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Health communication in low‑income 
countries: A 60‑year bibliometric and 
thematic analysis
Nour Mheidly, Jawad Fares1

Abstract:
BACKGROUND: Health communication is a field that uses social and behavioral models to improve 
health outcomes and raise awareness on major health risks that threaten human well‑being. 
Low‑income countries (LICs) suffer from the effects of communicable and noncommunicable diseases 
that are exacerbated by weak health‑care systems, lack of awareness campaigns, and ineffective 
communication tactics. This work aims to explore health communication research in LICs to find 
strategies that help improve health outcomes in the future.
MATERIALS AND METHODS: The PubMed database was explored systematically for publications 
related to health communication from LICs between January 1, 1960, and January 1, 2020. 
Publications were categorized according to country of origin and were analyzed with respect to 
population size, gross domestic product (GDP), and primary school enrollment of each state as 
obtained from the World Bank Open Data.
RESULTS: Collectively, LICs published 796 contributions, comprising 1.08% of the total biomedical 
research published by LICs and 0.27% of the world’s health communication research. Malawi had 
the highest number of publications per GDP, with 32.811 publications per billion US$. Uganda had 
the most contributions per population, with 9.579 publications per million persons. Ethiopia had the 
highest amount of contributions per primary school enrollment with a ratio of 2.461 publications per 
%gross. The role of health communication in promoting HIV awareness and prevention was the most 
common theme explored. Other infectious diseases, such as malaria, tuberculosis, and Ebola, were 
also highlighted. Improving communication in health education was also explored.
CONCLUSION: Health communication is a rising field in LICs, with research focusing on disease 
prevention. Efforts to amplify research are key to effectively utilize the health communication models 
and improve health outcomes in LICs.
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Introduction

Health communication constitutes 
t h e  u t i l i z a t i o n  o f  s o c i a l  a n d 

behavioral models to better health 
outcomes.[1] It comprises tactics that spread 
health awareness and data with the goal 
of encouraging people to follow healthy 
habits and be better informed about the 
major health risks that threaten their 
communities.[2]

According to the World Bank, low‑income 
countries (LICs) are defined as the nations 
that attain <$1,025 of gross national 
income/capita in 2018.[3] They consist of 31 
countries that are spread unevenly around 
the globe, through which sub‑Saharan Africa 
is home to the highest number of LICs, 
whereas South America records the lowest.[3]

LICs face many health challenges due to a 
variety of economic, social, environmental, 
and technological factors. This results 
in weakening the quality of health care 
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provided. The World Bank estimates that the population 
number of LICs has more than quadrupled in the past 
60 years,[3] adding more burden to the currently weak 
health‑care infrastructure.

Today, more than half of the LICs are endemic with 
chronic illnesses as well as infectious diseases, such as 
HIV, tuberculosis, and malaria.[4] In addition, maternal, 
perinatal, and nutritional conditions are important 
contributors to mortality and deaths.[4] It has been 
shown that 50% of pregnant women in LICs lack access 
to medical care services for labor, where most women 
give birth in rural areas or at home.[5] Nations receive and 
depend on health aids from international organizations 
such as the United Nations and nongovernmental 
organizations. These major health risks, among others, 
fueled the field of health communication forward, 
attracting more interest and investment.[6,7] In the past 
decade, the surge in the influence of social media paved 
the way for health awareness campaigns to have a wider 
audience and a far‑reaching impact.

Despite various interventions, the health status in 
LICs does not seem to be significantly improving. One 
important reason is the lack of investment in research 
and development  to  achieve  efficient  communication 
between the different constituents of the public health 
sector. This study aims to assess and explore the research 
output of LICs  in  the field of health  communication. 
Bibliometric and thematic analyses were conducted for 
health communication contributions that originated in 
the past 60 years from LICs.

Materials and Methods

On April 19, 2020, the PubMed database was investigated 
for health communication research coming out of 
LICs. Publications were  searched  for using  the word 
“communication” as a consistent term in the search 
field,  followed by  the  [mesh]  system  to  facilitate  and 
narrow down our research, followed by the separator 
Boolean operator (AND), followed by the name of the 
targeted country, succeeded by [ad]. For example, to 
search for health communication articles originating 
from Benin, the following search format was used: 
Communication [mesh] AND Benin [ad]. Research results 
were then scrutinized to make sure that the contributions 
are coming out of the country concerned [Figure 1].

The date range of the study included the 60 years 
between  January  1,  1960,  and  January  1,  2020.  The 
targeted nations of the research were the 31 countries 
comprising the LICs.

The number of articles was normalized per gross domestic 
product (GDP) for each country in order to exclude any 

bias  as  a  result  of  the variation of GDP between  the 
countries. This was done by dividing the number of 
articles of each county by the average GDP/billion US 
dollars from 1960 till 2020. The number of publications was 
also explored with respect to population for the purpose of 
excluding any propensity due to differences in population 
numbers. The number of articles of each country was 
divided over the average population per million persons 
from 1960  till 2020.  In addition, health communication 
publications were explored per average primary school 
enrollment of each state between 1960 and 2020.

The World Bank Open Data database was used as a source 
for all the information and metrics used for LICs (https://
data.worldbank.org/). The epidemiological nature of the 
study did not require ethical approval as there was no 
human or animal involvement.

Results

The number of communication articles related to health 
and medicine that came out from LICs between 1960 and 
2020  is  796,  comprising 1.08% of  the  total biomedical 
research published by LICs and 0.27% of the world’s 
health communication research within the same time 
period [Table 1].

The research output of LICs is on a rising trend in 
general [Figure 2]. The publication rate increased 

Figure 1: Selection process of health communication publications in the study. 
LICs = low‑income countries
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slightly  from  1980  till  2000  (25  articles).  In  the  past 
decade, a major increase in output rate took place 
as articles related to health communication were 
extensively published. The number of publications 
per country ranged from 0 (Somalia, North Korea, and 
Chad) to 185 (Uganda).

The performance of publication issuance of each country 
was analyzed with respect to several indicators. In terms 
of publications per GDP, Malawi ranked the first with 
a ratio of 32.811 publications per billion US$, ahead of 
Uganda that scored 25.481 publications/billion US$. 
With respect to publications per population, Uganda 
ranked first with a ratio of 9.579 publications/million 
persons. The second highest was Malawi with a  ratio 
of  8.194  publications/million  persons.  In  terms  of 
publications per primary school enrollment, Ethiopia 
was the first with a ratio of 2.461 publications per %gross, 
followed by Uganda with a ratio of 2.156 publications 
per % gross [Table 2].

Discussion

Health communication is an emerging field in LICs; the 
total contribution of its countries constitutes 0.27% of the 
world’s communication research in medicine and public 
health. Research carried out in LICs explored different 

Table 1: Ratio of health communication publications to the total biomedical publications in low‑income countries 
(1960‑2020)
Country Number of health 

communication contributions
Total number of 

biomedical contributions
Percent

Afghanistan 3 551 0.544
Benin 12 4009 0.299
Burkina Faso 37 3202 1.156
Burundi 1 262 0.382
Central African Republic 1 275 0.364
Chad 0 860 0.000
The Democratic Republic of Congo 3 698 0.430
Eritrea 2 549 0.364
Ethiopia 120 12501 0.960
Gambia 7 1888 0.371
Guinea 5 2433 0.206
Guinea‑Bissau 2 470 0.426
Haiti 5 714 0.700
North Korea 0 14 0.000
Liberia 8 387 2.067
Madagascar 5 1775 0.282
Malawi 75 4589 1.634
Mali 9 1848 0.487
Mozambique 37 1873 1.975
Nepal 91 8749 1.040
Niger 3 1103 0.272
Rwanda 33 1755 1.880
Sierra Leone 15 814 1.843
Somalia 0 139 0.000
South Sudan 6 176 3.409
Syrian Arab Republic 13 1629 0.798
Tajikistan 2 177 1.130
Tanzania 103 8277 1.244
Togo 7 1209 0.579
Uganda 185 9541 1.939
Yemen 6 1425 0.421

Figure 2: The trend of health communication research output in low‑income 
countries across the decades
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topics and appeared to reflect each country’s challenges 
and concerns. The main themes that predominated 
communication research were HIV disease disclosure 
and prevention and health education and research. Other 
infectious diseases, such as tuberculosis, malaria, and 
Ebola, and noncommunicable diseases, such as cancer 
and anemia, were also highlighted.

HIV‑related Research
HIV is an extensively spread disease in LICs. Its 
prevalence in 2018 reached 2.2% among the total 
population  aging  between  15  and  49  years.[8] In the 
African continent, HIV was clearly the major concern 
of LICs, as it seized a significant portion of their health 
communication research. Uganda, with the highest 
number of health communication publications, focused 
on HIV disclosure and preventive methods through 
social engagement. In 2018, close to 1.4 million people 
were living with HIV in Uganda and 23,000 deaths were 

reported due to HIV.[9] Communication research explored 
the frequency, factors, and outcomes of HIV disclosure 
among pregnant women[10] and children.[11] Research 
also explored the positive effect of social engagement 
of elderly Ugandans with HIV on overall survival.[12] 
Ethiopia’s communication research discussed the impact 
of socio‑cultural drivers on modern family planning 
methods among individuals with HIV.[13] In 2018, 
690,000 Ethiopians were  living with HIV and  11,000 
died from it.[14] Research in the endemic country focused 
on the importance of sexual and reproductive health to 
promote safe sexual practices and HIV prevention.[15] The 
Democratic Republic of Congo also highlighted HIV, as it 
lost 17,000 people from the disease in 2018.[16] Its research 
stressed on HIV disclosure and its effect on the loss of 
follow‑up of patients on antiretroviral therapy.[17] In 
Malawi, communication research focused on evaluating 
the precision of HIV self‑reported status in transgender 
women and homosexual men.[18] It also explored the 

Table 2: Ratio of health communication contributions to gross domestic product (billion US$), population 
(million persons), and primary school enrollment in each low‑income country
Country Number of health 

communication 
contributions

Average 
GDP (per 

Billion 
US$)

Publications 
per Billion 

US$

Average 
population 
(per million 

persons)

Publications 
per million 

persons

Average 
primary school 

enrolment 
(%gross)

Publications 
per % gross

Afghanistan 3 7.023 0.427 18.029 0.166 56.040 0.054
Benin 12 2.863 4.191 5.605 2.141 80.021 0.150
Burkina Faso 37 3.639 10.168 9.842 3.759 44.261 0.836
Burundi 1 1.053 0.950 5.694 0.176 69.289 0.014
Central African Republic 1 0.991 1.009 2.932 0.341 73.341 0.014
Chad 0 3.343 0.000 7.047 0.000 59.238 0.000
The Democratic Republic of Congo 3 12.731 0.236 39.158 0.077 90.945 0.033
Eritrea 2 1.031 1.939 1.964 1.018 77.030 0.026
Ethiopia 120 22.089 5.433 53.701 2.235 48.748 2.462
Gambia 7 0.551 12.696 1.044 6.705 64.600 0.108
Guinea 5 4.926 1.015 6.785 0.737 51.728 0.097
Guinea‑Bissau 2 0.425 4.709 1.051 1.903 66.084 0.030
Haiti 5 3.032 1.649 7.093 0.705 75.901 0.066
North Korea 0 443.275 0.000 19.525 0.000 102.248 0.000
Liberia 8 1.979 4.042 41.074 0.195 71.976 0.111
Madagascar 5 4.148 1.205 12.860 0.389 115.397 0.043
Malawi 75 2.286 32.811 9.153 8.194 101.795 0.737
Mali 9 4.587 1.962 9.685 0.929 48.056 0.187
Mozambique 37 6.834 5.414 15.196 2.435 86.773 0.426
Nepal 91 6.142 14.817 19.016 4.786 113.006 0.805
Niger 3 2.683 1.118 9.507 0.316 35.483 0.085
Rwanda 33 2.408 13.707 6.634 4.974 99.879 0.330
Sierra Leone 15 1.337 11.217 4.313 3.478 64.980 0.231
Somalia 0 1.115 0.000 7.454 0.000 20.210 0.000
South Sudan 6 12.632 0.475 5.830 1.029 81.520 0.074
Syrian Arab Republic 13 11.615 1.119 12.364 1.051 104.487 0.124
Tajikistan 2 3.741 0.535 5.121 0.391 96.334 0.021
Tanzania 103 21.784 4.728 27.254 3.779 79.316 1.299
Togo 7 1.592 4.398 3.988 1.755 105.449 0.066
Uganda 185 7.260 25.481 19.314 9.579 85.775 2.157
Yemen 6 18.407 0.326 13.480 0.445 87.776 0.068
GDP=Gross domestic product
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perceptions and experiences of health‑care workers, 
community leaders, and teachers in dealing with children 
infected with HIV.[19] Tanzania’s health communication 
research in the rural areas studied the influence of HIV 
care and examined the reaction of HIV prevention 
methods done in those areas.[20,21] Other studies focused 
on the risks associated with sexual relationship between 
homosexual men and its implications for HIV, the 
importance of parental communication in supporting 
HIV patients, and the significance of social networks in 
increasing the willingness for HIV self‑testing.[22‑25]

HIV disclosure status, specifically, was highlighted 
in most of the research publications related to 
communication. [10,11,17,19,26] Health communication 
methods, including group sessions and peer‑to‑peer 
support, were emphasized in a multinational workshop 
to explore the experience of HIV disclosure among 
children and adolescents from LICs in Central and 
West Africa.[27] It was estimated that 34% of disclosing 
adolescents were 10–12 years old and the median 
age of disclosure was 13 years.[27,28] Fear of the loss 
of communication with parents and closed ones was 
shared to be a common theme affecting the young 
ones’ practice of HIV disclosure.[27] In Burkina Faso, a 
quasi‑experimental approach using a mobile telephone 
system was set up at five health centers to provide an 
automated reminder service for health‑care consultation 
appointments targeting women, children, and people 
living with HIV/AIDS. The new communication method 
increased prenatal coverage by 7.34%, decreased loss to 
follow‑up by 84%, and increased assisted deliveries by 
31%.[29]

Understanding the barriers to and facilitators of proper 
and functional communication in HIV settings is crucial for 
designing effective prevention methods. A multinational 
study from LICs in Africa surveyed children, adolescents, 
and young adults through HIV‑themed scriptwriting 
competitions to check their awareness on mother‑to‑child 
transmission of HIV and its prevention.[30] While 
prevention awareness and narratives were reported to 
be more prevalent, intergenerational belief in which 
mother‑to‑child transmission of HIV was depicted as 
inevitable persisted in some groups, emphasizing the 
need for better communication methods to reflect the full 
promise of developments and prevention mechanisms 
available today.[30] In Guinea, a study examined gender 
norms and perceptions in children on topics of sex, 
sexual relationships, and HIV.[31] Males were reported to 
use more explicit language in discussions related to sex 
and talk more publicly about it, which emphasize the 
need for proper health communication tools to increase 
sex and HIV education programs among females.[31] 
In a cross‑sectional survey from Guinea‑Bissau, poor 
adherence to HIV treatment was studied to reveal the 

barriers for effective antiretroviral therapy. Illiteracy on 
proper health practices related to HIV was prevalent in 
41% of the studied patients with HIV.[32] Forgetfulness, 
side effects, lack of food, and other illnesses were common 
justifications, emphasizing the need for better awareness 
and a holistic approach to improving life conditions 
of patients with HIV.[32] In Togo, a single‑center study 
explored HIV disclosure among partners and determined 
that only 60% of patients with HIV had disclosed their 
HIV serostatus to their sexual partners, emphasizing the 
need for better health communication between sexual 
partners.[26] In the Democratic Republic of Congo, a 
retrospective study explored the impact of nondisclosure 
of HIV status on the loss to follow‑up of patients receiving 
antiretroviral therapy.[17] The study revealed that patients 
who did not disclose HIV status had a higher hazard of 
not following up on medical condition.[17]

Education‑related Research
Education in LICs also faces many challenges as 
20.8 million children were estimated to be out of 
school in 2018.[33] In addition, upper‑secondary 
out‑of‑school  rate  reaches  59%.[34] The topic of health 
education was addressed in LICs by emphasizing the 
instrumentality of research in health communication. 
Uganda’s communication research, for example, 
focused on enhancing the adherence of inpatients 
to prescribed medications using health quality 
improvement educational techniques.[35] Baseline data 
collection revealed a pre‑intervention median inpatient 
medication adherence rate of 46.5% on the study 
ward. Deficiencies were  also  identified  in  attendant 
(lay caretaker) education, and prescriber and pharmacy 
metrics.[35]  Plan‑Do‑Study‑Act  cycle  interventions 
were implemented, whereby attendant involvement 
and education, physician prescription practices, and 
improving pharmacy communication with clinicians and 
attendants were focused on and emphasized.[35] These 
techniques improved health‑care delivery, especially in 
environments with scarce resources.[35] Another Ugandan 
study emphasized the importance of teaching children 
how to evaluate and understand treatment effects to 
improve their health knowledge and their engagement 
in a healthy society.[36] A network of pre‑trained primary 
school teachers was established to teach children how 
to assess claims of treatment effects. Afterwards, 92% of 
the participating children reported understanding the 
explained concepts well, rating their own understanding 
above 75 on a self‑assessment scale of 1‑to‑100.[36]

In Ethiopia, community‑based education was analyzed 
to evaluate its role in raising awareness, addressing 
health problems, and enhancing health‑care practices 
among students.[37] Results of cross‑sectional surveys 
in schools showed the need for faculty motivation, 
deployment of students across expanded health centers, 
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and the adoption of innovation.[37] Research from Gambia 
examined the importance of antenatal care education for 
pregnant women.[38]  Providing necessary  information 
and communication about childbirth assisted women in 
improving certain choices and resulted in maintaining a 
healthier pregnancy.[38] In Rwanda, research focused on 
palliative care increased palliative literacy and provided 
better communication between stakeholders.[39] In Nepal, 
a cross‑sectional study on health students showed that 
students had moderate support and skills to manage 
their own health, highlighting the need for universities 
to implement interventions that aim at improving 
access to health information and facilitating engagement 
with health‑care providers.[40] The Medical Education 
Partnership  Initiative was also highlighted after  it had 
influenced many areas of African medical training in fields 
such as information technology and scientific output.[37,41]

Medical Research in Health Communication
Medical research was also one of the common themes of 
health communication research in LICs. Contributions 
emphasized the importance of bridging health policy 
and research to enhance health outcomes[42] and facilitate 
knowledge exchange in the health system.[43] In addition, 
studies highlighted the role of research in enhancing 
maternal and child health practices in LICs in Africa 
and Latin America.[44] Furthermore, improving health 
research, strengthening its receptive environment and 
capacity, and facilitating its access were major concerns in 
a portion of the health communication contributions.[45,46]

Health Communication and Endemic Diseases
Other endemic diseases such as malaria,  tuberculosis, 
and Ebola were also discussed in terms of health 
communication. A study from Guinea assessed the 
reception of text messages that are designed to remind 
health workers of the malaria treatment protocol, 
facilitating the efficient administration of malaria 
treatment.[47] Whereas in Tanzania, research focused on 
raising awareness on the importance of malarial vaccine 
among parents.[48] 

Benin’s health communication research on tuberculosis 
explored the introduction of a digital information system 
that facilitates early diagnosis and prevention of the 
disease.[49] Text messages aimed at reminding patients 
with tuberculosis of their medical appointments and 
checkups were  studied  in Mozambique  to  decrease 
the number of missed appointments, strengthen the 
communication between health workers and patients, 
and assist in increasing the patients’ motivation toward 
therapy.[50]

After the Ebola outbreak hit West Africa in 2013, 
researchers from Guinea and Sierra Leone focused on 
communication strategies to overcome the disease. Health 

communication research from Guinea revealed that the 
main challenges in raising the country’s readiness against 
Ebola spread were due to the country’s health system that 
suffers from poor coordination mechanisms, inadequate 
training of human resources, and lack of equipment and 
supplies to field teams and health facilities.[51] In Sierra 
Leone, researchers addressed the operational challenges 
during the Ebola outbreak, highlighting the need for 
proper communication resources to resolve challenges 
in Ebola case investigations.[52]

Miscellaneous Health Communication Themes 
in LICs
Prevention  was  an  important  goal   of   health 
communication research in cancer and anemia. The need 
to educate Ugandan women on the prevention methods 
of cervical cancer was highlighted.[53] In Ethiopia, anemia 
awareness among pregnant women was explored in 
terms of socioeconomic factors, such as job status and 
literacy, to reduce its prevalence.[54] Furthermore, the 
factors, magnitude, and severity of child anemia were 
studied to provide preventive guidelines that can reduce 
the intensity of anemia among children.[55]

Health communication coming out of LICs outside Africa 
highlighted other important challenges. Afghanistan’s 
communication research focused on the consequences of 
politicizing humanitarian aids in the country.[56] In South 
Sudan, a study on posttraumatic stress disorder (PTSD) 
collected and analyzed people’s opinions on PTSD  to 
address misconceptions and misinformation on the 
disease.[57]

Research from other countries addressed distinct 
topics. In Syria, for example, dentistry constituted 
30% of the total research in health communication. 
Studies discussed the causes and effects of a gummy 
smile and its possible treatments,[58] compared between 
different orthodontic retainers,[59] and assessed speech 
performance upon the introduction of lingual and labial 
appliances.[60]

Strengths and Limitations
This study is unique as it addresses health communication, 
as a novel and rising field, in LICs. It analyzes research 
in  the field –  epidemiologically and  thematically –  to 
explore quantitative and qualitative output and to 
highlight key themes of public health importance in LICs. 
In addition, the study covers a time period of > 60 years 
to encompass a wide search of health communication 
research. Nevertheless, the study is limited as it solely 
explores articles found through the PubMed database.

Conclusion

Health  communication  is  a  rising field  in LICs, with 
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research in the field mostly focusing on disease 
prevention and disclosure. Some countries, such as 
Chad, Somalia, and North Korea, had nil contributions 
in health communication. The lack of academic freedom, 
poverty, political instability, and conflict are important 
contributors of low research output.[1,61‑64] With the rapid 
rise in use and popularity of social media platforms, 
health communication, as a field, will become a major 
tool to address public and global health needs.[65] As 
such, more efforts ought to be exerted to promote a 
research culture that make use of the current rise of 
communication media to promote healthy lifestyles and 
habits in LICs.
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