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DMIWHO ARE WE?

DMI run radio, television and mobile campaigns to change
behaviours and improve lives in low-income countries.

Generate evidence of impact using robust evaluations, and scale up
the most effective campaigns to reach many millions of people.

Focus on health (including child survival and family planning), but we
also work on other issues (such as early childhood development).

Focus on sub-Saharan Africa, but have

also work across the developing world.
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DMIClassic “before-after” data

India leprosy campaign, BBC (1999-2001)
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DMIDose-response and time-series analyses

DMI campaign in Orissa, India 2008

Behaviour: Last baby wiped dry, without being bathed immediately after birth
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DMIDMI’s Saturation+ methodology: (Lancet 2015)

SPOTS:

Broadcast drama spots  

6-12 times per day 

(radio) in every key 

language, or 3 times 

per day (television). 

LONGER FORMATS:

(Dramas, interactive)

Strip-scheduling, 

ideally daily. 

Easiest using live radio 

formats

AIRTIME:

Negotiate free airtime 

by bartering it for 

capacity-building for 

partner stations

INTEGRATE RESEARCH: 

Integrate research and 

creative teams. Use 

formative research 

findings to drive the 

creative process

SATURATION

SCIENCE

STORIES

MARKET ANALYSIS:

Quantitative analysis 

of the media market 

to select channels 

with saturation 

coverage

MODELLING:

Use mathematical 

modelling to estimate 

the number of lives 

saved by each 

message

AIRTIME ALLOCATION:

Allocate airtime to 

each message based 

on the number of lives 

saved

EMOTIONAL CLIMAX:

Ensure emotional 

climax of stories 

reflects key barriers to 

behaviour change

TESTING:

Create capacity to test 

before and after 

broadcast to check 

message clarity and 

impact

AIRTIME ALLOCATION:

Allocate airtime to 

each message based 

on the number of lives 

saved



DMIWider implications for public health

Health system

Education system

Sanitation system

Transport system

Media system



DMIPredicting health impacts: DMI-LSHTM model

Country
Under-five 
deaths per year

Predicted under-
five lives saved

As % of 
all deaths

Media 
penetration

Cost per 
DALY

Cameroon 74,000 8,917 12.1% 69% $7.15

Chad 82,000 10,809 13.2% 45% $6.66

Côte d'Ivoire 75,000 9,562 12.7% 74% $7.55

DR Congo 391,000 14,384 3.7% 44% $6.41

Ethiopia 205,000 10,052 4.9% 33% $7.48

Ghana 56,000 7,166 12.8% 92% $11.87

Guinea 41,000 6,010 14.7% 64% $10.42

Kenya 108,000 20,316 18.8% 86% $6.36

Malawi 43,000 5,501 12.8% 70% $14.45

Mali 83,000 16,379 19.7% 81% $4.40

Mozambique 84,000 14,592 17.4% 88% $7.12

Niger 91,000 12,392 13.6% 64% $5.17

Sierra Leone 39,000 4,801 12.3% 57% $14.31

Tanzania 98,000 18,040 18.4% 70% $4.59

Uganda 103,000 14,967 14.5% 83% $6.23

Zambia 50,000 11,182 22.4% 72% $8.24



DMICost per DALY for key health interventions
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DMITesting the model through an RCT

The intervention:

7 partner stations

35 months broadcasting

365 days per year

10 spots per day 

2 hour primetime show, 
5 nights per week. An 
interactive show with 
drama inserts. 

All in 6 languages

Life-saving health 
messages



DMIEndline results | Mortality

RCT did not detect any evidence of an impact of the campaign on 
post-neonatal child mortality (primary outcome)

Period Control arm Intervention arm

Risk 95% CI Risk 95% CI

Mar 2010 – Feb 2012 93.3 72.5 - 114.2 125.1 104.8 - 145.5

Mar 2012 – Dec 2012 88.0 66.3 - 109.8 114.5 95.5 - 133.5

Jan 2013 – Oct 2013 71.4 52.4 - 90.4 105.2 81.9 - 128.4

Nov 2013 – Oct 2014 58.5 44.8 - 72.3 85.1 67.7 - 102.6



DMIEndline results | Limitations of the RCT

Study design: 80% power to detect a 20% reduction in mortality
54% power to detect a 15% reduction

BUT

• Dramatic falls in child mortality (from 93.3 to 58.5 per 1000 in our control 
clusters)

• Imbalances between control + intervention arms

• High between-cluster heterogeneity at baseline (range from 156/1000 to 
56/1000) 

In light of these limitations to the study’s power (almost no power to detect 
mortality reduction of <10%), the RCT’s Independent Scientific Advisory 
Committee decided (in the 2014 analysis plan) to collect health centre data, 
allowing the modelling of mortality.



DMIEndline results | Health facility data (under-fives)

Intervention clusters Consultations rose from 79,852 to 105,814 per year

Control clusters Consultations rose from 67,070 to 79,262 per year



DMIEndline results | Analysis of health facility data

Year 1 35% increase in under-five consultations(p<0.001)

Year 2 20% increase (p=0.003)

Year 3 16% increase (p=0.049)

Period
Intervention effect by time period on 

attendances for under-five consultations 

at primary facilities (routine facility data)

Ratio 95% CI p

Year 1 (Mar 2012 – Feb 2013) 1.35 1.20 - 1.51 <0.001

Year 2 (Mar 2013 – Feb 2014) 1.20 1.06 - 1.37 0.003

Year 3 (Mar 2014 – Feb 2015) 1.16 1.00 - 1.35 0.049



DMIEndline results | Health facility data (perinatal)

Period Intervention effect by year on ANC 

attendances at primary facilities

Intervention effect by year on 

deliveries at primary facilities

Ratio 95% CI p Ratio 95% CI p

Year 1 (Mar 2012 – Feb 2013) 1.06 1.02 - 1.10 0.004 1.07 1.02 - 1.11 0.004

Year 2 (Mar 2013 – Feb 2014) 1.09 1.01 - 1.18 0.026 1.06 1.02 - 1.11 0.003

Year 3 (Mar 2014 – Feb 2015) 1.08 0.98 - 1.18 0.129 1.09 1.04 - 1.14 <0.001

Year 1 6% increase in ANC attendances, 7% increase in health centre deliveries

Year 2 9% increase in ANC attendances, 6% increase in health centre deliveries

Year 3 8% increase in ANC (but p=0.129), 9% increase in health centre deliveries 



DMIEndline results | Modelled mortality impact

Modelling using LiST (“Lives Saved Tool”)

Campaign reduced under-five mortality by 6.3% in year one

Cost of $25 per DALY (approx. $430 per life saved)

Indicator 2012 2013 2014 TOTAL

Mean Lower Upper Mean Lower Upper Mean Lower Upper Total Lower Upper

Under-five lives saved 3,979 2,025 5,864 2,465 759 4,545 2,483 535 4,640 8,927 3,355 15,048

Mortality reduction 6.3% 3.9% 3.9% 4.5%



DMIEndline results | Scale-up countries

LiST modelling for potential scale-up countries : 3 year national 
media campaigns (2017 to 2019)

Cost per DALY ranges from $7 in Malawi to $40 in Cameroon

Burkina Faso Burundi Cameroon Malawi Mozambique

Under-five lives 
saved 
(average annual)

2,369 2,053 2,207 5,779 5,239

$ per DALY 
averted 27 28 40 7 19

Mortality
reduction 
(average annual)

4.3% 5.8% 3.4% 15.1% 7.1%



DMICost per DALY for key health interventions

Anti-retrovirals Primary care Immunisation Saturation media
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DMIFamily planning RCT | Overview

• Three-year cluster-randomised controlled trial
• Eight intervention and eight control clusters
• Primary outcome: modern contraceptive prevalence
• Baseline mCPR: 23%
• Funders: Global Innovation Fund, USAID, individual
• Evaluation partners: J-PAL (Rachel Glennerster and 

Victor Pouliquen) and IPA (Burkina Faso team)

Preparatory 
work              

Oct 2015 -Dec 2016

Census: 
25,291 households

48,513 women
Jan - Mar 2016

Baseline: 7,515 women

Clinic survey: 467 clinics
Apr - June 2016

Radio campaign
June 2016

End of the 
radio campaign

Dec 2018

Endline

Jan - Mar 2019

Randomization
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DMIEndline results | Message Weightings

Behaviours Spots 
(n=152)

Long formats 
(n=1317)

Care seeking 91 (60%) 652 (51%)

Diarrhoea 28 (18%) 194 (15%)

Pneumonia 18 (12%) 182 (14%)

Malaria 29 (19%) 124 (9%)

ANC & health facility deliveries 16 (11%) 152 (12%)

Home-based 61 (40%) 665 (49%)



DMIEndline results | LiST Modelling Approach

• Increases in U5 consultations were applied equally across each childhood 
illness targeted by the campaign: malaria, diarrhoea and pneumonia.  

• The calculation applied was:
% of children taken to facilities who received effective treatments (DHS 2010)

MULTIPLIED BY
% increase in attendances due to campaign 

(RCT data: 35% year 1, 20% year 2, 16% year 3) 
MULTIPLIED BY

% baseline LiST treatment coverage (DHS 2010) 

• Increases in new ANC attendances (6% year 1 and 9% year 2) were applied to 
LiST coverage estimates for % pregnant women attending 4+ ANC visits

• Increases in facility deliveries (7% year 1, 6% year 2, 9% year 3) were applied to 
LiST coverage estimates for % pregnant women giving birth in a health centre 
and  % giving birth in presence of a skilled birth attendant



DMIEndline results | LiST Modelling: Assumptions

• U5 mortality rates: 
o 116/1,000 live births in  the control 
o 151/1,000 live births in the intervention arm 

• Treatment Effectiveness:
o ACTs = 87%
o ORS = 90%
o Antibiotics = 70%

• Sensitivity Analysis: Using the 95% CIs around the RCT data on increased 
health service utilisation, sensitivity analyses were run to estimate lower and 
upper uncertainty bounds around our mortality reductions.

• All other interventions were set at 2011 LiST coverage levels for the 
intervention scenario (and for all interventions in the control scenario)



DMIFamily planning RCT | Lessons from first RCT

We think that there are several key differences between the two trials that will reduce the risk of the FP RCT producing inconclusive 
results. All scientific studies carry an element of risk, but these are the main considerations that give us confidence that J-PAL’s 
evaluation should yield more conclusive findings:

• While there is a risk that modern contraceptive prevalence in Burkina Faso could increase during the period of the RCT, we do not think 
it is feasible that it could increase by a similar % to the decrease in under-five mortality that we observed in Burkina during the period 
of the child survival RCT (from 92.9 per 1000 live births to 57.9 in control zones)

• By waiting for the baseline results before randomising, JPAL have been able to ensure much better balance between intervention and 
control zones at baseline (which was a big problem that affected the child survival RCT’s statistical power). Following the pair-wise 
matched randomization procedure carried out by JPAL, there is very little difference in current use of modern contraception (the
primary outcome for the trial) between the treatment and control arms (0.4% difference). The below table shows how well balanced 
the intervention and control arms are.

• Distance to a clinic is an important variable that affects the population’s ability to respond to the radio messages. Following input from 
the trial’s ISAC, JPAL stratified the sample population according to distance to health centres, as well as on access to radio and women’s 
level of education. This was done in order to ensure that these factors, which can vary between women and between clusters, are as 
balanced as possible across the 16 clusters (see table below). Included within the trial’s secondary metrics (and pre-specified on the 
trial registration page) will be an analysis looking at differential effects by distance to a clinic. 

• A big issue with the child survival behaviours was that we could only see if someone used the clinic if the child had been sick, which 
means that there was only a small sample for these key outcomes, whereas knowledge, intentions and behaviours relating to family
planning can be asked to all women of reproductive age.

• For the family planning RCT we are using a panel design, because we can ask all woman about contraception; this was not possible for 
the child survival RCT. A panel design (i.e. returning at endline to interview the same women interviewed at baseline) increases our 
power to detect an effect when compared with a repeated cross-sectional survey design (because there is inherently more variation 
and therefore uncertainty when sampling different women, compared with when sampling the same women again).

• The final reason that we have more confidence in the evaluation for this RCT is the high standards and focus on data quality that have 
been shown by IPA (JPAL’s data collection partners in Burkina Faso). As a demonstration of this, IPA back-checked 21% of all interviews 
carried out at baseline (the typical standard would be to check 10% of the sample, but Centre Muraz did not do this).



DMI

Trial Years Issue Evaluation Evidence

Stanford Five 
City Project

5 Heart
disease

3 intervention 
cities, 2 control
cities

Increased impact for 2 of 6 
risk factors; no difference in 
coronary heart disease risk

Minnesota
Heart Health 
Program

6 Heart 
disease

3 intervention 
cities, 3 control
cities

Increased impact for some 
outcomes but no overall 
effect

Pawtucket
Heart Health 
Program

7 Heart 
disease

1 intervention 
city, 1 control city

Increased impact for some 
outcomes but no overall 
effect

COMMIT 4 Smoking 11 pairs of 
matched 
communities

No overall differences in 
smoking prevalence or quit 
rate

Previous controlled trials



DMIStronger non-RCT evidence 

8%   to 60%

9%   to 40%

54% to 64%

5%   to 20%

42% to 60%

Switzerland 1987-9

Netherlands 1987-9

Philippines 1990 (6 months)

Ecuador (1987, 18 months)

Lesothu (1990, 36 months)



DMIInterpreting the evidence base

Lack of RCT evidence

Few major trials “have shown either 
ambiguous or no evidence of effects”

Far better evidence from less rigorous 
research designs 

It appears that:

“The better designed the evaluation of public health communication, the worse the 
evidence for important effects” (Hornik, 2002)

Should we therefore conclude that:

“Apparent effects in less well designed studies are artefactual, the result of inadequate 
research design” ???



DMIInterpreting the evidence base

Hornik: No. 

While the evaluations were carried out “with great skill and interpreted with great caution 
the media interventions themselves – in every case - were inadequate”:

Trial Intervention problems

Stanford Five City Project One hour of messaging per behaviour per year
(Tiny growth in knowledge: 1.6 versus 1.0 on a 17-point scale)

COMMIT Tiny difference in exposure: 
15.2 on a 45-point scale compared to 14.9 in control cities

“Extraordinarily, they are trying to control for the national media machine”

“These trials sometimes produced very good answers to an uninteresting question: If you 
don’t do very much in the way of treatment, then can you have much effect?”



DMISaturation

What is missing? 

Hornik: “Most of the innovative work in public health communication has focused on 
the problem of developing high quality messages reflecting particular evidence about 
the underpinnings of health behaviour. This has been a good thing. 

At the same time there has been less attention to the problem of exposure to those 
messages and how to make sure that a large part of the target audience is exposed to 
program messages, repeatedly… And that may be a crucial failing.” 


