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INTRODUCTION
This communication for immunization manual is designed to give step-by-step information on how 
to design and implement an immunization communication strategy. It guides the reader from creat-
ing messages and identifying potential communication barriers, to talking to the media and differ-
ent stages of what happens during communicating in a crisis, offering tools and ideas on planning, 
implementing and evaluating a communications strategy, big or small. Taken into an account the 
current COVID-19 pandemic, a chapter on COVID-19 and crises communication has been included. 

This manual can be used as a step-by-step document where the reader can start from the first chap-
ter and finish on the last. It can also be used as a guidance for a single action, be it arranging a press 
conference or looking at how to select target groups.  The references to other documents give direc-
tion towards further reading. The steps and actions described in the manual are real life examples. 

The focus is on the how rather than the theories behind. However, to have an idea of theories behind 
practice, the main overarching theory is described briefly. Each chapter highlights examples of the-
ories behind the tools, bringing in the importance of learning from previous successes, challenges, 
and failures. 

Acknowledging that in real life the user of the manual may not always have endless budgets, the 
manual presents different ways for various budgets to reach target audiences. An example focusing 
on routine vaccination is used throughout the document.
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STEP 1

THE BASICS OF A GOOD 
COMMUNICATION STRATEGY

A common notion is that communication 
equals holding a press conference (for which 
some useful tips are given later on) or having an 
annotated plan for when messages on vaccina-
tions should be released. Such communication 
efforts cater to policy makers, donors and the 
general public and are designed for advocacy, 
and public awareness of the general situation, 
and while this type of communication is indis-
pensable, it is only one component of a com-
munication response. A holistic communication 
strategy must focus on the communication 
needs of the target group through interactive 
behaviour change communication and social 
mobilisation.  

While a key part of communication is to provide 
information, past experiences show that infor-
mation alone is insufficient to support change 
in behaviour. Increasing healthy behaviours 
and creating a supportive social environment 
for behaviour change requires stimulating an 
appetite for learning and participation through 
regular dialogue with the target groups com-
munities. This type of behaviour change com-
munication and social mobilisation works when 
actions, messages and materials are strategical-
ly planned, managed, monitored with partici-

pation of communities, and supported by ade-
quate financial and human resources.

Social Behaviour change communication prac-
tices recognise that many of the major individ-
ual and social determinants of behaviour – like 
knowledge, attitudes, and norms – are shaped 
by human interaction, in the form of commu-
nication between individuals and within com-
munities. Communication is a two-way process:  
The audience or the target groups are not just 
listeners but also communicators, enhancers, 
enablers, and question makers.

Social and Behaviour Change Communication 
practice encompasses a range of approaches 
and tools, including interpersonal communica-
tion, mass media, information and social media, 
and social mobilisation. Enhancing communica-
tion in order to improve the results of differ-
ent projects has proven effective in a number 
of sectors, including health, child protection, 
agricultural, resilience, education, health pro-
motion, information, education and communi-
cation (IEC), behaviour change communication 
(BCC), advocacy, communication and social 
mobilisation (ACSM), social marketing, commu-
nication for social change and risk communica-
tion to name a few. 



3

THE STEPS FOR DESIGNING AND IMPLEMENTING  
A COMMUNICATION STRATEGY

A communication strategy for immunization 
in this manual is defined as a strategy that fo-
cuses on reaching the target populations with 
vaccines through two-way communication, 
through which the needs and questions of the 
target groups are answered.  It is called Com-
munication for Development (C4D), or some-
times also referred to as Social and Behaviour 
Change Communication (SBCC). It is a process 
integral to all programmes, basing on evidence, 
utilizing a mix of communication tools, channels 
and approaches to facilitate dialogue, participa-
tion and engagement with children, families, 
communities, and various networks for positive 
social and behaviour change (UNICEF, 2017).

The manual focuses also on Social Mobilisation. 
Social Mobilisation refers to involvement of com-
munities and organisations in communication 
campaigns. Evidence clearly shows that commu-
nity ownership, involvement, and leadership re-
sults in greater impact of communication. 

It is integral to define the purpose of our com-
munication. Thus, asking the question «what 
do we want to achieve» and visioning the re-
sults of communication should be at the core 
of any communication strategy. Equally, under-
standing the target audiences, their motives, 
thoughts, and opinions as well as living condi-
tions and other socio-economic determinants is 
the key prerequisite before beginning to design 
the means of communication (media, social me-
dia, face-to-face, information materials, etc) and 
the language that speaks to the audience. 

The basic recipe and elements for a good com-
munication strategy is already in the paragraphs 
above. In a nutshell, a good communication 
strategy builds on evidence, aims for a change 
in behaviour, uses a variety of communication 
tools, facilitates dialogue, integrates a respon-
sive monitoring and evaluation framework, un-
derstand the target audiences and their needs, 
and has sufficient executive resources.
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SOCIAL ECOLOGICAL MODEL  
(SEM) FOR COMMUNICATION

THEORY:   
Social Ecological Model (SEM) 
for Communication

The theory of Social Ecological Model for Com-

munication provides a useful overview of dif-

ferent levels and sources of communication.  

The SEM is a theory-based framework for un-

derstanding the multifaceted and interactive 

effects of personal and environmental factors 

that determine behaviours, and for identifying 

behavioural and organizational leverage points 

and intermediaries for social and behaviour-

al change within organizations. There are five 

nested, hierarchical and complementary levels 

of the SEM: individual, interpersonal, commu-

nity, organizational, and policy/enabling envi-

ronment. The most effective approaches use 

a combination of activities at all levels of the 

model.
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The multiple levels identified  
by the framework are: 

1. Individual: An individual’s various traits 
and identities make up this level of the So-
cial-Ecological Model. These characteristics 
have the capacity to influence how a person 
behaves. Age, education level and econom-
ic status are some of the many attributes 
noted at this interval. These factors are im-
portant to consider when constructing com-
munication strategies. 

2. Interpersonal: The relationships and social 
networks that a person takes part in have 
great potential to impact behaviours. Fami-
lies, friends and traditions are key players at 
the interpersonal stage of the model. 

3. Community: This level of the Social-Eco-
logical Model focuses on the networks be-
tween organizations and institutions that 
make up the greater community. These as-
sociations include businesses and functions 

of the «built environment,» such as parks. 
Community structures are often important 
in determining how populations behave and 
what customs they uphold. It is important to 
understand the community level to deter-
mine where health behaviours originate.

4. Organizational: Organizations are instru-
mental in the development of behaviours 
as they often enforce behaviour-determin-
ing regulations and restrictions. A school, 
for example, controls the dissemination 
of knowledge. This influence is significant 
when it comes to communicating informa-
tion about safe health practices.

5. Policy/Enabling Environment: Policies and 
laws that are instigated at local, national and 
global levels make up the broadest level of 
the Social-Ecological Model. These policies 
have the potential to impact large numbers 
of people.
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THE FIGURE OFFERS PRACTICAL TIPS OF WHERE THE 
COMMUNICATION FOR CHANGE CAN TAKE PLACE 
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TEAM SET UP - ENGAGING  
STAKEHOLDERS AND PARTNERS

STEP 2

A Technical Working Group (TWG) on commu-
nication for immunization team should ideally 
include members with a diverse mix of skills 
and perspectives. Consider including people 
with portfolios in communication (e.g., press 
secretaries, communication staff, social me-
dia experts) as well as people with established 
background in the Health Ministries and in min-
isterial health promotion units, and specialists 
within international organisations such as WHO, 
UNICEF, CDC and local NGOs and Civil Society 
Organisations. 

This team should be available to meet if the 
need arises. Clear Terms of References of the 
team’s mandate is essential in order for the 
team to be able to function efficiently. The in-
spiration for this kind of a setup derives from 
Emergency Operations Centres (EOCs) that can 
be found in countries that have major health 
crises often.  The EOC provide a central loca-
tion from which to coordinate data collection 
and response to a public health threat. They al-
low staff from different offices, sectors, and or-
ganizations to work directly and collaboratively, 
share information in real time, and formulate a 
joint plan of action, including communication. 

With these advantages, EOCs generate quicker, 
better synchronized, and have more effective 
health responses. 

Below follows an example of roles that the tech-
nical working group could have at national and 
Oblast level.  These are only recommendations, 
and as will be repeated over and over in this 
chapter, one person can have many titles. 

The recommended roles are:
At National Level 

National level is the key hub, it has more of a co-
ordinating and advise giving role compared to 
oblast level. Key roles can be defined from here. 
It is important to keep in mind that one person 
can have many different roles.  For example, the 
team lead can also be the M&E officer, the so-
cial mobilizer can also work with social media 
and so on. Also, not all roles may be needed, 
depending what kind of campaign is planned. 

Team Lead – The key function of this role is an 
overall coordination of the campaign, with a 
good understanding of communication for be-
haviour change. It is suggested that the Team 
Lead should have a management role in other 
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bodies dealing with health issues such as im-
munization, in order to be able to coordinate 
between different ministries, regional divisions, 
organisations, UN agencies and other partners 
that are involved. 

Social Mobilizer – Somebody with knowledge 
of the organisations and other entities of influ-
ence that work «on the ground» that can help 
deliver messages and talk to the people that the 
communication will be targeted

A media officer – An officer with knowledge of 
the media, good at media relations, knowledge 
of what the media thinks about vaccinations 
and other health issues. 

A social media officer – Someone who is savvy 
in social media, knows what platforms are be-
ing used among target groups and knows how 
to use them. Can be combined with the media 
officer role for example. 

Medical Technical person – a member that can 
make sure that the messages that are passed on 
are factual and that can explain technical terms 
in a simple way. 

Monitor and Evaluation Officer – Keeps track 
of progress, indicators, collecting and analys-
ing them. Can be combined with any of the 
above-mentioned roles. 

Key partners – These are partners that have 
experience in the field of behaviour change 
communication and international experience, 
UNICEF, WHO, UNAIDS and other organisations 
relevant to the context. Often these organisa-
tions have their own communication specialists. 

Key donors – It is good to inform donors in-
volved in health of what the plans are, if there 
might arise a need in budgeting for example, it 
is a good idea to have them involved from the 
beginning. USAID, EU, are examples of donors 
that can be involved. 

Temporary specialized Roles - These roles are 
defined by the Technical Working Group and 
usually have experience in setting up TWGs, 
have specialized experience in communication, 
can give necessary trainings and other similar 
services. These are usually hired international 
and national experts. 

Graphic designers – for designing posters, 
brands, webpages.

Marketing specialist – If you have decided to 
use billboards, radio jingles and other market-
ing techniques, these can be useful unless you 
have them in-house. 

Oblast Level 

At Oblast level there are similar components, 
but there is a bit more focus on carrying out 
actual field work. 

Team Lead – coordinates with national level, 
communicates needs, budget or technical, but 
also keeps on top of progress and planning in 
the field.

Social Mobilizer – Is aware of local social media 
trends, knows where to reach the target group 
and is also helping the M&E officer collect data 
on rumours for example. 
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 LEARNING FROM OTHERS!

When planning a mass vaccination 
campaign in Karachi, Pakistan, the re-
sponse team consisted of an EPI spe-
cialist, an epidemiologist, an anthro-
pologist, a communication specialist, 
a graphic designer, 2 religious lead-
ers as well staff from UNICEF, WHO, 
Rotary, and Ministry of Health. The 
strength of the team was its ability 
to ask the right questions from the 
target population, understand the 
differences in needs in the different 
sections of the same city, as well as 
reasoning on the best strategies to 
reach the target population.  Each sit-
uation needs a unique team, but the 
common nominator for a successful 
team is in its multidisciplinary nature. 

Media Officer – knows local media landscape 
and has access to local media if the need arises. 

Data Collector/M&E Officer - helps set indica-
tor and measure these.  Can be combined with 
other roles.

Other specialized roles - Including represent-
atives from communities (e.g., religious lead-
ers, minority group leaders, other grassroot 
level stakeholders) is essential in building trust 
and credibility amongst the target groups. 
Community representatives tend to have an 
in-depth understanding of how their commu-
nities perceive and comprehend the issues to 
be communicated, and therefore the presence 
of community members in the communication 
team is crucial when designing interventions at 
local level. 

Working with existing community structures, 
established networks and localized community 
groups is highly recommended as they increase 
the trust and fluency in communication. 

TIP: Since Communication involves more than 
one person, it is highly advised to have a core 
communication group or a technical working 
group at national level with smaller groups at 
oblast level, that deals with coordination and 
technical advice.
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SETTING SPECIFIC BEHAVIOURAL GOALS:  
WHAT DO WE WANT TO DO AND HOW DO WE STATE IT? 

STEP 3

What do you want your target  
group to do?

When do you want your target  
group to do it?

What is the benefit to the target  
group if they do what you  
want them to do?

Identifying the overall 
long-term goal   

In setting the specific behavioural goals for the 
communication strategy, it is essential to first 
identify the overall long-term goal. The overall 
goals are usually overarching, broad objectives 
related to a national key health challenge, e.g. 
eliminating measles or increasing the uptake of 
Covid-19 vaccine. 

The overall long-term goal describes the 
challenge and indicates that there is a need for 
a communication drive. Here it is not necessary 
to identify the target groups, the place or time 
of communication or what the messages should 
be, nor there is a need to explain the reasons 
behind the challenge (e.g. why some do not 
get vaccinated) at this stage, but it is important 
to acknowledge, keep in mind and understand 
the overall challenge that the communication 
strategy is contributing towards. 

As an example, an overall goal could be «to 
increase the uptake of the Measles, Mumps, 
Rubella (MMR) vaccine for children in 
Kazakhstan». 

Identifying the specific 
behaviour goal 

When designing a communication strategy, 
behaviours that the strategy is aiming for 
must be identified. Specificity is important 

for a number of reasons: Clear goals ensure 
a greater common vision of everyone 
involved in the process and monitoring and 
measuring progress becomes simpler and 
more credible.  An easy way of developing 
specific communication objective is to ask the 
following three questions:

Background information such as who is the key 
audience, what the challenge is, why the desired 
behaviour is not being adopted etc. is needed 
(for a quick reference, see page 15 for Key find-
ings of «Parent’s Knowledge, Attitude and Prac-
tice on Childhood Immunization» Sociological 
Research Report). 

Knowing about a behaviour is one thing, act-
ing upon it is a different matter. Aiming toward 
someone changing their behaviour requires 
communication, and a communication strategy 
must state the communication objective. Fo-
cusing on who is expected to do what, when, 
where and why will lead toward identifying the 
objective.
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THE FOLLOWING SMART TABLE CAN BE USED  
TO SPECIFY THE OBJECTIVE

 Write your own SMART objective: 

For example: 
• Who? Parents of children.
• What?  Have them take their children to get vaccinated.
• When? According to vaccination schedule (calendar).
• Where? Hospitals and clinics.
• Why? To have children protected against a disease.

Specific

Measurable

Applicable

Relevant

Timebound 

The objective should clearly define the expected outcome 
and should answer questions such as who is involved what 
will be achieved and where. A specific objective will help 
define activities.

The objective should include an indicator of progress and should 
answer questions such as how often or how much. This will 
determine whether the objective is achieved.

The expected change defined in the objective should be realistic 
within the given timeframe and with the available resources.

The objective should contribute to achieving the overall program 
goal. This will support developing activities that are important to 
the program.

The objective should include a timeframe for achieving the 
desired change.
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Have a look at your SMART objective, does it fulfil the criteria?  
If not re-write it here!

Checklist for making a SMART objective YES NO

Is the objective Specific? (Is the target population,  
geographic location and the activity required of them clear?)

Is the objective Measurable  
(Is the amount of expected change defined?) 

Is the objective Attainable?  
(Can it be achieved within the timeframe stated and  

with the resources available?) 

Is the objective Relevant?  
(Does it contribute to the overall program goal?) 

Is the objective Time-bound? 
(Is the timeframe for achieving the objective stated?) 

Does the objective relate to a single result? 

Is the objective clearly written?  
(Are the desired action and outcome clear?)
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Our Specific behavioural 
Objective for MMR:  
To have parents in Kazakhstan take their chil-
dren to the health centre/clinic/hospital at 12 
months and 6 years of age to receive the MMR 
vaccine to protect the children against the 
disease and prevent measles outbreak in the 
country. 

 LEARNING FROM OTHERS!

An example from a communication training by New York University (WHO, 2009) is 
found below. Observe how specific this example is, instead of saying having x amount of 
women and men coning for a TB text they rephrased it like this: 
Behavioural Objective Example №1: To prompt, over the period of a year, approximately 
400,000 individuals (men, women and children of any age) throughout [location] who 
have a cough that does not go away after three weeks to come/be taken to one of the 320 
designated government health facilities for The Free TB Sputum Test.

It is useful to keep in mind, that objectives can 
be redefined and restated at later stages if new 
information has been retrieved for example on 
target groups and their needs. It is recommend-
ed that a communication strategy should have a 
maximum of three specific objectives. Too many 
objectives will likely have the strategy lose focus 
and hinder progress. 

@UNICEFKazakhstan /2021/ Ruslan Karsamov
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AUDIENCE ANALYSIS - 
WHO ARE WE COMMUNICATING 
TO AND WHY IS IT IMPORTANT

STEP 4 

 LEARNING FROM OTHERS!

The key to any communication is to 
understand your audience and not 
assume that you know something. In 
Karachi there was an area that had very 
low uptake of Routine Immunization 
vaccines. Most people assumed 
that this was because they were 
conservative and denounced vaccines. 
After a few interviews it became clear 
that they wanted health care workers 
from their community to hand out the 
vaccines. Said and done, after a few 
weeks this area became vaccinated. 
The more you know, the better you 
can tailor the response. 

Identifying target 
audiences 

Knowing the target group is key for a success-

ful communication strategy. Understanding the 

target group and the barriers that are prevent-

ing the behaviour strategy is aiming to achieve, 

is time-consuming, but will sharpen the focus of 

the communication strategy significantly. 

The target audience can be defined in a num-

ber of ways depending on the communication 

situation. The key point should be that the tar-

get audience is the audience that will have an 

impact on your campaign. For example, if there 

is a certain segment of a population that is not 

getting vaccinated, this segment should be de-

fined. A target audience can be defined by sex, 

age, gender, religious beliefs, geographical lo-

cation and so on. Even though we might tar-

get children aged 12 months to get a certain 

vaccine we will not target the children direct-

ly but their parents/cargivers and the spheres 

that influence them, for example grandparents 

and certain people that they look up to when it 

comes to medical advice.  We look at our key 

target audiences that we think will have an im-

pact and what influences these groups. It is vital 

to understand the audience that you work with 

so that you know how to communicate to them, 

what drives them to adopt certain behaviours 

and not others and so on. The more you know, 

the more successful the campaign will be.
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The primary audience (also referred to as 

the target audience) is the group of people to 

address directly with specific messages so that 

they change or modify their behaviour.

The secondary audience is the formal (and 

informal) social networks and social support 

systems that can influence the primary 

audience’s behaviour, including family, friends, 

peers, co-workers and religious networks. 

However, when it comes to naming who 

the secondary audience is, be as specific as 

possible and avoid using general terms such 

as «stakeholders», «community members» and 

«religious leaders». Instead, be specific and 

identify audiences like «teachers» or «Imams». 

The tertiary audiences are those whose actions 

indirectly help or hinder the behaviours of other 

participants. The tertiary audience’s actions 

reflect the broader social, cultural and policy 

factors that create an enabling environment to 

sustain the desired behaviour change. These 

might include local government representatives, 

law enforcement officials, media, etc.

For example, the target audience for 

vaccinating children against measles are 

parents/caregivers of babies from 1-12 months 

and parents that have children that are about 

to turn 6. We are talking about mother and 

fathers that take decisions regarding their 

children’s health. They in turn are influenced 

by friends, leaders of the community and 

health staff. These in turn are influenced by 

the laws and recommendations. 

COMMUNICATION 
BARRIERS

There are three types of barriers that must be 
carefully considered and researched in design-
ing a communication strategy. They include 
barriers to communication, barriers to informa-
tion and barriers to behavioural change. 

Each sub-chapter includes example key ques-
tions for inspiration. They should be modified 
according to the issue at hand. Most important-
ly, information should be retrieved by present-
ing the target audience with the questions, in 
order to get the first-hand information regard-
ing their perception, concerns, and issues. 

COST: Individuals may want to get the vaccine, 
but may find it expensive. Not just in terms of 
the monetary cost of the vaccine but also in 
terms of the time and income sacrificed to go 
to the vaccination clinic. 

ACCESS: For individuals living in remote re-
gions, the vaccine might be too far away, the 
cost of traveling to receive the vaccine might 
be too high, they may not have documentation 
necessary to receive the vaccine or there simply 
might not be enough doses for everyone. 

POOR INFRASTRUCTURE: In many cases, peo-
ple are deterred by their experiences with the 
infrastructure or care system itself, including 
poor service, long waiting times, unclear pro-
cesses, and irregular hours of operation. These 
experiences can tarnish their trust and make 
them hesitant to access them.
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EXAMPLE QUESTIONS TO ASK:   

• Has the target group heard about the 
(name disease) vaccine? 

• Do they know why getting the vaccine 
is important?

• Do they know where and when to get 
the vaccine? 

• Is the information available hard to 
understand or unhelpful in guiding 
them to get the vaccine? 

• Do they have accurate information 
about the vaccine, including side-
effects, nearby vaccination centres, and 
processes to get the vaccine?

• What vaccination topics do they not 
have enough accurate information 
about?

EXAMPLE QUESTIONS TO ASK: 

• How long does it take for the target 
group to travel to the closest health 
facility for a vaccine? 

• Are they able to travel to the clinic or 
vaccine drives? If no, why not? 

• Are they able to afford to travel to the 
clinics or vaccine drives? 

• When they reach the clinic, is the 
process quick and smooth?

• Are they given information about the 
vaccine in a friendly way?

• What would make the process of 
vaccinating their children easier? 

INFORMATION  
BARRIERS

MISINFORMATION False information about 
the causes of the disease, its side-effects, and 
vaccination plans spread rapidly, exacerbat-
ed by the use of social media. This is making it 
challenging for useful and helpful information 
to be shared and trusted.  

LACK OF ADEQUATE INFORMATION Some 
populations do not have access to useful and 
necessary information, such as side effects, vac-
cination centres, or even why one should vacci-
nate. This is especially common for socio-eco-
nomically vulnerable and remote populations. 

COMPLEXITY OF INFORMATION Even before 
identifying pertinent information, an individu-
al has to understand the information they en-
counter.

Trust in healthcare and in vaccines is a key rea-
son why people get vaccinated and have their 
children vaccinated around the world. To find 
out what their feelings are towards the desired 
behaviour is very important to understand their 
position towards vaccines and why they feel the 
way they do. 

COMMON BEHAVIOURAL 
BARRIERS

PREVAILING SOCIAL NORMS: Individuals are 
guided by and follow what others in their com-
munity are doing. Stigma against certain vac-
cines might pose issues for the uptake of those 
vaccines.

MISPERCEPTION: Individuals sometimes have 
beliefs or opinions that are inaccurate. This can 
stem from misinformation or community practic-
es and lead to fear, resistance, or a lack of trust. 
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EXAMPLE QUESTIONS TO ASK:

• From where does the target audience 
get their information about vaccines? 
Why? 

• Do they want the (insert type of 
vaccine, i.e., COVID-19 or MMR) 
vaccine? 

• Do they think the vaccine is safe? 

• Do they think the vaccine will be 
effective? 

• Are they afraid of the side-effects 
of vaccines, or the pain of getting 
vaccinated? 

• Do they feel that they are at risk of 
getting (insert the disease you are being 
vaccinated against)?

• Do they think getting COVID is 
dangerous to their health? 

• Do they think it’s dangerous for those 
around them?

• Are they aware and interested in 
how many people around them have 
received the vaccine? 

• Do they typically follow what others in 
their community are doing?

• Have they decided to get the vaccine 
but are unable to follow through? 

• What would motivate them to get the 
vaccine? 

SCEPTICISM is when people lack a trust in vac-
cines, they do not see the benefits of vaccines, 
often based on a number of reasons from lack 
of information, to misunderstanding statistics 
to having heard examples of vaccinations that 
have had bad side-effects. 

Five top findings about 
knowledge, practices and 
attitudes towards vaccines in 
Kazakhstan

Before going out in the field for the first-hand 
information, formative research (e.g. a desk re-
view) is in order.  A study «Parent’s Knowledge, 
Attitude and Practice on Childhood Immuni-
zation» Sociological Research Report identifies 
some important key findings answering the 
above questions and shed light on the reasons 
on parental vaccine refusals. https://uni.cf/3t-
mO9zG   

1. Key sources of information on vaccination 
in the parental environment are medical 
workers and specialized sites. Parents using 
these sources are more likely to have a posi-
tive experience with childhood vaccinations. 
Moreover, they are less aware of the volun-
tary, non-coercive nature of vaccination, the 
benefits and risks of vaccination, the types 
and kinds of vaccines.

2. Behaviour patterns of parents with one or 
more than one child of different ages are 
different. In the case of the latter, it often 
happens that the first child receives more 
vaccinations than the second one. Parents 
explain this by the large amount of available 
information about the dangers of vaccina-
tions.

3. Medical workers are generally highly trust-
ed. Those who rather and completely do 
not trust them note such main reasons as 
the low level of professionalism, the nega-
tive experience of those who have already 
undergone the vaccination procedure with 
their children, and lack of awareness of 
medical personnel.

https://www.unicef.org/kazakhstan/media/7611/file/KAP%20Survey%20in%20design_long_ENG_compressed.pdf.pdf
https://www.unicef.org/kazakhstan/media/7611/file/KAP%20Survey%20in%20design_long_ENG_compressed.pdf.pdf
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NEW INFORMATION ARISING,  
GO BACK AND LOOK AT YOUR 
SPECIFIC OBJECTIVE. DOES IT STILL 
HOLD? IS THERE A NEED FOR 
ANOTHER OBJECTIVE?

4. Lack of effective communication, coupled 
with superficial parenting about vaccina-
tion, contributes to the persistence of con-
cerns about vaccine outcomes in the form 
of complications and side effects. To a large 
extent, this is facilitated by the uncontrolled 
distribution of distorted information (which 
is often highly emotional) through instant 
messengers and social networks.

5. According to research participants, poten-
tially effective channels and tools for in-
forming parents about childhood vaccina-
tion include social advertising (for example, 
vaccines against COVID-19), live broadcasts 
on social networks with well-known immu-
nologists, epidemiologists, paediatricians, 
discussion platforms, extended posts.

FORMATIVE  
RESEARCH

Understanding how communities perceive 

and comprehend a problem or a challenge is 

necessary to design adequate interventions. A 

community is where the individual links to the 

environment around him/her. The community 

can be what is around the household in form 

of neighbourhoods, towns, villages.   It can also 

include non-geographically centred social net-

works of interaction, often based on beliefs, val-

ues etc. The impact of the community on the 

individual varies from country to country, but it 

usually has an impact through schools, religious 

structures and other influences. Engaging with 

community members is crucial in building trust 

and credibility for messages to be accepted, 

and protective actions more likely to be taken. 

Working with localized community groups, us-

ing existing structures, is highly recommended 

as the emergency efforts build on an estab-

lished network and trusted relationships. To add 

to existing information and to affirm that the 

assumptions and findings based on a desk re-

view are correct , a quick survey or a question-

naire with four-five thought-through questions 

can be carried out in order to ensure that no 

relevant information has been missed. Talking 

to nurses and doctors about the why’s or why 

not’s of people getting vaccinated is equal-

ly important. However, it is important to keep 

in mind that those not getting vaccinated are 

likely not reached at health centres, and hence 
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• Why do you (or your child) get 
vaccinated? 

• What information regarding vaccines is 
important to you?  

• From where do you get information 
about vaccines? 

Or

• Why don’t you get vaccinated? 

• From where do you get information? 

• What would you like to know about 
vaccines? 

talking directly to parents in other settings may 

expose other avenues for valuable information. 

Focus-group discussion and one-on-one inter-

views can be effective sources to retrieve signif-

icant information. Simple formative question-

naires containing four-five thought-through 

questions to check that our assumptions and 

findings from desk reviews usually suffice (See 

Annex 4 for tools).

Language and checks on what information is 

available in which languages are important fac-

tors to take into consideration. Target audiences 

retrieve information from various sources, and 

language plays a significant role in it.  

A few selected techniques and questions below 

aide towards gaining more information. 

TOMA – top of the  
mind analysis 

Top of the Mind Analysis (TOMA) allows explor-

ing into peoples’ perceptions of and immediate 

associations with a particular issue. It involves 

a simple exercise of asking various individuals 

what is the first thing that comes to their mind 

when they hear a particular word or phrase 

(linked to the recommended behaviour), what 

is the second thing, and what is the third thing. 

In this way, after a round of this kind of ques-

tioning in a community, a sense of what is at the 

top of the mind of people regarding a particular 

disease or behaviour can be acquired. 

TOMA can increase the understanding of peo-
ple’s current perceptions and shed light on how 
a particular behaviour is positioned in the minds 
of people, bringing up factors which can guide 
engagement of re-positioning attitudes towards 
a disease and related behaviours. Another way 
to use TOMA is to focus on «behaviour brands», 
leading to better branding of a behaviour. For 
example, if a (development) programme was 
encaging health professionals as the key drivers 
for change but the public perception of services 
provided by health professionals was «poor», a 
major strategic consideration would be on the 
how’s to overcome and change the perception. 
Use follow up questions after having received 
the three answers. Follow up questions can be, 
you said that, can you elaborate a bit on that for 
me please? How do you feel about that?

Short and quick interviews can be used to com-
plement the TOMA exercise. The questions that 
have proven useful are: 
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 LEARNING FROM OTHERS: 
TOMA 

A small study in Moscow on people’s 
perceptions of COVID vaccination 
revealed that the most common 
word that the respondents used was 
indifference, second was no rush and 
third was safety concerns. People did 
not perceive getting vaccinated as 
anything urgent as they did not see 
the incentives in getting vaccinated 
(WHO 2021). The analysis might 
suggest that the communication 
should focus on incentives as of why 
getting the vaccine is a good idea. 
Also, communication about the safety 
and side-effects of the vaccine needs 
attention. 

These questions provide a perspective of the 
target audience, and equally importantly, infor-
mation on the source of information, pointing 
toward the channels through which the audi-
ence can be reached. 

TIP!!! It is better to have some research dine on 
a small sample group at all. To assume the re-
spondents’ thoughts about vaccination for ex-
ample, will not lead to desired changes. Talking 
to the target group is vital, second hand infor-
mation (nurses and doctors for example) will 
not produce the same quality as talking to your 
target groups. It is better to interview 10 per-
sons than none at all.
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DESIGNING, TESTING, 
AND DELIVERING THE MESSAGE

STEP 5

A message that enables action, is specific, re-
alistic, is delivered through multiple, trusted 
channels, and leads to improvement is a mes-
sage to aim for. This chapter provides tools and 
inspiration to design, test and deliver a message 
with an impact. 

Designing  
the message 

The following questions offer guidance on 
what aspects to consider when designing 
messages. Discussing, brainstorming, re-dis-
cussing and re-designing within the commu-
nication team is advisable, allowing different 
perspectives, ideas, and reasoning to affect the 
end result. The message(s) must be based on 
research (like the one that we did in step 4, es-
pecially focusing on the KAP study result) and 
designed in close collaboration with participa-
tion of the target audiences. 

• What are the current messages circulating 
about the particular disease, vaccine and re-
lated behaviours? 

• What does the target audience want to know? 

• What messages would serve as triggers to 

action? 

• Would different messages be necessary for 
different audiences (for examples do mothers 
and fathers need different messages)?

• Are there any persistent rumours and mis-
information? How can misinformation be 
countered?

Consider the sources i.e.  
the ones that deliver the messages: 

• Which groups have influence in regard to the 
target group(s)?

• Who are currently credible, trustworthy 
sources of information in the community and 
why (sports personalities, actors, politicians, 
religious leaders, others) who would be seen 
as credible, trustworthy sources of informa-
tion?

• Who might be credible, trustworthy sourc-
es of information about the particular be-
haviour in the community?  (Grandparents, 
parents, elders, doctors, nurses etc.)

• To what extent is the health staff credible, 
trustworthy sources of information?

• To what extent are teachers and school chil-
dren’s sources of information?
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Consider the channels: 

A single channel is not enough, multiple chan-

nels must be used. 

• What are the existing channels of communi-

cation for the target group? 

• What communication channels have been 

used in past health communication cam-

paigns? Did it work?

• Is mass media readily available? 

• What are the coverages of radio, television, 

and newspapers? What are the popular ra-

dio and television channels or programmes? 

What are the most widely read newspapers?

• What traditional media are used for commu-

nication? 

• Are «houses of prayer» potential channels of 

communication for health messages

• What are the reliable social media channels 

that target audiences use? (see social media 

chapter).

Testing the message
After message design and before delivery, the 

messages must be tested out on the target au-

dience to ensure the impact.  This is done by 

asking participants from the target audience 

questions about the message itself. The mes-

sage can be tested by going out to 20 parents 

who is the target of the message. This can be 

done individually, or a focus group discussion 

can be held where parents discuss the message 

in groups. An ideal group has between 4 – 6 

participants. Mothers can make up one group 

and fathers the other. Some sample questions 

can be found below. In Annex 3 a sample FGD 

can be found for material testing. 

The main questions asked are:

• In your opinion, what is this message 

about? Who is it from?

• Is the message appealing?

• Do you trust the message?

• What in your opinion the message 

suggests?

• Would you follow the behaviour 

suggested by the message? 

• Do you have any suggestions on how 

to improve it?

If needed, alter the message to respond to the 

feedback. 

Delivering the message

The effectiveness of a communication chan-

nel (e.g., interpersonal communication, mass 

media, community dialogue) should be mea-

sured by its ability to deliver the right type of 

information to the intended population, to get 

people to remember the information, to moti-

vate people to talk to others about this infor-

mation, and to change their behavior or social 
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 LEARNING FROM OTHERS!  

EXAMPLE OF SOCIAL MOBILISATION AND MESSAGE DELIVERY

In Solomon Islands, parents were not against vaccines per se, but had other, more 
pressing priorities. Health centres were located far, and although healthcare workers 
visited the villages, children did not get vaccinated on time.

Messages had been designed but not tested, even though they sounded catchy they 
had no impact or people were indifferent to them. A few Focus Group Discussions 
were held and the message that captured peoples minds and heart was simple, «for a 
healthy life for your child, vaccinate every time!»  

The Ministry of Health together with local councils introduced a system in which chil-
dren as their homework brought home simple factsheets about the diseases they were 
vaccinated against and read them out aloud to their parents. Simultaneously, local 
church affiliated youth clubs were mobilised to remind parents about the importance 
of vaccinations, and mobile vaccination stations were set up to decrease the distances 
to get vaccinated. 

These rather simple actions resulted in a sharp increase in vaccination uptake and in 
the awareness of parents of the importance of vaccinating their children, showing the 
significance of involving the grassroot level in communication activities. 

rules of behaviors (social norms) and, in turn, 

the behavior of others in their social system, 

based on the  information. Mass or social me-

dia messages alone will have limited effects 

on behavior change, but mass or social me-

dia that stimulate dialogue and are combined 

with interpersonal communication will create 

synergies that increase the likelihood for sus-

tainable behavior change. A communication 

channel should provide information in a timely 

manner, be cost-effective for reaching the in-

tended population, and stimulate meaningful 

interactions within the target group or popula-

tion. Below follows a simple «menu» of differ-

ent communication alternatives. 
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BELOW FOLLOWS A SIMPLE «MENU» OF DIFFERENT  
COMMUNICATION ALTERNATIVES

Community-Based Approaches

Interpersonal or Group 
Communication Approaches

Strategic  
Communication Approaches

• Community mobilization (salary or incentive for people that go out to the communities  
to engage the in different activities)  

• Community engagement (can include venue hire, snacks etc)

• Community outreach – going to the community informing it in advance and making a 
programme out of the outreach

•  Different types of media can be used, showing films, music etc

• Home visits 

• Community Health   
(Frontline Workers)

• Faith-based mobilization  

• Mobile cinema 

• School-based 

• Mother support group

• Advocacy  
(policy, media, agenda-setting) 

• Mass media

• Community media 

• Social media  

• National events  
(e.g., Immunization Days, festivals)

Some key places for communicating

Administrative mobilisation. Making sure that 
the administrative partners, such as ministries, 
health care sectors etc, are aware and support-
ive of, and understand the communication cam-
paign/messages delivered. 

Community mobilisation, social mobilisa-
tion.  Community groups, traditional media, 
grassroots organizations, schoolchildren, and 
religious institutions are involved and aware.

Advertising. Promotional materials such as 
leaflets, pamphlets, banners, flags, danglers and 
radio and television spots. 

Interpersonal communication. Personal con-
tact with target groups at service points or visit-
ing their homes, listening to their concerns and 
talking about the issue at hand.

Point of service promotion. Messages are 
delivered at service points such as healthcare 
centres. 

TIP! A practical tip is that before implement-
ing a communication campaign, make sure that 
everyone on the ministries and line-ministries 
know about it – this will increase visibility and 
support! 
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MEDIA AND SOCIAL MEDIA

ALL PARENTS WANT THE BEST FOR 
THEIR CHILD. PEOPLE THAT DO NOT 
VACCINATE THEIR CHILDREN ARE NOT 
NECESSARY AGAINST VACCINES, THEY 
MIGHT HAVE CERTAIN CONCERNS THAT 
YOU CAN ADRESS.

STEP 6

Dealing with media is often something that ev-
eryone is slightly nervous to do, however, with a 
few simple tricks and tips, it is a rather straight 
forward thing to do. 

Invitations to a press conference should go out 

as press releases or direct invitations to the me-

dia outlets. Brief and to-the-point presentations 

focusing on 2-3 issues by a maximum of three 

people, focusing on simple language and rely-

ing on facts open a press conference, followed 

by an open floor for questions by journalists. 

Short, informative fact sheets for journalists 

should be available. For useful further details, 

visit WHO-created document. vss-presenting-

data-rus.pdf (who.int)

3. Media training

Short basic training for selected and by invita-

tion only to journalists or media outlets on a 

subject that requires discreteness, further un-

derstanding and discussion, is an effective way 

to create awareness to a cause that requires 

media attention. Media trainings should be in-

teractive occasions in which factual information 

is presented with space for open dialogue on 

the issue and on the effects of the ways the me-

dia presents the issues to the public. 

Media collaboration 

1, Issuing a press release 

Press release is a statement delivered to news 

outlets for the purpose of providing informa-

tion or an announcement. It should be concise 

and informative, containing a headline, an in-

troduction, a few sentences to describe what is 

happening, why, and where, contact details and 

a link to further information if possible.

2, Holding a press conference 

Press conferences are effective ways to gather 

the media important to the issue or cause of 

promotion, inviting the attention to the issue. 
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THE BELOW MESSAGE DELIVERY MAP IS AN IDEAL TOOL TO USE 
WHEN SPEAKING TO THE MEDIA

The top message should be strong enough to stand on its own,  
but it is useful to have additional supportive messages. 

1.  Measles is dangerous 
2. The campaign is necessary 

to keep out population 
healthy

3. Vaccines are safe

1а. Measles kills. 
Measles is one of the 
leading causes of death 
among young children in 
the world. 1 to 3 in every 
1000 infected individuals 
will die (Red Book 2015, 
data from the US)

2а. Our country has taken 
steps to avoid a future 
outbreak of measles 
by initiating a measles 
vaccination campaign

2b. The target group 
chosen for vaccination is 
1 and 6 year-olds in all 
regions. The campaign 
intends to cover at least 
80% in this age group

1b. The complications of 
the disease can lead to 
pneumonia, blindness, 
encephalitis (an infection 
that causes brain swelling), 
severe diarrhoea and 
related dehydration, 
ear infections or severe 
respiratory infections

1c. In 2013, there were 
almost 150 000 measles 
deaths globally – about 
400 deaths every day or 16 
deaths every hour

2c. Not enough people 
are immune and in 2014 
our country reported more 
measles cases than in 
previous years. There have 
been pockets where the 
coverage has not been as 
high and it seems some 
people have been missed

3а. More than twenty 
new studies show no 
link between autism and 
vaccines

3b. It is ok to be worried, 
but get the facts

3c. Talk to your doctor 
about vaccine safety
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Remember that 

• The job of the media is to get an 
exciting story.

• Your job is to tell YOUR story, YOUR 
way.

• It is not always possible to answer 
immediately the questions asked 
by media. You can politely continue 
with your key points. If you do not 
know something, say about it and 
say that you will contact them 
when you will know the details.

• The only way to improve your 
media skills is preparation, 
rehearsal and feedback. 

See annex 4 for «Ten media tips».

Social Media
Misinformation about vaccines and diseases is 
described by the WHO as a pandemic. Number 
of sites promote misinformation and present 
rumours as the truth.  There are some key gen-
eral rules and recommendations when dealing 
with social media, and the illustration below 
presents three useful facts for communicating 
about vaccines.
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THREE USEFUL FACTS FOR COMMUNICATING  
ABOUT VACCINES 

A snapshot from Tackling COVID-19 Myths, UK Government, 2020 

MESSAGE A 
VACCINE  
SAFETY

COVID–19 VACCINES ARE 
RIGOROUSLY TESTED FOR 

SAFETY AND EFFICACY BEFORE 
APPROVAL

MESSAGE B 
VACCINE 
DEVELOPMENT

VACCINES ARE A SAFE SOLUTION 
DEVELOPED AT SPEED DUE TO 

UNPRECEDENTED LEVELS OF 
SCIENTIFIC COLLABORATION, 

FUNDING AND THE LARGE 
NUMBER OF VOLUNTEERS FOR 

HUMAN TRIALS

MESSAGE C 
VACCINES REDUCE  
THE RISK OF SICKNESS

BEING VACCINATED 
REDUCES YOUR 

RISK OF GETTING 
SERIOUSLY SICK WITH 

COVID – 19

FACTS TO INFORM WHAT YOU POST 

• There are strict protections in place to ensure 
the safety of all COVID-19 vaccines

• Before receiving validation from WHO and 
national regulatory agencies, COVID–19 
vaccines must undergo rigorous testing 
in clinical trails to prove that they meet 
internationally agreed benchmarks for safety 
and effectiveness

FACTS TO INFORM WHAT YOU POST 

• Unprecedented scientific collaborations 
have allowed COVID-19 vaccine research, 
development, and authorisations to be 
completed in record time – to meet the urgent 
need for COVID–19 vaccines while maintaining 
high safety standarts

• As with all vaccines, the World Health 
Organisation and regulatory authorities will 
continuously monitor the use of COVID–19 
vaccines to confirm that they remain safe  
for all who receive them

FACTS TO INFORM WHAT YOU POST

• The COVID – 19 vaccines provide protection 
against the disease, as a result of developing 
an immune response to the SARS –Cov-2 virus

• Developing immunity through vaccination 
means there is a reduced risk of developing 
the illness and its consequences. This immunity 
helps you fight the virus, if exposed
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 LEARNING FROM OTHERS!

In Kazakhstan 2015 there was a mea-

sles outbreak that was fuelled by un-

funded rumours of the vaccine caus-

ing paralysis, hysteria and infertility. 

These were also written in the press. 

Instead of attacking the press it was 

decided to have trainings for journal-

ists. These were held in key oblasts by 

WHO. From these trainings it was clear 

that the media did not have a person 

to ask about vaccines etc. This was not 

the fault of anyone, the media per-

sons were very busy at MoH and this 

was also the case from the UN. This 

led to a closer collaboration between 

journalists and MoH and the UN. It is 

important, just as it is with target au-

diences to ask what the journalists. 

Make sure that the platform you communicate 
on is a space owned by a trustworthy source, 
be it a social media page for vaccines ran by a 
Health Ministry or another credible institution.  
Provide simple and clear messages following 
the rules below. 

• Be empathetic and listen. In most cases, 
people sharing misinformation think they 
are helping and will have genuine ques-
tions or concerns.

• Keep your key messages simple, emphasiz-
ing high safety instead of low risk as well 
as the social benefits of vaccines. Repeat 
these messages often. Do not use scientific 
jargon or acronyms if you can avoid them. 

• Repeat your key messages as often as pos-
sible so your audience will be more likely to 
remember them. 

In terms of vaccine hesitancy, WHO recom-
mends the following:

DOs:

• Use inclusive terms to underline a shared 
identity with the audience e.g. ‘we as par-
ents’, or ‘as members of a community’.

• Underline scientific consensus regarding 
vaccine safety and efficacy. 

• Engage with your networks. A lot of informa-
tion and misinformation is shared through 
messaging platforms e.g. WhatsApp, Face-
book Messenger, Telegram; and spreads far 
and wide. 

DON’Ts

• Don’t repeat any anti-vaccine arguments or 
unauthorized sources - stick to your facts.

• Don’t engage directly with anti-vaccine 
commentators. 

• Don’t repeat myths which are sent to you. 
Don’ts engaging with vaccine hesitant 

• Avoid a sense of ‘guilt tripping’ people to 
get the vaccine. 

• Avoid raising questions about the personal 
motivation of vocal vaccine deniers - save 
such discussions for private personal inter-
actions.



30

MONITORING & EVALUATION

STEP 7

Monitoring and evaluation is an integral of every 
programme, including communication efforts. 
Indicators must be in place to measure the pro-
cess and the impact of the programme. Process 
indicators measure whether the programme has 
achieved the actions it set out to achieve, i.e. 
setting the base that enables change, and im-
pact indicators measure whether change took 
place and to what extent, e.g. in behaviour. 

Close attention to designing an M&E should 
be paid at the design state of the programme, 
making sure to choose indicators that can be 
measured throughout the programme. For ex-
ample, if the behavioural objective is to prompt 
parents to bring in their children for routine 
immunization, it must be checked that baseline 
data exists for the number of parents bringing 
in their children for routine immunization and 
that the same data is being collected through-
out the programme, or that the programme has 
adequate resources to conduct observational 
studies and surveys to prove the change. 

Another important step is thinking about 
what is being measured and how progress is 
measured. A simple baseline to be measured 
against is useful. The baseline can derive from 
KAP studies, other studies or if it is lacking one 

can measure behaviours or knowledge during 
the communication campaign. 

There are a number of ways to design strong 
indicators to measure behaviour change. The 
starting point to measuring the impact is an-
swering the following questions:  

• What is the desired impact/effect of health 
communication efforts? 

• What accounts for that impact/effect? 

• What would be the intended effect of 
planned communication efforts with re-
gard to the stated behavioural objective? 

These questions can be answered by using a 
simple table, like the one below. Feel free to use 
the indicators when designing the communica-
tion strategy.
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INDICATORS AND METHODS FOR MEASURING BEHAVIOR CHANGE 

INDICATOR 
DESCRIPTION  

(quantitative  
and  
Qualitative) 

ACTIVITY

BASELINE

(either existing  
study or a quick 
assessment 
beforehand)

EXPECTED 
CHANGE

DATA 
COLLECTION 
METHOD

Number of parents 
that know when to 
take children for 
vaccination

Number of children 
that get their MMR 
vaccine

Number of parents 
that know what 
disease their 
children is being 
vaccinated against

Interviews with 
parents (20 parents 
interviewed in  
area X)

N/A interviews

From previous 
assessments,  
KAP studies

Records, official 
statistics

Previous 
interviews,  
KAP

an increase in 
knowledge from 
50% to 75% correctly 
being able to identify 
what disease the 
vaccine given is for 
in 6 months

% of parents that 
know when to 
vaccinate their child 
next time increases 
from 60% to 80% 
over 6 months

Increase in 
vaccination uptake 
among target group 
from 82% to 90% in 
6 months

% of parents that say 
they will vaccinate 
their child according 
to RI schedule

%of parents increase 
their knowledge 
from 50% to 75%

Interviews,  
KAP surveys,  
etc

Records, statistics, 
point of service 
observation

interviews
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TIP! Remember to set out indicators before starting the implementation so you can measure the 
progress before, during and after your campaign. Try to think what is the best way to measure your 
campaign and remember that lessons learned, positive or negative, should be recorded for future 
knowledge. 

@UNICEFKazakhstan /2021/ Nazira Kaimova
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BUDGETING 

STEP 8

What resources are needed?

Budgeting can be a difficult to do depending 
on what activities are taken into consideration. 
With the establishment of a technical working 
group on communication for immunization, 
one of the key tasks should be to have commu-
nication budgets available. 

The costs can be shared with other ministries, 
local authorities and other organisation as they 
all have similar responsibilities and interests in 
doing the same work. The best practice globally 
is to make sure that communication is budget-
ed for advance, also in the overall response to 
immunization. 

The following costs can be anticipated:

Planning meeting: travel costs.

Formative research: collating reports, man-
hours, consultancy costs.

Implementation: production of materials, ra-
dio jingles, tv spots, hiring social mobilisers, 
meeting costs, catering, travel for M&E. Distrib-
uting of materials, trainings including hiring of 
trainers, venues and catering

Follow up- M&E:  travel costs.
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BUDGET POSTS FOR COMMUNICATION (EXAMPLE) 
ITEM SUBITEM DETAIL OF TASK TYPE OF INPUT

Stakeholder Workshop(s)
Highligting key issues for communciation
Strategic planning and division of labour

• Venue and catering 
• Transportation 
• Printing

Material inputs  
and logistic costs

Research 
(One or more 
studies)

Preparatory  
work • Review of existing data  

(desk review KAP studies etc) 

• Preparation, training and follow-up 
by experts (if experts from abroad, 
travel expenses, per diem) 

Senior expert-days

Senior Expert Days

Travel 
Days
Room

Training on 
formative research  
(if applicable) 

Questionnaires and interview techniques Venue, travel  
if applicable

Data collection  
field work

• Preparation and execution  
of interviews

• Travel Car rental if needed

• Material costs Recorder if needed

Data  
analysis

Report highlighting key points (translation if needed) 
support worker

Analysis of data

Varies depending 
on channels. 

Implementation • Training of social mobilizers, 

• spokesperson training

• Production of materials, radio jingles, 
tv spots, hiring social mobilisers, 
meeting costs, catering, travel for 
M&E. Distributing of materials, 
trainings including hiring of trainers, 
venues and catering

Trainer fees, 
venue

 M&E Printing of M&E 
sheets

Interviews, observation, 
checking of records 

Travel,  
printing,
Man hours
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CRISES 
AND EMERGENCY 
COMMUNICATION

STEP 9
1. Be First. Crises are time sensitive. Commu-

nicating information quickly is crucial. For 
members of the public, the first source of 
information often becomes the preferred 
source. 

2. Be Right: Accuracy establishes credibili-
ty. Information can include what is known, 
what is not known, and what is being done 
to fill in the gaps.

3. Be Credible. Honesty and truthfulness 
should not be compromised during crises. 

4. Express Empathy. Crises create harm, and 
the suffering should be acknowledged in 
words. Addressing what people are feeling, 
and the challenges they face, builds trust 
and rapport. 

5. Promote Action. Giving people meaningful 
things to do calms anxiety, helps restore or-
der, and promotes some sense of control.

6. Show Respect. Respectful communication 
is particularly important when people feel 
vulnerable. Respectful communication pro-
motes cooperation and rapport. Fully inte-
grating CERC helps ensure that limited re-
sources are managed well and can do the 
most good at every phase of an emergency 
response.

The difference between crises and emergency 
communication and normal behaviour change 
communication is rather large. In emergencies, 
the situations develop fast and in an uncertain 
manner. Communicating fast and accurately 
becomes highly important. 

No one can fully prepare for emergencies, but 
having a solid emergency communication plan 
including an emergency communication team 
(team should consist of decision maker from 
government, credible spokesperson, members 
of relevant state bodies, media officer and com-
munication specialist from relevant internation-
al organization (UNICEF, WHO) appointed in 
advance gives the leverage needed in acrises 
situation. (See the checklist for emergency/cri-
ses action in Annex 2). Communication should 
not be seen as a standalone component during 
an emergency, but be a part of the response. 
Having a communications person in the core re-
sponse team is avital for accurate and quick in-
formation. The Centre for disease control high-
lights the following for communicating during 
an emergency.  

BE FIRST, BE RIGHT, BE CREDIBLE, EXPRESS EMPATHY, PROMOTE ACTION, AND SHOW 
RESPECT. WE CAN HAVE A REAL AND MEASURABLE EFFECT ON THE WELLBEING OF OUR 
COMMUNITIES BY WHAT WE SAY, WHEN WE SAY IT, AND HOW WE SAY IT.

CDC, 2019
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COVID 19  
AND COMMUNICATION

STEP 10 

The COVID-19 pandemic posed uncountable 
communication challenges, from first not 
knowing much about the virus to the other ex-
treme that can best be described as a COVID-19 
fatigue. Even though common knowledge 
based on scientific information exists on the 
best ways to overcome the pandemic, an at-
titude of weariness and indifference lingers on 
among people. 

The challenge of communicating a new vac-
cine that has raised remarkable sceptical opin-
ions has wiped across the globe together with 
misinformation and false rumours, not making 
the jobs of health communicators particularly 
envied. Here are some examples of success, re-
search findings and other stories,

The steps described in this manual can be used 
to tackle the COVID 19 situation as well. Iden-
tifying key audiences, their concerns over the 
vaccine, incentives that would make them take 
the vaccine and how to communicate are all 
useful tools. Having correct information about 
the vaccines and about the disease are key to 
successful communication.

Below is a list of content needed to fulfil most 
of your needs for creating messages communi-
cation products and activities. As you consider 
each topic, note whether content is available 

and where it can be found. Some relevant WHO 
resources are filled in as examples. This content 
was developed for global audience and needs 
adaptation for country and community contexts 
where relevant and possible.

There are two key challenges when addressing 
COVID-19. One is that it has been going on for 
a long time and is considered to be harmless by 
many, there is no acute urgency and therefore 
vaccinations may not seem so important. The 
other challenge is that there are rumors about 
both the vaccines and the disease that either 
say that COVID-19 does not exist or that the 
vaccines have harmful effects. These are diffi-
cult but not impossible to counter. Below follow 
some examples of COVID-19 responses.
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KEY INFORMATION ABOUT COVID-19

What is COVID-19?

How is it transmitted?

What are its symptoms?

How can I prevent 
becoming infected?

www.who.int/news-room/q-a-detail/ 
q-a-coronaviruses

www.who.int/news-room/q-a-detail/
q-a-coronaviruses

www.who.int/news-room/q-a-detail/
q-a-coronaviruses

www.who.int/news-room/q-a-detail/ 
q-a-coronaviruses

Multinational company in Russia  
using carrot instead of stick

As an example, in Russia, a major international 
company faced a challenge when their stores 
would be closed if not at least 80% were fully 
vaccinated by a given date. The company de-
cided to explore the potentially powerful path 
of communication. By inviting speakers on we-
binars, arranging Q&A session and by listening 
to their staffs concerns regarding the COVID-19 
vaccine, they managed to reach the vaccina-
tion goals. The senior management showed 
through pictures and videos how they got vac-
cinated and encouraged staff to do the same. 
Misinformation was dealt with immediately and 
key facts about COVID-19 and vaccination was 
shared, including numbers of the infected and 
the deaths.  Positive reinforcement was used by 
having posters of the staff getting vaccinated as 
well as messages that focused on how the vac-
cine protects friends and families and can lead 
to «going back to normal» situation.

Justifying your behaviours is key –  
example from Finland 

Just as in many other countries, people in Fin-
land found it hard to understand why it was 
fine for people to sit next to each other in trains 
and busses, but theatres and museums were 
closed for the public. This again goes to show 
that the behaviours need to be explained for 
the audience to adopt measures.  The decision 
makers did backtrack on this and admitted that 
not enough information had been given. After 
these incidents, theatres and other cultural ven-
ues were opened. 

Like anywhere in the world there were some 
parts of the population that did not want to get 
vaccinated, however, introducing corona passes 
etc also improved the situation. Some studies 
show that people would get vaccinated if they 
were given a monetary compensation from as 
little as 10 euros, however,this is a very danger-
ous path to take as future health interventions 
should not be paid for, people should see the 
value of free health interventions. 

https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/question-and-answers-hub/q-a-detail/coronavirus-disease-covid-19
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Annex №1 
EMERGENCY RISK COMMUNICATION CHECKLIST

TIMING ACTION Complete?
(tick done)

Write Up of 
Actions

(specify action 
taken)

First 24 
HOURS

ACTION №1: Identify Risk 
Communication Lead

ACTION №2: Risk Communication 
Lead organises a team for following 
communication functions/activities

• Media and public relations  
• Community engagement 
• Risk Communication content 

development (key messages, press 
releases, statements) HP allocated 
officer with technical officer

• Graphic designer 
• Communication logistics and 

distribution 
• Monitoring and evaluation 

ACTION №3: Risk Communication 
Lead participates in first emergency 
coordination/cluster meeting
Lead provides advice and direction 
to meeting on communications and 
community engagement
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ACTION №4: Risk Communication 
Lead debriefs HPT on same day as 
coordination/cluster meeting  
Lead allocates task to communication team 
for any immediate   actions (key message 
development /developing talking points / 
press release)

ACTION №5: Identify spokespersons 
Inform key spokespersons of their role and 
actions to be immediately undertaken e.g. 
media briefing /press conference/ press 
release

24 – 48 
HOURS ACTION №6: Risk Communication Lead 

participate and input into first risk 
assessment and situational report 

ACTION №7: Develop and release first 
health alert for priority health risks.

ACTION №8: Develop key messages  
and talking points
Rapid Knowledge, Attitude & Practice 
Survey / Assessment. 
Work in close partnership with incident 
manager and technical units to determine 
whether communication response is 
appropriate and aligns to the overall 
emergency response
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ACTION №9: Call other communication 
partners together for first meeting and 
plan joint activities/ messages
Discuss each partners resources and 
networks available to support immediate 
response.
Agree on next meeting time and how often 
partners will meet (every 2 days/daily/
weekly).
Agree on how they will continue to 
collaboration for:
Disseminating messages
Compiling community feedback 
Joint social mobilisation actions

Reach out and support oblast 
communication teams for 
localised response

Day 3-5 ACTION №10: Develop a Risk 

Communications Plan  

Develop a communications plan.  

Note this plan should be updated if the 

situation changes requiring a new approach. 

Work in close partnership with incident 

manager and technical units to determine 

whether communication response is 

appropriate and aligns to the overall 

emergency response.

Develop monitoring and evaluation 

component, aligned to the plan
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ACTION №11:  
Communications budget allocation and 
resource mobilisation 

• Develop a budget to support 
communication activities developed in 
the plan. 

• Develop proposal for potential support 
by donors and other development 
agencies.

• Identify and allocate existing internal 
resources that can support with 
communications needs

ACTION №12:  
IEC Content Development
Develop and/or obtain IEC materials, in 
partnership with your partner agencies 
through the Communication Technical 
Working Group. 
Check the IEC inventory to determine  
if materials already exist

ACTION №13:  
Message testing  
Get feedback from provincial teams on key 
messages, community concerns and issues. 
Update key messages if required.  
Pre-test materials with focus groups or 
target audiences
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Day 6 - 14 ACTION №14:  
Disseminate messages and continue 
partner coordination  
Disseminate IECs to provincial teams 
according to distribution list .
Where needed, national staff to travel 
to provinces to train and brief provincial 
counterparts.
Continue to organise regular meetings with 
the Communications Technical Working 
Group to progress the communication 
activities and ensure consistency in 
messaging being distributed

ACTION №15: Media monitoring 

and Active Listening

Develop Frequently Asked Questions (FAQs) 

that are iteratively updated with media 

responses provided by the Ministry. 

These FAQs can be used to support the timely 

response to further information request and 

inform new key messaging. 

Active monitoring of media for potential 

rumours, misinformation or issues of 

concern regarding the response or 

emergency. Where appropriate, develop 

responses including updating key messages. 

Provincial teams to provide weekly update 

reports, including those provided by 

community focal points, on the emergency 

communication activities and issues
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ACTION №16: Monitoring distribution 
plan and disseminate more IEC products 
if required

Day 14 – 30
ACTION №17:  
Continue the communication 
Release new information when it becomes 
available such as case number increase/
decrease, and deaths, hazards and other 
risks, via updated community messages, 
media updates and press releases.  
Provincial and Community focal points, with 
support from the National team, to continue 
to conduct community engagement 
activities, awareness activities and reinforce 
key messages.
All focal points to continue approach of 
correcting rumours/misinformation where 
required, including updating key messages 
as the situation evolves

When inci-
dent man-
agement 
structure is 
deactivated, 
or outbreak 
contained

ACTION №18: Conclude  

Notify the public that the outbreak is 

declared over or the emergency is largely 

responded to through a press statement 

AND through community outreach  efforts 

Once a public health emergency has been 

resolved, then the community must be 

advised that the risk has lessened/been 

eliminated  
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Within  
1 – 2 
months 
of the 
emergency 
being  
concluded

ACTION №19:  
Debrief  
Hold a 'Lessons Learned' meeting with the 
involved communication focal points and 
partners.  
Discuss the response, including what worked 
well and what can be improved for next time

ACTION №20: Evaluation 
Evaluation of the effectiveness of a 
communications intervention should be 
assessed. 
This can be conducted either as part of 
the completed public health intervention 
response or as part of the debrief process

Annex №2
FOCUS GROUP DISCUSSION – MATERIAL FEEDBACK  
What Is a Focus Group Discussion?

A focus group discussion (or FGD) is a qual-
itative research method in the social sciences, 
that aim to study underlying reasons for certain 
behaviours or problems. They are helpful for 
adding meaning and understanding to existing 
knowledge or getting at the “why” and “how” 
of a topic.

FGDs are semi-structured interview led by a 
skilled moderator. The moderator asks broad 
questions to elicit responses and generate dis-
cussion among the participants. The modera-
tor’s goal is to generate the maximum amount 
of discussion and opinions on a particular sub-
ject, in this case about the material that has just 
been produced.  A FGD group consists of be-
tween 4 and 6 persons. 

Purpose 

When conducting any form of research, it is al-
ways useful to ask; What do I expect to get out 
of this research? Before sending the message 
out to the public it is useful to test it, to see if it 
is understood the way it is intended and make it 
as efficient as possible.  

In this way, health messages can be created 
through the right channels and an efficient 
measurable response can be done through 
communication. This FGD might also help to 
better understand people’s risk perceptions, 
health behaviours and practices that can then 
be triangulated with the quantitative data at 
hand.  
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QUESTION ANSWERS

Main Question:  
• In your opinion, what is this message 

about? Who is it from?

Follow up questions: 
• What do you think 
• about the message? 

Main Question: 
• Do you trust the message?  

Why or why  not?

Follow up questions: 
• •What, in your opinion would be  

a good message?
• Would you follow the behaviour 

suggested by the message?
• •Do you have any suggestions  

on how to improve it?

Questions for FGD

How to conduct a FGD online
Usually, an ideal groups sample is somewhere 
between 6 and 12 persons, however due to 
the fact that these FGDs will be done online, 
a smaller group consisting of 4-5 persons is 
recommended to keep the conversation run-

ning smoothly. This also means that follow up 
questions become more crucial and that the at-
tention span of the respondents will eb come 
shorter. Hence the time for the FGD should not 
exceed one hour and 3-5 main topics are rec-
ommended.  
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1. Never, never, never lie – trust is your pri-
mary tool. If you do not know something 
say so, also say you will get to them when 
you know more.

2. Never say «No comment» – that is a com-
ment that is easily analysed in a negative 
way.

3. There is never an «off the record» – there is 
no deal that saying this will lead to an off 
the record.

4. Don't speculate – Speculation causes mis-
trust and can be taken as a fact.

5. Be short, get to the point, and always think 
of the audience – Try to say your key mes-
sages in a simple way.

Annex №3
TEN GOLDEN RULES FOR TALKING 
WITH THE MEDIA

6. Use simple language, avoid jargon –  
Do not use technical language, you might 
understand it, but your audience will not. 

7. Be consistent – repeat, repeat, repeat – 
think of 3 things that are key, repeat them.

8. Cater to the heart and the head – You are a 
human, not a robot. Express sympathy and 
understanding.

9. Beware of reporters' tactics – These can 
vary, stick to your message, for example 
«what I want to highlight is…».

10. Stay calm, confident and in control – Never 
loose your temper, be polite but firm.




