpose of the Framework?

«  Supports implementation and alignment of 5BCC activities with GoB policies, strategies, and plans
=  Ensures high quality SBCC activities

s Facilitates stakeholder coordination

*  |dentifies initial cutcomes and long-term results of SBCC

»  Fosters development of consistent, reinforcing messages for priority audiences

» Guides resource allocation



Who is the Framework for?

The framework is for all stakeholders invelved in plarning, designing, allocating resources for,
implementing, monitoring, and evaluating SBCC strategies and programs.

How can the Framework be used?

The Framework can be adapted for use on two levels:

o Canceptual
o Toinform communication strategies
o Toguide resource allocation

¢ Practical
o Toidentify coordination opportunities
o Toinform a national Community of Practice (CoF) such as the BCOWG
o Toguide implementation of SBOC activities

Definitions
SBCC

The use of communication to influsnce individual and collective behaviors pertaining to health, Methods
include  interpersenal communication (IPC), community mebilization, mass media, infermatien
communicetion technologies [ICT), and others,

Well-dezigned SBCC for health, population and nutrition employs a research-based, consultative process
using commaunication to promate and Facilitate behavior change and support social change for the purpoce
of improving health sutcomes. It is driven by demographic and epidemiclogical data, as well az by an
analysis of social norms, current behaviors, barriers and enablers to behavier change, and audiznce
perspectives. This process should be iterative, with data from earlier rounds being used to inform and
irmprove Later rounds.

SBCC iz guided by & social scolegical model thet shows how behavier operates on and is influencad by four
inter-connected levels; individuals; Tamily and peer networks; communities; and social environmeanis.

Reflecting the social ecological medel, SBCC seeks to exert influence at four Levels:

v Individuals: Improve knowledge, attitudes and other ideational factors that support the adoption and
maintenance of desired healthy behaviors or the changing of unhealthy behaviors

v Family and peer networks: Promote positive peer infleence, social support, spousal communication, and
irtra-family communication.

v Communities: Mobilize a broad range of stakeholders including community eaders and health service
providers to promote shared ownership and collective efficacy, and to strengthen social capital.

o Social environments: Advocate to mobilize resources; to generate social, religious and political
commitment to achieve pesitive health cutcomes; and to promote suppertive cultural values and
FIBTIMS.

Sustainability

The capacity to maintain programs and activities at a level that will provide ongeing prevention and
treatment for a health problem after termination of major financial, managenial and technical aszistance
from an external donor. [1, 2]




Knowledge Management

& way to leverage knowledge externally and internally to improve colleboration and communication, and
to work with greater efficiency using people/culture, processes, and technology. [t encompasses creating,
organizing, sharing, and using information and experiences about what has been proven effective to
achieve greatest impact and improve outcomes, [3]

Walking Through the Framework

SBCC Vision
In Bengladesh, coordinsted and audience-centered Social and Behavier Change Communication (SBCC)

improves knowledge, ettitudes and practices for health, population and nutrition (HPN] through a muiti-sectoral
approach, & skillad workforce at all levels, and the use of appropriate communication technolagy.

Mztional Priarities

Since national pricribes are constantly evelving, it is importent to identify relevant and current prigrities
that your SBCC strategy or program supparts.

Some national priorities include the following:

¢ Stimulate demend and improve sccess to and wtilization of HPH services to reduce merbidity and mortality
¢ Reduce population growth rate

» |mprove nutritienal stetus, especially of wemen and children

Pathways to Effective HPN SBCC Framework

Pathways to Effective HPN SBCC
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Framework Steps

Step 1: Profile Development

= Resesrch current 3BCC situation and ientify available resources
» |dentify strengths, weaknesses, opportunities, and threats (SWOT analysis)

A SWOT analysis allows a user to view a program, strategy, or organization from beth internal and extemal
perspectives and assess the owverall probability of success in comtext. Stremgths can  include
organizational/programmatic  resources, capabilities, and atfitudes. Weaknessez can  include
organizational/programmatic Llimitations and reasans for past failings. Opportunities are external in origin
and can include unfulfilled niches and political or other support Thrests can include an unsupportive
envirenment, culbures and norms, and competing programs.

Step 2: Strategic Design

lse Coordination, Capacity Development, and Community Engagement strategies to:
* Leverage strengths

»  Address weaknesses

s Take advantage of opportunities
= Minimize threats

Coordination

*  Process that ensures synchronization of interventions

»  Dcours across all levels of stakehalders, organizations, and sectors

= Metwarking, advocacy, and KM are effective tools that can support coordination

Capacity Development
* Nurtures a high-performing S8CC workforce, from grassroots to policy level
» Supports data and evidence-driven SBCC

= Some approaches include workshops, seminars, webinars, and eLeaming among others

Community Engagement

= Builds ownership among stakeholders and communities

« Stimulates dialogue between SBCC practitioners and audiences

»  Gives & voice ta cammunities and ensures that SBOC activities are audience-oriented




Step 3: Designing an Implementation Plan

Develop an implementation plan with:
» Detailed steps

» Time frames

s  Expected ocutputs

= |ndicators

s Partrers/Stakeholders

= MA&E strategies

s Mechanims to continuously document all processes, outcomes, and results

Cross-Cutting Themes

The fellowing cross—cutting themes should be considered and applied during each step of the framewark:

Research, Monitoring, and Evaluation

=  Prowides critical information about context, audiences, and intervention impact
» Fepds back into the planning cycle for continuows quality improvement

Dacumentation

s Ensures measurement of successes and reasons for failure

= Provides "Best practices” and “Lessons leamed” about what does and does not work in differsnt
commurities, leading to more successful Intenventions
= Can be cost-effective and time saving through the use of Information and Communication Technology

(IKT)

Knowledge Management

= LUses tools and technigues to capture, develop, share, and effectively use knowledge

» Leverages knowledge externally and internally to improve collaboration and communication, and
increase efficiency

s KM isa continuous process

Gender [4]
* Gender considerations can impact the level of understanding and acceptance of new behaviors
= Can guide culturally appropriste methads to influence existing beliefs and social norms

Sample Case Studies

These case studies are meant to provide basic guidance to framework users. They are designied to walk the
user through each step of the framewark process using examples, but are not comprehensive.

Infant and Young Child Feeding (IYCF)
Program Description
Train community health workers (CHWs) on IYCF counseling for mothers of children under five



Step 1: Profile Development
Cierrerst SBCC sitwation and context

o

Successes: Stunting rate below the WHO threshold, reduced neonatal mortality, adoption of Mational
IYCF Strategy, alignment of programs with HPNSDF priorities, SBCC programs such as the WFP

Improving Maternal and Child Mutrition Project, SPRING, and SHIKHA

Challenges: EBF has seen a sharp decline, dietary diversity is lacking, nutrition needs long term

planning, uneven improvements in 1YCF practces, and the urban population iz largely ignored

Available resources: Mecessary danor and grassroots support, government supportive of increased

multi-sectoral engagemeant

= SWOT Analysis
Strengths Weakneszes
= Nutriton is a national preority »  Vertical, uncoordinated programs
» Relsvant policies are in place *  Poor monitaring of SBCC
= |¥CF alliance #  Lack of HR far SBCC
*  Existing IYCF SBCC materials *  Poor urban SBCC delivery system
Opportunities Threats
= Strong donor interest +  BMS Code Violations and unregulated private sector
- Mext sector program focus communication
5 dealiabte Wahonings »  |ack of coherent communication

Step 2:Strategic Design
Coordination Strategy

g Q @ @ @ @

Strengthen MNS multi-sectorzl engagement platform

Share and promote nutriticn 3BCC materials across 13 ministries when appropriate
Better engage nutrition sensitive stakeholders

atrengthen and update counseling materials

Promate updated counseling maternals

Incorporate IYCF education in school curriculum

Capacity Development Strategy

g Q 9 o

Build capacity of nutritien-sensitive stakehalders within GeB

Orient ministerial staff, program managers, and planners on available IYCF counseling materials
Train CHW: on counszling techniques with IYCF materials

Develop |CT tools for counseling

Community Engagement Strategy

g o Q

Dizseminate IWCF SBCC material through CHW: to target audiences in the community
Build resources within community, target the youth and women prior to pregnancy
Engage males on topics of MHNCH and nutrition

Premote champions and role models




Step 3: Designing an Implementation Plan

Male Involvement in Family Planning (FP)

Program Description

Raise male FP awareness and encourage male involvement inand responsibility for FP

Step 1: Profile Development
»  Cirrent SBOC sitcration dard context

|
| Resporsible Partmers/ Documentation
ey iy Caipt ! Sep ]t Party Alljes Plan
Coordination| Share SBCC | 5B | Gather £ manths| BOC Waorking | Gali, NGO,
Imaterials materials are | relevant L LT and other
aciass 1% |activelyand | matenals stakeholders
isiri
it ;ﬁ;ﬂv Review and 2 months| Mutrition Members of
st farmat =ubgroug BCC Working
ministry materials LR
officials and | Dissemingte | 2 months| Gof Murrition
staff mareals oo representarive | subgrosip
15 minksiries
Capacity Train CHW: [ CHWS are Identify CHWS | 2 manths| Besearch team| GoB, health | Documentathon
Develnpment on acequianely | Lo Train faciiitias, teanm will
counseling | trainesd MGCk conrdinate
m:”r'.fqé? 5”:;:’:.2:?;' Developand | 4 menths| BCC Working | GoB, CHWs, '””E“‘“’ *F'”a;‘l’-"
: test materials Group, MG, [EC W i ik S
imaterlals counseling o ? ' parties to
iy dllants technical technical e,
experts committes Wi
e e i ) activities,
Train seleciad . 3 months| Experienced GoB, MGls, | processes, and
CHwW's using traimers hezlth decisionsg
pretestad facilitias
materials
Community | Boild Communities| Target  maonths| BOC Working | GoB, NGOs
Engagement | resources | actively and | audience and LT
within the | reguilarly [ESOLnCe
comEnURETY | participate in| identification
Lﬂeﬁrﬁ Stakeholder | ¥ months| BCC Working | NGOs,
YEF SREE ETIEGEmETT Gagup WOHTIEN S
IESOLUICES gioups,
health
fadilities

o Successes: Government leaflets promoting N5V and men/husbands, incorporation of mals contraceptive
methods in family planning materials, research about male attitudes toward and awareness of N5Y and
ather male contraceptive methods

o Challenges: Mot enough materials and tools that specifically address males, lacking in advocacy, lack of
understanding of family planning benefits and how to be supportive of female contraceptive choices
and methods, lack of initiative for male contraceptive methods such as non-scalpel vasectamy [M5V)

o Available resources: Positive govermment commitment, an enabling policy environment, donor suppart,
collaboration between government arganizations and NGOs



= SWOT Analysis

Strengths Weaknesses
+ Cument programs have same emphasis an #* Female-focused SBCC programs
male participation = Males are not aware of FP benefits
*  Focus on couples counseling and spousal = Lack of advocacy and family planning materials
= Availebility of male contraceptives targeting men

» Simplcity of male contraceptive methods = Insufficient male counseling

Opportunities Threats

» (Global attention for male « Male-dominated society
participation in FP = Limited male contraceptive methods

= Tools far 59ciaLmarkEting of male = High illikeracy rates among married couples
contraceptives = Incorrect and inconsistence use of condoms

= M5V takes T months to be affective

= EStigma for male contraceptives
# Law motivation for male contraceptive use

Step 1: Strategic Design

= Coordination Strategy
o Incorporate maore male-targeted messaging into existing FP materials
o Coordinate increased male involvement in other aspects of health (e.q. nutrition, pregnancy care)
o Harmonize health provider messages emphasize male responsibility in FP

= Capacity Development Strategy
o Cultivate high-perfarming SBCC staff
o Conduct sensitizetion and advocacy workshops for service providers
o Tram family planning staff on importance of male involvement in FP

= Cormmunity Engogement Strategy
o Take a bottom-up and socic-culturally sensitive approach
Focus on client satisfaction

o
o Advocacy and sensitization of religious/public/local leaders
o Youth involvement




Step 3: Designing an Implementation Plan

R s pons (ble | Partners/ | Decumertation
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Institutional Delivery (1D)
Program Description
Disseminate messages about importance and benefits of mstititional delivery and encourage women to
deliver ima health facility
Step 1: Profile Development

s Ciirrent SBOC sifpobion and confext

o Successes: DGFP introduced 24-hour normal delivery services at selected Femily Welfare Centers,
approximately 27000 nurse-midwives have been trained in general nursing & midwifery, the Prime
Minister has committed to the United Mations General Assembly to train another 3,000 midwives by
2015, delivery by medically-trained attendants doubled between 2004 and 2011 to 32%

T

i




@ Challenges: Only 32 % of deliveries are aitended by medically-trained attendants, ower 0% of births
assisted by untrained traditional birth attendants, only 29% of births are delivered at a health

facility [5]

o Available rescurces: government commitment to encourage institutional delivery among women,

danar support, rabust NGO elinic petwark

= SWOT Analysis

Strengths

* Understands importance of ID

v All promoticnal activities include 1D

«  Materials and infermation are available
about 1D (e.g. 5 danger signs, I delays)

Weaknezzses

» Poor counseling technigues

v |nadequate [PC

=  Megetive heslth provider attitudes

Opportunities
« Have resources, material, and
providers

#  Next sectar plan focus on 1D

Threats

»  Cultural barners and traditions

v  Poverty and lack of information

« Distance from health services

= Cost of transport

»  Women's lack of autonomy in decision-making

Step 2: Strategic Design
«  Coordination Strategy

o Enhance coordination between DGHS, DGFP, and other stakeholders at all levels

o Institute monthly/quarterly coordination meetings among all stekeholders at national, district and

upezila levels

a  Increase sharing of SBCC resources, including any action and implementation plans

o Include coordination as an integral element of the DGHS and DGFF operational plans

v Capocity Development Strategy

o Conduct training and counseling for providers on the benefits of institutional deliveries, the five

danger signs of pregnancy, the three delays model, and birth planning and preparedness

o Supervize and monitor providers to ensure good quality of care

s Community Engogement Strategy

& Hold courtyard meetings with family members, neighbers, community birth attendants, and

community leaders

o Conduct local-level advocacy meetings

o Use frontline health workers to disseminate messages door-to-door using medern technolegy

[aH=alth toolkits, etc.)

o Form community support groups at the grassroots level to promote institutional delivery




1

« Designing an implementation Plan
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Key Questions

While designing yveur SBCC strategy or pragram plan, check to see if you have answered the following:

What are the national priorities?
How' have vou leveraged vour network to create this strateqy/program?

Who is an advocate for this stretegy/program? Do the advocates represent differing organizations’
departments/ levels of stakeholders?

What existing best practices, materials, or evidence were used to develop this strategy/program?
Howr does the strategy/program build capacity and at which levels?

Which community needs are addressed by this strategy/program? How did the community help to
identify these needs?

How does the strategy/program incorporete research, monitoring, and eveluation?

How does the strategy/program plan to document best practices, processes, decisions, and lessons
leamed?

How does the strategy/program make use of intermal and external knowledge to Increase collaboration
and communication?
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Appendix A: Sample Worksheet
Topic:
Description:
Step 1: Profile Development

o Current SBCC situation and context

n  Successes:

o Challenges:

o Available Resources:

«  SWOT Analysis

Strengths Weaknesses

Opportunities Threats

Step 2. Strategic Design

» Coordination Strategy




= LCapacity Development Strategy

=  Community Engagement Strategy

Step 3: Designing an Implementation Plan

Strategy Activity Output Ste Timeline | Responsible| Partners/ | Documenta-
$ g Party Allies tion Plan
Coprdination
Capacity
Dievelppament |
|
Community

Engagement
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BCC Working Group Steering Committee

Background

One of the important approaches acknowledged in the HPNSDP 2011 - 2016 that would contribute to
achievements in Health. Populstion and Mutrition (HPM} i Social and Behavior Change Communication
[SBEL). Lack of coordination and harmanization of SBCC activities have been identified across donors, HGOs
and government units working in Bangladesh. Coordinated and harmonized SBCC can contribute to further
reductions in MMR, IMR. TFR and under-nutrition, and further increases in CPR, health care service
utilization, and proper nutrition towards the achievement of MDG: 1, 4 and 5. The forth coming HMPSIP
2016-2021 will focus on these indicators 2021 towards achievement of 5DG-3,

The BCC Working Group was started in 2011 as = platform for communication professionals in government,
non-government, private, and development agencies to harmonize and coordinate SBCC activities in the
HPM sector in Bangladesh. The MoHFW has recognized the Bangladesh BCC Working Group in May 2013 and
assigned Addtional Sacretary (PH & WH) to oversee and coordinate the HPM SBCC activities in Bangladesh
through the Bangladesh BCC Working Group. Currently, meetings are held approximatesly every 2 monthse,

Objective of creation of BCC WG Steering Committee

since its inception, the BLC Working Group has been supported by BKMI, 2 USAID-funded
capacity-strengthening project BKM| weould Like to ensure that the BCC Working Group continues to thrive
beyond the life of the BKMI| project

A Leadership temporary sub-group of the BCC Warking Group was formed in 2014 to draft & Terms of
Reference (ToR) for a8 sustainable leadership structure for the BCC Working Group moving forward. The
members of the Bangladesh BCC Working Group approved the ToR in April 2015,

Name for the Leadership Group
BCC Working Group Steering Committee
Members of the 5teering Committee

» Five (5] permanent members from MaoHFW;
o Additional Secretary (PH & WH) is the Chair
o loint Chief (Planning Cell), MoHFW
o [Director, |[EM, DGFP
o Director, IPHN, DGHS
o Chief, Bureau of Health Education, DGEHS
= Six (8) rotating members that represent NGOs, INGOs, development partners and private sector

If a vote is needed, a guorum of at least six members must be present to vote. A simple majority is needed
to pass a vote, (If six members are voting, &t least four votes are neaded to pass a mation.)

Selection criteria of Steering Committee members

Steering Committee member organizations must be active im HPMW BCC, and must be active BCC Warking
Group members. They also must be willing to serve as Member Secretary for one year, if selected to do 5o
by the Steering Commitiee.




steering Committee seats will be filled by ocrganizations, which then designate their representatives. If one
representative Leaves the organization, the erganization retains its seat and names a new representative,
The organization should also name primary and secondary representatives, for the sake of continuity.

Organizations’ representatives must be senior enough to interact with high-level government officials; and
must be available, motivated and passicnate about strengthening and providing leadership to the BOC WG

For the first Steering Committes

Five MoHPYW permenent members in consultation with ane member each fram CCP and BCCP will select
the other four members based on expressions of interest that are submitted.

Thereafter, the entire Steering Committes will select new rotating members.

Effarts will be made to balance the rotating seats (four For the first Steering Cammittes, six thereafter)
among different types of arganizations,

Tenure of members serving on the Steering Committes

For the first Steering Committee, three of the rotating members will have a two-year zeat and three will
have a one-vear seat This will help to ensure continuity so that all six members do not rotate off at the
same time, Assignments te two-year or one-year seats will be made by the permanent members of the
Steering Committes. Subsequently, all rotating seats will be Reld for two-year terms.

Crganizations may hold a rotating seat for & meaximum of two corsecutive terms (= four years).
Exceptions may be made If seats remain vacant and other suitable organizations are not available to fill
the seats,

Roles of the Steering Committee

Develop Strategic vision for the BCC Werking Group:

- Mission statement

- Purpose

=  Objectives, stc

Select Member Secretary

Meet bi-monthly, or more frequently if necessary

Call mestings of the BCC Working Group & s#t agenda for mestings

Manitar and guide sub-groups of the BCC Working Group; establish new sub-groups as needed
Advocacy for BCC, inform MeHFW of BOC WG activities, concerns, recommendations, ste
Coordinate with other ministries that also work on HPN related BCC

Identify priosity activities for BOC WG

- Ewvents

-  Workshaops

— (ommunicationsz (website, social media, stc)

- Tralning/capacity building



Create annual work plan and budget, and ask WG member organizations to host, sponsor and fund
different meeting: and activities

Define BCC Working Group policies, such as
= membership criteria

= which infermation is posied on website

= criteria for sending emails on behalf of members

= how to select/elect new members of Steering Committee when terms are over etc.

Roles within the 5teering Committee

Additional Secretary (PH&WH), MoHFW in charge of BCC WG 15 Chair, When the Chair is not present. the
next senior-most member from MoHFW will chair the Steering Committee meeting.

Each year, the Steerning Committee will select one of its members to serve as Membear Sacretary for a
L-year term.

The Member Secretary will have following major tasks:

Organize Working Group meetings, Steering Commitiee meestings and other activities

Keep records (meeting minutes, attendance, etc)

Send emails/communications

Maintain BLC Working Group website, Fecebook page and Springbcard group

Follow-up work plan

Update membership List

Other related activities

The crganization of the incumbent Member Secretary will host and manage the Y& secretariat,

All Steering Committee members will have equzl status, and no wotes shall be given miore weight than
others,

Timeline

L]

L]

With Chair's approval;

Have nominations of CCP and BCCP

Imvite Expression of Interest frem the member organizations
Identify criteria for selection of members based on EQI
Select 4 rotating members

Host introductory meeting of Steering Committes
Develop/adopt plan for transition
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Terms of Reference for HPN Coordination Committee

HPH SBCE Coordination Committes

In ordar to facilitate functional coordination around Health, Papulation and Nutntion (HPN) communication
activities within the Ministry of Health and Family Welfare [MeHFW), the HPN Coordination Committes was
created in 20131 with technical assistance from the Bangladesh Knowledge Management Initiative (BEMI,
Funded by USAID and led by Johns Hopkins Center for Communication Programs, Baltimore, US4, BEMI is
implemerted by Bangladesh Center for Communication Programs (BCCP).

Since its inception, this committee has met approximately every twa months, hosted in tum by the Bureau
of Health Education (BHE), Information, Education and Motivation (IEM), and Institute of Public Health
Mutrition [IPHM}, Although the units mentioned above form the core of this committes, any unit within
MoHFW that does SBCC for HPH is welcome to participate.

Terms of Reference

The HPH SBLC Coordination Committee will contribute to reduced MMR, IMB, TFR and under-nutrition, and
increazed CPR, healthcare service utilization and proper nutrition by:

1. Coardinating, integrating and harmeonizing Social and Behavior Change Communication (3BCC) in support
of the Health, Population and Mutrition Sector Development Program [HPHSDP) under the MoHFW,;

2. Mainstreaming nutrition messages and activities with other health and Family planning messages and
activities,

3. Providing support for coordinated, harmonized and integrated HPM messages and products to the
community at all levels;

4. Creating a platform to exchange HPN SBCC knowledge and share best practices within the MoHFW; and

5. Co-opting members in the committee as and when necessary,

This Committee will work at the functional level to strengthen effective coordination of HPN SBLC within
the MoHFW. It will complement to the aver-arching high-level role of the TEC/BCC Sectar Management
Task Growup” as well az another functional forum, the 'BCC Working Group’. The BCC Warking Group was
created for multi-sectoral coordination and nebwerking including gevernment, pon-government,
development partner, private sector organizations and others, The BCC Working Group was formally
recognized by the MoHFW in 2013, and has developed 2 Mational Framework for Effective HPH SBCL

HPH Coordination Committee Membership

Cora membars will be representatives from Bureau of Health Education (BHE} and Institute of Publiz Health
Mutrition (IPHM) of DGHS; and Infermeation, Education and Mativetion Unit (JEM) Unit of DGEEP, which are
primarily responsible for SBCC activities under the HPMSDP. In addition to the government representatives,
the BCC focal person or representatives from UNICEF, USAID and DFID will also be core members of this
Committes,

Representatives from other interested units from DGHS and DGFP are also encouraged to attend regular
rreetings

Chair
Additional Secretary (PH & WHI, MoHFW, will Chair the HPH SBCC Coordination Committee.




Secretariat
BHE, IPHM ard |EM Units will serve as the secretariat of the HPN SBCC Coordination Commithea in tufm

Scope of work:
=  Praparing a mesting calsndar at the beginning of the year and getting appraval frem the Chair
=  Preparing meeting agendas,
= Sending out meeting nctices, and
=  Praparing meeting minutes.

Meeting Frequency

The HPW SBCC Coordination Committes meetings will be held bi-monthly, BHE, IPHM and [EM Units will
host the meetings by rotation.

Tasks and Deliverables

1. Review BLC components of existing Operational Plans (OPs) of MeHFW, and strategies & work plans of
BEHE, IPHM & IEM

a. |dentify areas of duplication and aver-lapping

b. |dentify opportunities for collaborative and coordinated SBCC interventions for HPHN; and develop
strateqies to leverage those opportunities, snsuring that HPM activities are cross-pellinated with
other DGHS and DGFP components, programs and activities that reach priority audiences/participant
groups

Deliverable: A coordinated and consclidated annual 5BCC plan for 3 units to maximize the coverage of
service recipients.

2. Develop an action plan for the SBCC units of MoHFW to implement Hational Framework for Effective
HPN SBCC to ensure consistent, reinfarcing messages are dallvered 1o priority audiences addressing key
behaviors outlined in the HPMNSDP, communication strategies and Results Framewark

Deliverable; A conselidated SBCC Action Plan across MoHFPW

%, Develop plans to integrate technology into HPM SBCC delivery including dissemination of messages
through mobile phones, computers, laptops and netbooks

Deliverable: Plan for SBCC dissemination through the use of technology, and guiding standards/best
practices for using technalogy identified and shared

Reviewing tasks and deliverables fram time to time and adding/subtracting’ modifying a5 necessary.

Expected Outcomes

+ [Coordinated, integrated and harmonized messages for HPM delivered to individuals, families and

communities that motivate improved health, family planning and nutrition behaviors, and positively
impact MME, IMR, TFR, CPR, and nutrition
*  Healthcare service utilization increased

+ Duplication & over-lapping reduced in SBCC interventions and service coverage increased reaching
more priority sudience

= MNutrition messages mainstreamed with health and family planning activities.
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Illustrative Monitoring & Evaluation Framework

Sample project: Community autreach to promate marriage of girls after 18 years of age

|
T::“T Indicators Expected Outputs | Output Indicators i | e
|
Train W of workers | Quitreach workers skilled | Average score on
outreach trained in facilitating community | training post-test
Waorkers dialogues/courseling on
child marriage Dbservaticn | |
checklist | Girls not Increase in
campleted by | married | average age
trainer during role | before age | of marriage
play; constructive | 18 '
feedback given . Increase in
| Girls | rate of
Hold group | % of Househeold-lavel Beseline/endline | tomplete | secondary
meetings househalds in | discussion about SLITVYS | secondary | school 7
with upazilathat | appropriate age of | education | completion
cammunity | participated in | marriage for girls and .
members group importance of girls' | Increase in
eetings education  Delayfirst | average age
{ pregnancy | of first
Hold ¥ of meetings | Community leaders Baseline/endline | o
advacacy with publicly discuss SLIMVEYS
meetings commiunity appropriate age of
with leaders, marfiage and strategies
community | including to support girls’
leaders notes from education
maeting

discussions
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SBCC Monitoring Checklist

Ministry of Health and Family Welfare
Directorate General of Health Services and Directorate General of Family Planning

BCC/IEC Activity Monitoring Checklist

Mame of the Manitor : Designation and
Place of posting :

Mame of the monitored staff Date and place of manitoring

Union : Upazilla : District : Division
Present Status

5[ } - -E-

No. indicators % E—L% g Remarks
EE“‘. -
‘I- 2

A | Hame Visit

i.| |sthere any plan for regular home visit?

|5 there any updated register for
documenting home visit?

How many home visited last month?

"'|' (2 Planned and b, Visited)

Does FWASHA use BCC matenals during

" harme vigit?

Does FWASHA segregats house hold
bazed on client segmentation farm?

. Counseling

i. | |sthere any plan for counseling?

|5 there any provision in existing format
ii. | “monthly progress report” for
decumenting counseling activity?

Does FWAHA/CHCP/FWY record and

- report on counseling?

Does PWAHA/CHOP WY use any
iv | [EC/BCC materials for counseling?
{mention name of most used materials)

How many counseling session done last
¥ | month? (Note down the issues in the
| remarks colurmn,)

How many people attend (average) in

Wi -
ane group counseling?

*Far ¥es Y], Ma (M), Paaial (0 and Mot Agpllcelie (WA




Indicators

Remarks

How long each counseling session last
an average?

During counseling session,
FWAMHA/CHCP/PWVs promote which

positive behaviours? (Mote down the

[ issues in the remarks column,)

Courtyard Meseting

= there any plan for courtyard meeting?

15 there any pravision in existing format

| monthly progress report” for

documenting Courtyard meeting?

| Does FWA/MA report ragularly on court
| ward mesting?

iv. |

" Does FWA/HA use any IEC/BLC mat=rials
| for court yard meeting?

| How many court yard meeting done last
[ month?
| {a. Planned and b. accomplished)

[Mote down the issues in the remarks
calEmi.)

Wi |

How many people attend (average) in
ane courtyard meeting?

{Mention the average number for
pregnant wameny lackating mother in
the remarks column)

il |

| How long each courtyard meeting last on
| anaverage?

il |

During courtyard mesting,
FWAHAACHCEFWYs promote which
positive behaviours? (Mention the issues
in the comment column,)

Do participants provide apy comments in
the court vard meeting? Do PAs/Has
document it?

{If cbserve during session)

| How many participants could recall

given messages at the end of the

| session?

{If obzerve during session)

= For Yes (¥, Mo ¢MJ, Parrial (71 and Nor Agpitcable (4]




:

Indicators Remarks

g
JON/SaL

| ameanddy
JON /1e1ied

D, Mass Media Campaign

How many film-showy Video show
i | arranged in last three months?
(Mention issues in the remark column)

How many people attended in these film
shows/viden shaws?

[Mention the topics of the shows in the
remark colurmn) |

How many Health Education Sessicns
organized st heaith facilities i last
month? (Mention issues in the remark
column)

How many of local events (Street Drama,

Folk show, latra etc.) crgenized in last
meonth?

(Mention issues in the remerk column)

E | Advocacy

I , How many advocacy sessions organized
in last three months? Mention the main

isues and who participated in the event |
in the remarks colummn,

F. ! Distribution of IEC/BCC Materials

i How many [EC/BCC Poster/ Sticker/ |
materials distributed  Lesflet/ Flipchart/
| lest three months? Others

* For Fes (¥, Moyl Parisd (P amd Sor Asolianhle (W)

Signature; Date:

Note: Please specify which areas [Yillage, Para, endfor Mohalla) require more inputs far improving specific
behaviors. For example, Khadimpara is low in maternal health behaviors; or Sultanpur is low in nutrition
behaviors; FP method adoption rate among the men of Dighinala is low, 30, the maternal heath related
BCC activities need to be strengthened In Khadimpara or nutrition related BCC activities need to be
increased in Sultanpur In order to encourage men of Dighinala to use LAPM, separate court yard meeting
needs to be held, ete.




Guideline from Superviosr to feld worker (FW):

In order to improve work (1) Identify behavioral actions during home wvisit; (1) Conduct follow up; (3)
Selact appropriate “non-user” audience for courtyard meeting (4) Repeat behavioral action 3-4 times
during home visit and courtyard meeting {3) Encourage FW to ask audience to discuss the visit/courtyard
meeting with their spouses, neighbors and family,

The field westing of monitoring checklist is being conducted with the direct participation of BHE and IPHM units
of Directorate of Health Services and |EM unit of Directorate of Family Planning. Technical support is being
provided by Bangladesh Knowledge Management Initiative (BKMI), financed by USAID, BEMI is implemented by
Johns Hopkins Center for Communication Pregrams in collaboration with Bangladesh Center for Communication
Programs (BCCP) as an in-country partner.



Annex 11
Terms of Reference for Expert Working Group
and Technical Working Group







Terms of Reference for Expert Working Group and Technical Working Group
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Composition and ToR of

Expert Working Group (EWG) and

Technical Working Group [TWG) for

development of Comprehensive Social and Behavioural Change Strategy (SBCC)

Fupert Working Group [EWG)

I, Composition
1. Additional Secretary {Public Haalth), Minkstry of Health and Family
Wiellare- Chalir
2. Director, BHE and Line Directar, HEP- Member Secretary

Member [s):

31 Jaint Chiaf {Planning), Ministry of Health and Family Welfare

4. Additional Director General Planning and Development, and Direclor, WIS,
miGHS

% Direclor, PHC and LD, MNCAH, DGHS
Director, COC and LD, COC, DGEHS
Diracter, 1EM, DGFE

. Director, MCRH and LD MCRAH, DGFP

9, Director, IPHM and LD, NNE, DGHS

10, Director MBDC and LD TE, DGHS

il b, NCDC, DGHS

12, LD, MASP, DGHS

13, Two Representatives from BEMI

Il.  Termsof Reference [ToR)

The Expert Working Group would be respansible to executs tha following sciivilies Lo develnp
the SBCC stralegy tostrengthen SBOC activites an Health, Population and Nutrition Acthvitles in
Bangladech:

1. Faciitare developrment of Comprehensive Sodial and Behavioure! Change Strategy
(snCC) thrsugh providing policy directives to TWS

2. Ensurethst all existing HPM releted BOC strateay (Approved and draft] are tzken into
consideration to formulate the 5BCC stortegy

N2

.

=



3. Fecllitate TWG 1o arrange stakehodder consization through three workihop and
wihsite

4, Review the draft document for finalization

5, Take necessary steps for final endorserment

6. Take consultation from Additional Secretary (Fublic Health and WHO] a3 and when
required,

7. Wrecessary, Request Additional Secretary [Public Health and WHO] to faclflate
Technicel Assistance from Development Partners) Technical Agencies

& The Member Secretary wouln be respansible for the necessary secretarial Support,

8. The committee would finalize the strategy throwgh 4 meetings (Masdmurm)
(It nacessary the committes may co-cpt any member}

1 Dellverable
Comprehensive 3ocial and Benavioural Change Strategy (SBCC] with mplementation
Flan and monltoring Framz-work and necessary indicators for moritoring

Technical Working Group [TWG)

l. Composition
1. Deputy Secretary [Public Health-2], Ministry of Health and Family
Welfare- Chair
2, Program Manager, HEF- Mambear Secratary

Member (<)

senior Assistant Chief [Planning), Ministry of Health and Family Welfzre
Progzram Manager, IEM, DGFP

Program Manager, MNCAH, DGHS

Program Manager, MCRAH, DGFP

Program Manager, CDC, DGHS

Program Manager, NCDC, DGHS

Pregram Manager [BCC), NNS

10, Program Manager, MEDLC, DGHS

11 Program Manager, NASP, DGHS

12 Peogram Manager, HIS and E Health, DGHS

11 Or. Nagreen Khan, TSN, Public Health and WHO Wing, MoHPW




I,

14, Represantative from WHO

15. Representative from UNICEF

16. Hepresentative from LINFPA

17, Reprosentative from DFID

18. Representative from LISAID

19, Two Fepresentatives from BKMI

{1t necessany the committes may co-opt &ry member)

Terms of Reference [ToR)

Thee Technical Working Group sould be responsibio to esscute the Sollowing sciibvitles to
cdevalop the SECC strategy to strengthen SBECC activities on Haalth, Population and NUtritkan

Activities in Bangiadesh:

1, Propors adralt Comprehersive Social end Behavioural Change Strategy (SRCC) in the
line of poficy directivis ofEVWGE

7, Ensurethil all exksting HPH related BCC strategy {Approved and draft) are taken nto
consideration to formulate the SBCC strategy through stocktaking of all HPN retated BLCC
sirategy [&pproved and draft)

3. Provide necessary technical suppart ta TWG 1o arrangs stakeholder consullation
through thres workshops.

4, Submit the draft document to EWE for finalizetien

5. Provide technical suppoet 1o finalize the SECC strategy W Tinal grdorsement

&, Take consultatien froen EWG as and when reguired.

7, ThemMember Secretany would be responsible for the necessary Secretarial Support.

H, Thecommites would develop the strategy through 6 meetings (Maximuam).
{It mecassary the earmmittes may co-opt any member)

in. Deliverabla
2, Comprehensive Social and Behavioural Change Strategy (SBCC) with Implementation

Flan and rmanitoring Frame-work and necessary inticators for monioring

Y

WLz
A

=i
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List of Sub-Committees

Member of Health Sub-Committee

SL. No. Meme of the Representative
i Dr. Md. Altaf Hossain, Program Manager, MNCAH, DGHS
& Dr. Tapan Kr. Biswas, Program Manager, kM5, DGHS
LR Md. Abdus Salam, Deputy Chief, HEP & Program Manager. BHE, DGHS
4, Dr. Md. Tanvir Ahmed, Program Manager, HCDC, DGHS
5 Dr. Md. Jzhangir Alam, Program Manager. NTP, DGHS
&, Dr. Md. Anisur Rahman, Program Manager, MASE, DGHS
T Dr. Md. Lokman Hakim, Program Manager, MIS & aHealth, DGHS
B Dr. Md. Masir Ahmed Khan, Deputy Program Manager, CODC, DGHS
g, Dr. Gita Rani Deby, Deputy Pragram Manager, RCHCIB, DGHS
(Community Clinic)
10 Dr. Shimul Koli Hossain, Program Manager (ASRH), MCH, DGFP
11 Ms. Zakia Akter, Deputy Director, IEC, DGFP
1% Dr. M, Mostafa Zamen, Advisor, Research & Publication, WHO
13 Ms. Syeda Salina Parveen, BCC Specialist, UMFPA
14 Dr. Md. Shahidul Alarm, Deputy Director, BCCP
15, Ms. Shirin Hussain, Communication for Development Specialist, UNICEF
16, Md. Mamunur Rashid, Senior Communication Specialist, BKMI




Member of Population Sub-Committes

5L. No. Mame of the Representative
1 Director, IEM Linit, Convenar
v Dr. Shimul Koli Hossain, PM {ASRH), MCH, DGFP
5. Br. Humayurn Kabir, Planning Unit, DGFP
5, Dr. Nurun Naher, PM, CCSDP, DGFFP

Mr. Mahbubul Alam, DPM, FSDP, DGFP

6. Mr. Khandaker Mahbubur Rahman, PCO, DGFP

7. Representative from BHE, DGHS

B. Representative from [PHN, DGHS

9. Ms. Syeda Salina Farveen, UNFRA

10, s, Shirin Hussain, Communication for Development Specialist, UNICEF

11 Reprezentative from Save the Children

12, Dr. Zeepnat Sultana, Seruor Deputy Director, BUCF & Deputy Froject Director, BKMI
13, Shahid Hossain, BOC Adwisar, EngenderHealth

14, Mohiuddin Ahmed, Senior Communication Specialist, BEMI

15. Me. Fakia Akhter, Deputy Director (PM), IEM Linit




Member of Mutrition Sub-Committee

5L. No. Mame of the Representative
i, Dr. Md. Moudud Hossain, | Chair of the committee ), Deputy Director DGHS
& Pragram Manager. NN5
2, Mostafa Farug Al Banna, Associate Research Director, FPMU, MoF &L
3. Dr. Shimul Koli Hossain, PM [ASRH), MCH, DGFP
i Cr. Nasreen Khan, Technical Support on Mutnition,
Public Health and YWH Wing, MoHFW
3. Mohammad Aman Uilah, Deputy Program Manager, NN, DGHS
&. Md. Mukhiesur Rahman, Assistant Chief (T50) and Deputy Program Manager, HEP
3 Or. Zeba Mahmud, Country Manager, Alive and Thrive
B, Dr. Maohsin Ali, Mutrition Specialist, UNICEF
o f Dr. Lalita Bhattacharjee, Mutritionist, FAD
10 O, Zeenat Sultana, Senior Deputy Directar, BOCP & Deputy Project Directar, BKMI
11. Ms. Kanta Devi, Deputy Director, BCCP & Project Coordinator, BkMI
12. 0. Mahammad Raisul Haque, Deputy Director, HNPP, BRAC
15, Dr. Foisal Mahmud, Health Specialist, BCC Media Action
14, Dr. Monira Parvean, Pargram Officer [Nutriticn), World Food Program (WFF)
15. Ms. Saiga Siraj, MMNCH Advizor - MNobao Jibon, Save the Children
16. Dr. Tofail Md. Alamgir Azad, Senior Communication Specialist, BKM|
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