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This chapter documents the experience of  the Communication for Change 
(C-Change) project1 in developing and rolling out a holistic and comprehensive 
socioecological approach to social and behavior change communication (SBCC) 
within the context of  a donor-funded program with short term goals. The project 
documentation and statistics are derived from C-Change records and other 
experiences.2

One of  C-Change’s mandates was to combine principles of  social change and 
behavior change communication (BCC) and operationalize them for capacity 
strengthening (CS) of  NGOs, ministries, and USAID missions for work across 
development sectors. While BCC has its origins in the dominant medical model of  
public health and often uses communication to persuade individuals to adopt 
healthier behaviors and lifestyles (Green and Tones 2010), social change communi-
cation is influenced by the social sciences’ focus on social determinants or enablers 
of  change. According to social change communication principles, SBCC should 
be empowering and horizontal; encourage communities to be agents of  their 
own change; promote dialogue, debate, and negotiation (as compared to infor-
mation and persuasion techniques); emphasize the process of  interactions, shared 
knowledge, and collective action (rather than a sender–receiver model); and 
focus – beyond but to include individual behaviors – on social norm change, policies, 
and culture to unfold sustainable change in communities and among individuals 
(Figueroa et al. 2002).

While some of  these principles were recently integrated into more  sophisticated 
BCC strategies and products, C-Change’s gap analysis showed individual behavior 
change continued to be the default and final goal of  most communication efforts. 
In fact, various BCC concepts and strategies acknowledge the importance of  
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social determinants of  change but underestimate how shaped, sanctioned, and 
ingrained individual actions are within the fabric of  community norms and 
 governing structures.

Triggered by the lack of  sustained progress in changing individual risk  behaviors 
in HIV transmission there has been a shift in how many researchers and 
 programmers think about human behaviors.3 As noted by Glass and McAtee, “the 
study of  health behavior in isolation from the broader social and environmental 
context is incomplete, and has contributed to disappointing results from 
 experiments in behavior change” (2006: 1664). Without ignoring the science of  
individual change measurement, this includes a gradual move away from the strict 
medical model, which tends to view risk as responsibility of  the individual, toward 
emphasis on sustainable, social, and structural change (Green and Tones 2010).

This change has long been demanded by development and social change 
 communication practitioners, and health promotion planners (FAO 2011; Servaes 
2008). The principles and values of  recent health promotion approaches, for example, 
provide guidance for the practice of  SBCC: they include a  socioecological perspective 
on health and development; taking into account the social, cultural, and economic 
determinants of  change; a respect for cultural diversity and  sensitivity; a dedication to 
social justice and sustainable development; and a  participatory approach to engaging 
intended audiences in identifying needs, setting priorities, and planning, implement-
ing, and evaluating practical and  feasible health and development solutions using 
effective communication to address those needs (Fertman and Allensworth 2010).

Beginning in 2009 and based on the above thinking, the C-Change project 
 developed a framework for SBCC and a comprehensive CS toolkit, including a set 
of  six training modules for SBCC as part of  a comprehensive capacity building 
strategy. These C-Modules were given open source website status and have been 
downloaded in part or in whole over 25,000 times by various users worldwide, at 
the time of  writing. In addition, in late 2010 the C-Modules were adapted for 
online courses in SBCC on Ohio University’s website platform. With support from 
C-Change, SBCC courses were also established in the University of  the 
Witwatersrand, South Africa; Del Valle University, Guatemala; Tirana University, 
Albania; and two universities in Nigeria, University of  Calabar and Cross River 
State University of  Technology.

Theoretical Basis of the C-Change Framework

C-Change’s SBCC framework uses a socioecological model for change (see 
Figure 17.3 later in this chapter). This model views social and behavior change as a 
product of  multiple, overlapping levels of  influence as well as political and 
 environmental factors (Sallis, Owen, and Fisher 2008). By using this larger 
 ecological perspective to understand change processes, theories and models from 
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various disciplines come into play. Theories and models address human behaviors 
on one of  three possible levels of  change: individual, interpersonal, or community/
social. The change process and the targets of  change (Table  17.1) show which 
related discipline best describes these levels: psychology, sociology, anthropology, 
political science, and media studies, to just name a few.

By looking at theories and models, practitioners can begin to understand or 
further reinforce “what, why, and how health problems should be addressed” 
(Glanz, Rimer, and Su 2005). Theories and models are essential for program 
planning because they identify and make clear the assumptions behind the 
development of  interventions and strategies. They can help to formulate commu-
nication objectives for programs and determine how to measure them, as well as 
clarify the reasons why programs succeed or fail (McKee et al. 2000).

As noted earlier, over the years, there has been a shift in thinking about human 
behavior. In addition, theories developed for application in industrialized countries 
have seldom been sufficient in trying to understand and predict behavior and social 
change in developing countries. While cognitive behavioral models may be able to 
explain the links between intention and behavior, particularly at an intrapersonal 
level, they are less able to account for interpersonal and contextual factors related to 
the complexity of  sexual behavior, such as the experience of  youth and disparities in 
social, cultural, and economic realities in sub-Saharan Africa (Michielsen et al. 2012).

More recently, many of  the dominant theories are viewed as “out of  context” 
since they are embedded in very different psychological and social dynamics. 
Development communication practitioners now acknowledge four key facts about 
human behavior:

1. People give meaning to information based on the context in which they live.
2. Culture and networks influence people’s behavior.
3. People can’t always control the issues that determine their behavior.
4. People’s decisions about health and well-being compete with other priorities.

Below are some selected theories for each level of  change that go beyond the 
 usually mentioned theories and that can help practitioners start thinking about 
how theory can assist their communication work (C-Change 2012).

Table 17.1 Change: process and targets

Level of  change Change process Targets of  change

Individual Psychological Personal behaviors
Interpersonal Psychosocial How the person interacts with his or her 

social network
Community/social Sociocultural Dominant norms at community and 

societal levels

Source: Adapted from McKee et al. (2000).
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Individual level

While not a new model, the “health belief  model” helps to find out why audience’s 
perceptions are not in favor of  change (e.g., buying and using an insecticide-treated 
mosquito bed net) in the search for tipping points for change. According to the 
model, beliefs about certain issues can be predictors of  behaviors (Glanz, Rimer, 
and Su 2005). The model explores:

 ● perceptions about the possibility of  acquiring a health problem (such as malaria);
 ● perceptions about the risk or vulnerability to the disease (e.g., perceptions 

about the severity of  malaria);
 ● perceptions about the effectiveness of  taking preventive action (e.g., the use of  nets);
 ● perceptions about barriers or costs associated with taking action (e.g., the cost 

of  buying nets);
 ● perceptions of  one’s ability to use it (e.g., self-efficacy to use the net regularly).

Interpersonal level: Theory of gender and power

In any society, members face constraints and barriers, many of  which are gender 
specific (Connel 1987). Understanding the relationship between power and gender 
is crucial for planning interventions to address issues of  gender-related inequality 
and to identify barriers. Social norms and practice and raising and educating  people 
within these norms reinforce existing gender norms. Because gender inequality is 
the result of  these institutions and processes, any communication intervention/
activity design should consider how gender and power relations may affect 
 participation (do women have time or need permission to attend?) and the ability to 
act on recommended actions (can a woman ask her husband to get tested for HIV 
without him accusing her of  cheating on him and/or reacting with violence?).

Community/social level: Culture-centered  
and positive deviance approaches

A major concept included in the culture-centered approach is the idea that 
 traditional cultural beliefs do not need to be perceived as barriers to social change. 
Instead, they can be viewed as assets and resources to be harnessed in change 
efforts. Along similar lines, the “positive deviance approach” begins with the idea 
that the solution to existing challenges most likely already exists within the 
community. In other words, in any given community, there are often individuals 
and/or families that deviate from the norm in a positive way. For example, if  a 
village has a 95% malnutrition rate for children under the age of  five, a Positive 
Deviance Approach would begin with the 5% that are not malnourished and 
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attempt to identify promising practices that can be used by the entire community. 
However, if  an individual or family (positive deviant) has access to additional 
resources (like extra farm land) then that solution is not applicable to the 
community – only practices that can be replicated by all in the community are 
selected and incorporated into programs. In the positive deviance approach, the 
deviating community members are the experts and it is they (not an external 
expert) who are called upon to share their successful practices with other 
community members.

The socioecological model has synthesized the concepts of  the above and other 
models and theories in the “cross-cutting” factors as seen in Figure  17.1. It 
 demonstrates how different theories and models contributed to and were 
 synthesized into each ring of  this model. The intention of  demonstrating the 
potential connection with so many theories is largely educational rather than 
research based. This is because no single theory has proven sufficient to explain 

Figure 17.1 Socioecological model for change.
Source: Adapted from McKee, Manoncourt, Chin, and Carnegie (2000). C-Change Project, 2011.
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human behavior change or social change in development contexts. C-Change has 
had experience in exposing training participants to these concepts and helping 
them to back up their own “theory of  change” thinking with critical questions 
related to relevant theories and models for particular applications.

SBCC Framework: Three Characteristics

According to C-Change’s framework, SBCC comprises the systematic application 
of  interactive, theory-based, and research-driven communication processes and 
strategies to address tipping points for change at the individual, community, and 
social levels. Instead of  individual behavior change as a default, the SBCC 
 framework requires a socioecological analysis to find tipping points at various 
levels. A tipping point in this sense refers to the dynamics of  social change, where 
small, sometimes unpredictable changes rapidly accelerate change and may 
become permanent change. They can be naturally occurring events or something 
which is determined or researched and planned such as “political will” by senior 
leadership that provides the final push to “tip over” barriers to change. Tipping 
points may entail processes that build momentum to a point where change gains 
strength and becomes unstoppable.

While addressing individual behavior can achieve individual empowerment, 
and may address perceptions of  the behavior of  others (perceived social norms), 
SBCC involves processes of  looking at a problem from multiple sides by analyzing 
individual, societal, and environmental factors to identify and address barriers to 
change. These are often found in social norms embedded in policy, legislation, 
cultural identity, and group behaviors and pressures. Addressing them is  anticipated 
to lead to more sustainable change.

The three characteristics of  SBCC are described below.

1. SBCC is a process

It is an interactive, researched, planned, strategic process with the aim to change 
social conditions and individual behaviors. C-Change’s model follows well-known 
steps in applied communication (see Figure 17.2). Many communication planning 
models have been developed over the past 30 or more years. C-Planning is derived 
from many of  these, as referenced below. However, it should be noted that within 
the first step, “Understanding the Situation,” the creators of  the model emphasize 
more than formative research on knowledge, attitudes, and practices but more 
attention to barriers and facilitators of  change as well as their indirect and 
 underlying causes. It also includes looking at key players at the community, service 
providers, district and higher levels, including national or international. Hence, as 
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indicated in Figure  17.2, there is a strong relationship between step one of  
C-Planning and the socioecological model.

The second substantial difference in C-Planning is the attention on “Focusing 
and Designing” (step 2) and “Creating” (step 3). While many frameworks include 
communication strategy formats requesting individual behavioral objectives, they 
tend to do so without requesting sufficient analysis. An immediate focus on 
behavior change tends to be prescribed from budgetary or bureaucratic consider-
ations rather than on evidence and true involvement of  audiences in having a say 
in what is needed to induce positive change.

2. SBCC uses a socioecological model for change

A socioecological approach to understanding the situation is essential to arrive at 
barriers and opportunities for social and behavior change, as well as to design 
strategies that will accelerate change in the long run. C-Change’s socioecological 
model (see Figure 17.3) is derived from earlier writing on participatory methods 
for behavior change (McKee et al., 2000).
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This model, used in both analysis and planning, applies core concepts central to 
most ecological models, such as environmental determinants, community 
capacity, and the relationship between individuals and their social context 
(Richard, Gauvin, and Rain 2011). In addition, it offers a practical way to analyze 
barriers and  opportunities, sources of  influence, and potential audiences,  partners, 
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and allies from national to community, family, and individual levels based on a 
variety of  SBCC theories and models.

Models and theories are essential in guiding SBCC, providing methods for 
studying and addressing development issues. C-Change’s socioecological model 
for change is based on existing theories, models, and approaches from several 
 disciplines, including political science, sociology, psychology, and communication. 
Through a synthesis of  the information included in these theories and approaches, 
the socioecological model proposes several levels of  influence to find effective tip-
ping points for change. The model has two parts:

1. Levels of  analysis, the rings of  the model represent both domains of  influence 
as well as the people involved in each level. The innermost ring represents the 
individual most affected by the issue (self ) and moves outwards to direct 
 influences on the individual (two inner rings). Both the interpersonal and 
community rings shape community and gender norms, access to and demand 
for community resources, and existing services. Indirect influencers make up 
the outer enabling environment.

2. Cross-cutting factors in the triangle influence each of  the actors and structures 
in the rings. These include the larger categories of  Information, Motivation, 
Ability to Act, and Norms. By affecting these cross-cutting factors SBCC 
 interventions may be able to generate change. They may act in isolation or in 
combination.

 ● People need information that is timely, accessible, and relevant. For most 
people, information is not enough to prompt change.

 ● People require motivation, which is often determined by their attitudes, 
beliefs, or perceptions of  the benefits, risks, or seriousness of  the issues 
that programs are trying to change. Practitioners should also look at the 
actual skills, self-efficacy (or collective efficacy), and access of  the actors as 
motivation may not be enough. For instance, few women and girls in the 
countries hardest hit by HIV and AIDS have the power to negotiate the 
time and conditions for having sex, including condom use, or they may 
lack the funds to buy condoms. Note that: (1) skills include psychosocial 
life skills;4 (2) self-efficacy is concerned with the confidence of  individuals 
and groups (collective efficacy5) in their own skills to affect change; and 
(3) access includes financial, geographical, or transport issues that affect 
access to services and ability to buy products.

 ● Finally, norms have considerable influence on behaviors and vice versa 
(Mollen, Rimal and Lapinski 2010). Norms reflect the values of  the group 
and/or society at large and social expectations about behavior. Practi-
tioners distinguish perceived norms (those that an individual believes 
others are holding), sociocultural norms (those that the community as a 
whole follows) and gender norms (views of  expected behaviors of  males 
and females).
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SBCC operates through three key strategies

The ecological approach requires that SBCC works through three key strategies: 
advocacy for policy change and resource mobilization; social mobilization 
(including community mobilization) for involvement of  a broader coalition and 
capacity strengthening of  partners and allies from the international to the 
community level; and BCC, using interpersonal, group approaches, mass media, 
and new information technologies for specific behavior and social norm changes. 
These three strategies, essential for sustained behavior and social change, are visu-
alized in Figure 17.4.

Definitions of  these key strategies are helpful for full understanding of  
SBCC. Very often, projects only focus on BCC, attempting to change individual 
behaviors without addressing, for example, the demand for more accessible and 
friendly service delivery through advocacy. It is not essential or even realistic 
that any one project or entity leads all three strategies as they can engage 
partner and allies who are already doing it. However, SBCC should always be 
linked to services or to products that people can access. If  these are not in place, 
SBCC efforts remain toothless, and communication activities may not have 
significant impact.
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Both advocacy and mobilization strategies tend to use communication 
 techniques to reach their goals. Practitioners do not always apply strategic 
 communication principles to this type of  work, which could make interventions 
more effective. For example, techniques used under social and community 
 mobilization include publicity, public discussions, dissemination of  information 
using mass and community media, and training/coordination of  stakeholders.

While social mobilization may often take place at a national level among 
civil society organizations, donors, and parts of  government to build coalitions 
for certain issues, community mobilization can do the same at a community 
level with similar techniques. Practitioners can begin with any one of  the three 
strategies (represented by the left arrow in Figure  17.4), depending on such 
factors as:

 ● the problem being addressed;
 ● the policies in place to deal with it;
 ● the organization(s) and resources already engaged in addressing the problem.

For example, if  leadership isn’t ready for advocacy on a certain issue, a program 
might concentrate instead on building a critical mass of  a social network or 
 coalition that can put pressure on leadership through a well-defined social 
 mobilization strategy. Or, if  resources allow, consideration could be given to 
working with the community on a broad-scale BCC effort linked with a mass 
media intervention to set the public agenda. This could eventually affect leaders’ 
perspectives and engage them and others in a social movement.

In South Africa throughout the 1990s, for example, there was very little 
 recognition of  the impact HIV had on the country or the rights of  people living 
with HIV and AIDS to care and treatment. In fact, there was a lack of  political will 
and this caused government inaction well into the new century. Concerted 
advocacy by the South African Treatment Action Campaign (TAC) was one of  the 
factors that changed the situation. After gaining assurances from the government 
on treatment provision, TAC utilized social mobilization strategies to pressure the 
government to follow through on its promises (see www.tac.org.za).

Experiences in Applying SBCC Approaches

While there are various multilevel interventions using individual and interpersonal 
strategies (Richard, Garwin, and Raine 2011) there are few well-documented 
examples of  full-scale SBCC approaches. This is largely because few SBCC projects 
are funded by donors. Donors usually request competing agencies to achieve 
specific measurable results, including individual behavior changes within limited 
time frames such as three to a maximum of  five years. Development project 
models are usually built on the time it takes to complete infrastructure projects, 
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not the achievement of  social change. Where there is an attempt to measure social 
change it is usually equated with changes in perceived social norms or changes of  
individual attitudinal or behavior change often based on medical model thinking. 
Under such short time frames, sustainable social change is seldom considered 
since accountability remains within the time limits of  the specific project. Most 
recently, efforts under AIDS prevention and treatment started using the term 
“structural interventions” to address determinants of  new infections. These 
include cultural, demographic, economic, educational, legal political and social 
issues. It remains to be seen if  their evaluation methods will measure those effects 
within a social change framework (AIDS Star 1 2011).

However, as mentioned above, the intention of  the SBCC approach is not 
 usually to put the onus on any one project to work on all fronts at the same time. 
It is recognized that few projects have a mandate to carry out advocacy, social 
mobilization, and targeted BCC. Instead, the intention is that different social forces 
join together to engender change, using their resources in different ways. Or, it 
may be that an initiative begins with advocacy, moves to social and community 
mobilization and then begins to design and implement specific, focused BCC 
approaches according to needed. A strong example of  the need for an SBCC 
approach to HIV prevention in Africa is grounded in research. Through extensive 
formative research in South Africa and Namibia, C-Change has found that many 
existing communication initiatives are not connecting with adult women who 
remain very vulnerable to HIV infection (Parker and Connolly 2011; Parker 2012).

C-Change has devised a strategy to help organizations address some of  the 
 deficiencies in approaches to adult HIV prevention in Africa noted in the above 
formative research example from South Africa and Namibia. This is the Community 
Conversation Toolkit (CCT), a set of  tools that are now being used by 31 
 organizations in Lesotho, Malawi, Namibia, Nigeria, Swaziland, Zambia, and 
Zimbabwe. The Toolkit directly addresses the above studies call for the 
“development and expansion of  horizontal systems of  response that are led on the 
ground and incorporate contextually relevant solutions.” In Box 17.1, there is a 
summary of  the main features and achievements of  this initiative.

Moving from Africa to South Asia, it is worth noting that one of  the first SBCC 
initiatives, which started in the early 1990s is still being used in health and 
development programs. This is the Meena Communication Initiative of  UNICEF 
(McKee and Shahzadi 2008) for the development and empowerment of  South 
Asian girls. It includes a set of  tools originally developed for Bangladesh, India, the 
Maldives, Nepal, Sri Lanka, and Pakistan. Since it was launched in 1992, Meena has 
also spread to Afghanistan, Central Asia, and has been adapted for use in Vietnam, 
Indonesia, and the South Pacific island nation of  Kiribati.

The original three-pronged strategy of  Meena: advocacy, social mobilization 
and BCC, was derived from experience in the Expanded Program on Immu-
nization (EPI) and other child health and development programs in Bangladesh 
(McKee 1992). It is interesting to note, therefore, that this tradition of  communica-
tion  continues in that country. 
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Box 17.1 C-Change’s Community Conversation Toolkit

Background
C-Change’s Community Conversation Toolkit (CCT) mobilizes adults in 
southern Africa to engage with their HIV risks – including concurrency, 
alcohol abuse, gender-based violence, and harmful cultural practices – and 
take action toward prevention. Geared toward adults over age 20 with lower 
literacy skills, the regional toolkit includes six interactive materials grouped 
around a simple community mobilization process. This process is supported 
by steps to facilitate community-driven dialogues to trigger culturally and 
locally specific individual and group actions that respond to the epidemic.

The CCT was developed in rural South Africa, using the participatory 
“Action Media” methodology. It was later adapted and field tested in local 
languages in seven African countries, in collaboration with Soul City 
 partners. A total of  41 NGOs are using the CCT in southern Africa.

In order to evaluate the CCT, C-Change worked with four community-
based organizations (CBOs) of  the Southern African AIDS Trust engaged 
in  HIV prevention in Malawi and Zambia. They used the CCT with 23 
community groups with whom they were working. Peer educators were 
trained to prompt dialogues that fostered reflection, problem solving, and 
action at individual and group levels.

Evaluation
Over 80 dialogues with four partners were monitored and interviews and 
focus group discussions held with implementing partners, peer educators, 
participants, and other stakeholders. Based on a model that addresses change 
processes in a particular context through identifying cultural scripts, the 
evaluations assessed whether CCT activities resonated with individuals and 
groups, helped them to internalize their HIV risk, led to individual or 
community actions, and fostered a new understanding of  how to respond to 
the epidemic.

Results
Results include an increase in individual acknowledgment of  HIV risk, 
stronger links to support services, more advocacy by local leaders, and 
more partner communication on concurrency. Dialogues resulted in 
specific actions – such as tested couples encouraging other couples to get 
tested and use  condoms, and police services being called upon to enforce 
laws against rape.

Facilitators and participants voiced strong appreciation of  the CCT’s 
interactive components because they prompt thinking, reflection, and 
problem solving and engage audiences affected by “AIDS fatigue.”
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Conclusions on the Evaluation  
of SBCC Approaches

At this point, the key models and concepts of  the C-Change’s SBCC framework are 
incorporated into at least 75 government programs in Africa, as well as Guatemala, 
Jamaica, and The Bahamas. Additionally, worldwide, at least 3,405 government 
and non-governmental personnel have been successfully trained in SBCC.

Evaluations of  multilevel interventions following an ecological approach have 
increased domestically (Richard, Gauvin, and Raine 2010). At their best, they 
require monitoring community and social processes involved in the development, 
implementation and evaluation of  interventions, their unintended effects and 
interactions with local culture. Overall results of  recent meta-analyses of  
 communication programs at the international level show that the likelihood of  
success is substantially increased by the application of  multilevel interventions. 
The availability of  and access to key services and products continue to be crucial 
in persuading individuals motivated by media messages to act on them. Likewise, 
supporting policies provide additional motivation for change, while policy enforce-
ment can discourage unhealthy or unsafe behaviors. Media advocacy campaigns 

Lessons learned
 ● Participatory development and testing led to relevant and valued 

 communication tools.
 ● The interactive, game-like approach promoted dialogue.
 ● The CCT is most effective with ongoing training in facilitation, observa-

tion, and note-taking.
 ● The established relationships between CBOs and community  stakeholders 

fostered group actions and follow-up.
 ● While dialogues and specific actions prompted are grounded in a given 

community and culture, the application of  the CCT can be taken to scale 
in any country and community.

Overall, the CCT demonstrates that communication tools can generate 
individual, interpersonal, and social change actions to address HIV risk, such 
as in sexual relationships and with risk embedded in harmful traditional 
practices. Moreover, participants supported changes they discussed beyond 
the dialogues, and implementing organizations worked to secure funding for 
continued implementation. These evaluation results validate the need for 
non-traditional communication approaches that spur home-grown  solutions, 
focus on relationships, and foster critical group thinking.
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that frame public health issues in the news and entertainment media also represent 
a promising complementary strategy to conventional media  campaigns (Wakefield, 
Loken, and Hornik 2010).

The request for more impact evaluations – often from public health  professionals 
trained in the medical model in which the “gold standard” is the randomized 
 control trial (RCT) – has proven problematic. This is because the goal of  all SBCC 
activities is to have synergistic effects of  their interventions and messages across 
the many types of  strategies and channels used. Applying the RCT model to 
prove  communication effects has been unproductive, especially when the mea-
surements simply focus on exposure of  messages between treatment and control 
groups (Hornik 2002). Hornik recommends instead a number of  approaches 
(e.g., natural experiments, time-series designs, and other quasi-experimental 
approaches) that have been used in other research domains where it remains 
unpractical and unethical to have a true control group (US Department of  Health 
and Human Services, n.d.).

Conclusion on the Sustainability  
of SBCC Approaches

As indicated in the above examples, C-Change’s socioecological model recog-
nizes, in its outer ring, the importance of  the “enabling environment” for both 
going to scale and sustainability. The extent to which the overall environment 
will enable change depends on: (1) policy and legislative support, (2) political 
support or conflict on the issues involved, (3) economic support, (4) religious 
institutional support, (5) technology and infrastructural support, and (6) natural 
environmental factors usually beyond the complete control of  one country or 
geographic area.

SBCC approaches and their evaluation should be designed in a collaborative 
style to ensure that communication programs are not limited in length to the life 
of  a particular project and evaluations are able to measure change over time; this 
requires a change in the typical modus operandi. Of  course, programs should not 
last longer than they are needed. However, many of  the challenges of  health and 
development programs will take decades to solve because many of  the popula-
tions involved are also facing huge economic and environmental challenges.

More recently, donors in the US have recognized that intersectoral collaboration 
and coordination is needed in order to provide effective and sustainable programs. 
The Global Health Initiative and Feed the Future represent concerted efforts to 
release programming from limitations of  stove piped funding and related  dominant 
approaches. However, as long as funding structures and measurements of  success 
have not changed these programs face rather big inherent challenges.
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The advocacy and social mobilization strategies of  SBCC are aimed at ensuring 
sustainability through host government “buy-in” and support. It is obvious that 
some interventions, such as exclusive breastfeeding, may be more popular with 
politicians and partners than others, such as ensuring safer sex among key affected 
populations to prevent the spread of  HIV. More popular and less controversial 
 programs will, no doubt, receive organizational support and resources. But are 
there other specific and common elements that can be considered for the 
 sustainability of  SBCC programs? Below are some factors:

 ● Effectiveness If  there is no baseline, midline, and endline evaluation evidence 
of  the effects of  the program it is unlikely to be sustained. In addition to 
behavior change, permanent social norm change should be a major goal of  
the program.

 ● Affordability What is the cost of  continuation? Who will pay? For instance, is 
the intervention relying on separately paid staff  or is it integrated into existing 
structures? (O’Loughlin et al. 1998). Does the intervention require expensive 
equipment and resources? Are funds available to subsidize new startups?

 ● Attractiveness Are the interventions entertaining and attractive to the audi-
ences and also appealing to various implementing organizations?

 ● Leadership Is there a champion (or champions) to speak and work for the 
 continuation of  needed elements of  the program? To what degree is leadership 
support perceived? (O’Loughlin et al. 1998)

 ● Communication and facilitation Did the lead organizations take an open, 
 facilitating approach to program development and implementation, bringing 
in the suggestions of  partners and communities?

 ● Ownership Is there agreement by various institutions on issues such as, the 
importance given to the problem being addressed? How wide is the owner-
ship of  the program? Is it a program belonging to one department or entity 
only or are there multiple stakeholders? To what degree were communities 
involved in design, implementation and evaluation? (Wisener and Jarvis-
Selinger 2012).

 ● Technology and infrastructure How easily do the structural requirements fit 
into the organizational capacity and structure of  long-term agencies? Is there 
 compatibility with the existing interventions and approaches? (Scheirer and 
Dearing 2011; Bossert 1990)

 ● Flexibility To what degree are the program’s approaches and materials 
adapted to various community settings?

 ● Capacity strengthening Can we ensure that appropriate knowledge and skills, 
as well as the abilities to act are firmly embedded within key staff, such as 
health  providers and other field workers, and their supervisors?

 ● Timing How can we ensure good timing of  implementing sustainability 
strategies to reduce  uncertainty in whether and how much the intervention 
will be sustained? ( Johnson et al. 2004; Pluye, Potvin, and Denis 2004).
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These factors are not comprehensive but they can guide us in the further 
development, implementation and evaluation of  SBCC programs. The authors’ 
main concern here is that we provide the beginnings of  practical guidelines to 
more comprehensive and long-lasting programs that have a chance to have a 
positive impact on individual behaviors and social norms, as well as social change. 
Our hope is that this chapter illustrates a practical approach for program managers 
on how they can move towards this goal.

Moving Forward

Moving forward we still need to address challenges that the discipline of  program 
communication has known for a while. Here are some ideas for discussion:

 ● As we continue to address complex social and behavioral challenges, our 
approaches have to be able to capture this complexity, break it down, and 
 collaborate with each other to address crucial elements rather than to limit our 
reach or “dumb it down.” Having tried the latter now for decades, it has not 
shown the desired results!

 ● Brain surgery is not done by working with a handbook and neither is social and 
behavior change communication. Communication programming needs to 
have quality control in measurable terms in order to show short- and long-term 
results. There is a certain agreement on the basic quality criteria (C-Change 
SBCC Capacity Assessment Tools, for instance), which needs to be broadened 
and discussions continued.

 ● For the same reason, it remains crucial to continue building capacity at the 
academic levels as with donors, government, the NGO and private sectors. 
Capacity needs to be established and institutionalized to achieve effective and 
state-of-the-art communication programming and its measurement. Capacity 
strengthening indicators for SBCC do exist at this point but consensus has to be 
created here as well.

 ● Continued exchange between academia, donors, and programmers on the 
ground needs to continue to challenge valued assumptions with evidence.

 ● Evidence cannot only be defined by the still dominant medical model in public 
health in order to further the discussion on communication impact. Other dis-
ciplines have demonstrated research and evaluation methods that hold as much 
value (for example, complexity science frameworks).

 ● And, lastly, the concepts of  SBCC, health promotion, health or development 
communication, BCC, and social marketing all have certain strengths for 
certain audiences, situations, and geographies. There is no need to compete 
with each other for the “one and only” model.
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Notes

1 C-Change, funded by the United States Agency of  International Development 
(USAID), was led by FHI 360 and in partnership with Ohio University, Care, Internews, 
Soul City, Centre for Media Studies, and New Concept Information Systems from 
2007 to 2012.

2 The opinions expressed below are those of  the authors only, and do not represent the 
opinions of  FHI 360 or USAID.

3 See, for example, the conclusion of  Susan Kippax (2012): “Effective prevention entails 
developing community capacity and requires that public health addresses people not 
only as individuals but also as connected members of  groups, networks, and collectives 
who interact (talk, negotiate, have sex, use drugs, and so on) together.”

4 For example: problem-solving skills; decision-making ability; negotiation skills; critical 
and creative thinking; interpersonal communication skills; and other relationship skills, 
such as empathy.

5 Collective efficacy is defined as “social cohesion among neighbors combined with 
their willingness to intervene on behalf  of  the common good” of  a neighborhood 
or community (Sampson, Raudenbush, and Earls 1997). “Building the community 
capacity to act for the common good is essential for health and development” (Goodman 
et al., 1998).
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