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Preface

When my child will grow up, he will walk on his own, he
will walk on his own two feet, and that is the greatest gift
of all.
A MOTHER WHOSE CHILD RECEIVED THE POLIO VACCINE

AS PART OF THE ONGOING POLIO ERADICATION CAMPAIGN

IN INDIA (WORLD HEALTH ORGANIZATION AND GLOBAL

POLIO ERADICATION INITIATIVE, 2004A)

“I first became familiar with the importance and impact of health
communication while working on the polio eradication campaign
in India,” relates one of my students, Prarthana Shukla, who holds
a medical degree from Ahmedabad, India, and moved to the United
States to complete a master’s in public health at New York Univer-
sity (interview with the author, 2006). As a member of one of the
medical teams that administered the oral polio vaccine to infants
and unimmunized children in India, she attributes the long lines
of people waiting to be immunized to a widespread and well-
designed communication campaign that used multiple channels
to convey the importance and safety of immunization. Despite her
lack of experience in health communication, several analyses and
postintervention evaluations (Waisbord, 2004; Favin, 2004) agree
with her observation and contribute to the bulk of evidence in
many disease areas that has recently propelled health communi-
cation to the forefront of the public health arena.

Health communication has been defined as “the main currency
of healthcare in the 21st century” (Clancy, quoted in Krisberg,
2004). Ready access to relevant, reliable, and culturally appropri-
ate information enables the general public, patients, health care
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providers, public health professionals, and others to address per-
sonal and public health concerns far more effectively than in the
past (U.S. Department of Health and Human Services, 2001). In
the wake of the anthrax crisis in 2001, communication was defined
by the U.S. Centers for Disease Control (CDC) and other federal
authorities as the most important health-care-related science of the
twenty-first century (White House, 2004; Prue, Lackey, Swenarski,
and Gantt,  2003). For the first time, health communication is part
of the Healthy People 2010 objectives, the official public health
agenda of the U.S. federal government.

Health communication courses as well as specific health com-
munication programs have been flourishing in the United States
and around the rest of the world. This has created the need for
comprehensive and up-to-date tools to train students and staff on
health communication theory and practice.

The need for this book became clear while I was looking for a
textbook for my health communication course. I wanted a book
that combined a theoretical and practice-based overview of current
issues and topics in health communication with a step-by-step prac-
tical section that would help readers acquire technical skills in pro-
gram planning, implementation, and evaluation. Conversations
with other health communication practitioners and colleagues con-
firmed the need for this kind of book.

For the past eighteen years, I have been focusing on interna-
tional health care. I have had the opportunity to work on staff or
as a consultant for nonprofit organizations, pharmaceutical com-
panies, communication agencies, governments, universities, and
research laboratories in the United States and several countries in
Europe, Latin America, and Africa. I know that health communi-
cation is a powerful tool that can help improve health outcomes,
contribute to eliminating health disparities, and promote behav-
ioral and social change. I wanted this book to reflect my practice-
based perspective and convey to readers my enthusiasm and trust
in the enormous potential of well-designed and well-implemented
health communication programs to improve individual and pub-
lic health outcomes.

The recent health communication “renaissance,” as it has been
called by a few authors (including Bernhardt, 2004, p. 2051), has
also been accompanied by a passionate attempt to redefine health

xii PREFACE
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communication and its role in public health, as well as to encour-
age health professionals around the world to take advantage of this
tool whenever possible. In doing so, most authors and practition-
ers seem to agree that health communication is an approach draw-
ing on multiple disciplines, including mass communication, social
marketing, health education, anthropology, and sociology (Bern-
hardt, 2004; Institute of Medicine, 2003; World Health Organiza-
tion, 2003). I wanted this book to contribute to this debate by
capturing and summarizing recent trends and opinions, as well as
my own practical and teaching experience. Ultimately the goal is
to help create new generations of health communication experts
and contribute to expanding the pool of health professionals who
will use this approach. 

PREFACE xiii
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Introduction

Convincing people to adopt healthy behaviors or policymakers and
professionals to introduce and change practices in support of bet-
ter health has never been an easy task. Childhood immunization,
for example, is one of the greatest medical and scientific successes
of recent times. Because of immunization, many diseases that were
once a threat to the life and well-being of children have become
rare or have been eradicated in many countries in the world. Yet
as for most other health-related issues and interventions, chang-
ing public and professional minds and convincing parents to im-
munize their healthy children against diseases that may occur has
taken a worldwide multidisciplinary effort. Health communication
has played a fundamental role in this effort since the introduction of
the first childhood vaccine. Consider the case of Bonnie, the mother
of a newborn child, who is offered a vaccine for her baby at birth or
a few days after.

Bonnie, an American, is the twenty-five-year-old mother of a
beautiful baby girl. She is thrilled about her child but quite fearful
because parenting is new to her. She has read about the benefits
of immunization but is too young to remember any of the diseases
against which she should immunize her child. She does not know
anyone who had polio or whooping cough or Hib (Haemophilus in-
fluenzae type B) disease. She has also heard conflicting information
about the potential adverse events or risks that may be associated
with immunization and is unsure about which of the available in-
formation is correct. She is confused and does not know whether
she wants to immunize her child.

Bonnie’s case is a typical example of issues or informational
needs that health communication interventions can successfully
address. These include:

xix
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• Providing Bonnie with research-based and reliable informa-
tion that will reassure her about the importance of immuni-
zation and its low risk

• Improving communication with her pediatrician or health
care provider by teaching her what questions to ask and rais-
ing awareness among health care providers of patients’ needs
and most frequent concerns

• Developing tools such as brochures, posters, Web pages, and
other informational vehicles from reputable sources that will
reinforce the information Bonnie will hear from her health
care provider

• Encouraging peer-to-peer support by establishing venues and
events where new mothers can discuss immunization

• Raising disease awareness by targeting consumer media, par-
enting publications, and other vehicles so that Bonnie and
other parents can become familiar with the severity of vaccine-
preventable diseases and the benefits of immunization

Health communication approaches will work only if they rely
on an in-depth understanding of Bonnie’s and other new moth-
ers’ lifestyles, concerns, beliefs, attitudes, barriers to change, and
sources of information about newborns and immunization. It
would also be important to research and understand the cultural,
social, and ethnic environment in which Bonnie lives. What kind
of support does she get from family, friends, and her working en-
vironment? Who most influences her decisions on her child’s well-
being and upbringing? What does she fear about immunization?
Is there any existing program in her community  that focuses on
childhood immunization? What are the lessons learned? These are
just some of the many questions that need to be answered before
developing a health communication program intended for Bonnie
and her peers.

About This Book
The example about Bonnie should make clear that health com-
munication is “a part of everyday life” (du Pré, 2000, p. 3). There-
fore, health communication programs should be based on
information and facts that draw on the everyday lives of their au-
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diences, as well as the environment where they live and work. One
of the fundamental premises of this book is the importance of a
research- and practice-based approach to developing theories,
models, and methods that should guide and inform health com-
munication planning and management.

The goal of this book is to provide a comprehensive intro-
duction to health communication by combining the theory and
practice of this field with a hands-on guide to program develop-
ment and implementation. This book is a much-needed intro-
ductory text on health communication that addresses the needs
of students and professionals who are pursuing a career in health
care. It also incorporates many advanced topics that can help
health communication practitioners and researchers, as well as
experts in related areas, reflect on current issues and trends and
advance their behavioral, practice, or policy change goals in a
more efficient manner.

One of the primary themes of this book is the evolving nature
of health communication and the importance of recognizing that
there is no single magical health communication intervention. On
the contrary, health communication is a multidisciplinary approach
that relies on different action areas, such as interpersonal com-
munications, public relations, public advocacy, community mobi-
lization, professional communications, and constituency relations,
among others (see Chapter One or the Glossary for a definition of
all these terms). It is the blend of these areas that allows practi-
tioners to involve communities, individuals, professional audiences,
policymakers, and the general public with communication inter-
ventions that will prompt them to consider, analyze, and eventu-
ally adopt the behavior, policy, or practice suggested by a given
health communication program or approach.

Over the years I have developed a practice-based definition of
health communication that has inspired my work for this book. I
believe that health communication is a multifaceted and multidis-
ciplinary approach to reach different audiences and share health-
related information with the goal of influencing, engaging, and
supporting individuals, communities, health professionals, special
groups, policymakers, and the public to champion, introduce,
adopt, or sustain a behavior, practice, or policy that will ultimately
improve health outcomes.

INTRODUCTION xxi
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Who Should Read This Book
This book is primarily aimed at two audiences. The first of these
audiences includes all professionals and individuals who are new
to this field, such as graduate and undergraduate students in
health communication, public health, public health education,
public health nursing, community health and preventive medicine,
communication, marketing, or nursing, as well as young and middle-
career practitioners and researchers in this field. It also includes
health and medical professionals, public health experts, funders,
nonprofit board members and staff, physicians, nurses, and other
health care providers with experience in related disciplines and a
professional interest in health communication.

In the second audience are practicing managers, researchers,
and instructors who can benefit from the strategic and step-by-step
approach this book offers to implement health communication
programs and train students and staff on this topic in a more effi-
cient, effectual, and time-saving manner.

Overview of the Contents
Two of the fundamental premises of this book are the multidisci-
plinary and multifaceted nature of health communication, as well
as the interdependence of the individual, social, political, and
disease-related factors that influence health communication in-
terventions, and health care in general. With these premises in
mind, the division of topics in parts and chapters is only instru-
mental to the text’s readability and clarity. Readers should always
consider the connection among the different theoretical and prac-
tical aspects of health communication as well as all external factors
(political, social, cultural, economic, market, and other influences
that shape or contribute to a specific situation or health problem
as well as influence key program audiences) that influence this
field. This introduction is an essential part of the book and is in-
strumental to maximize use and understanding of the text.

This book is divided in three parts. Part One focuses on defin-
ing health communication—its theoretical basis as well as its con-
texts and key action areas. Part One also establishes the importance
of considering cultural, geographical, socioeconomic, ethnic, age,

xxii INTRODUCTION

Schiavo.flast  2/19/07  1:34 PM  Page xxii



and gender influences on people’s concepts of health and illness,
as well as their approach to health problems and their solutions.
Finally, this part addresses the role of health communication in
public health as well as in the marketing or private sector contexts.

Part Two focuses on the different areas of health communica-
tion defined in Part One: interpersonal communications, public
relations and public advocacy, community mobilization, profes-
sional medical communications, and constituency relations.

In all chapters in Part Two, key health communication issues
are raised in the form of a question or brought to life in a case
study. This is followed by a discussion of a specific communication
approach or area. All chapters discuss specific communication areas
in the context of the multidisciplinary nature of health communi-
cation and the need for an integrated approach. Special emphasis
is placed on the importance of selecting and adapting health com-
munication tools to a fast-changing social, political, market, and
public health environment. Case studies and testimonials from ex-
perts and practitioners in the field are included in many of the
chapters in Part Two.

Part Three provides a step-by-step guide to the development
and implementation of a health communication plan. Each chap-
ter covers specific steps of the health communication planning pro-
cess or implementation and evaluation phases. Case studies, practical
tips, and specific examples aim to facilitate readers’ understand-
ing of the planning process, as well as to build technical skills in
health communication planning. Recent methodologies and
trends in measuring and evaluating results of health communica-
tion programs are explored here.

Appendix A contains resources and worksheets on health com-
munication planning. Online resources listed in Appendix B point
to job listings, conferences, journals, organizations, centers, and
programs in the health communication field.

The Glossary of key health communication planning terms at
the end of the text should be used as a reference while reading this
book, as well as a way to recap key definitions in health communi-
cation planning. Some of the key terms from the glossary are high-
lighted in bold type and briefly defined the first time they are
mentioned in the text, so that readers can become familiar with
them before approaching the chapters in Part Three that more

INTRODUCTION xxiii
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specifically cover these topics. Other topic-specific definitions are
included in relevant chapters.

Many chapters start with a practical example or case study. This
is often used to establish the need for communication approaches
that should be based on an in-depth understanding of intended
audiences’ perceptions, beliefs, attitudes, behavior, and barriers to
change, as well as the cultural, social, and ethnic context in which
they live. While referring to current theories and models, the book
also reinforces the importance of the experience of health com-
munication practitioners in developing theories, models, and ap-
proaches that should guide and inform health communication
planning and management.

Each chapter ends with discussion questions for readers to re-
flect on, practice, and implement key concepts. Finally, all chap-
ters are interconnected but are also designed to stand alone and
provide a comprehensive overview on the topic they cover.

Author’s Note
As a health communication practitioner and instructor, I fully un-
derstand the complexity of communicating about health and ill-
ness. Changing human and social behavior to attain better health
outcomes is often a lifetime endeavor.

My heartfelt appreciation and admiration go to all profession-
als, students, patients, policymakers, and ordinary people who
every day dedicate their time to make a difference on their own
health outcomes or those of their families, communities, special
groups, or populations. These include all professionals and re-
searchers in the health care and public health fields, the students
or young practitioners who have committed themselves to a re-
warding but demanding career, the patients who strive to keep
themselves informed and make the right health decisions, the
health care providers who dedicate their lives to alleviate and man-
age human sufferance, the mass media, government officers, as-
sociations, advocacy groups, and everyone else who may have an
impact on health care.

I believe that being aware of current health communication
theories and experiences may ease the process of communicat-
ing about health and illness and make it more approachable for
all of these groups and individuals. I hope this book will help. 
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to Health
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Chapter One

What Is Health
Communication?

In This Chapter
• Defining Health Communication
• Health Communication in the Twenty-First Century: Key

Characteristics and Defining Features
• The Role of Health Communication in the Marketing Mix
• Health Communication in Public Health
• Overview of Key Communication Areas
• What Health Communication Can and Cannot Do
• Key Concepts
• For Discussion and Practice

Health communication is an evolving and increasingly prominent
field in both public health and the nonprofit and commercial
sectors. Therefore, many authors and organizations have been at-
tempting to define or redefine it over time. Because of the mul-
tidisciplinary nature of health communication, many of the
definitions may appear somewhat different from each other. Nev-
ertheless, when they are analyzed, most point to the role that
health communication can play in influencing and supporting indi-
viduals, communities, health care professionals, policymakers, or
special groups to adopt and sustain a behavioral practice or a so-
cial or policy change that will ultimately improve health outcomes.

Understanding the true meaning of health communication
and establishing the right context for its implementation may help

3
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communication managers and other health care professionals
identify early on the training needs of staff and others who are in-
volved in the communication process. It will also help create the
right organizational mind-set and capability that should lead to a
successful use of communication approaches to reach audience-
specific goals.

This chapter sets the stage to discuss current health commu-
nication contexts. It also positions the importance of health com-
munication in public health as well as in the private sector. Finally,
it describes key elements, action areas, and limitations of the health
communication approach.

Defining Health Communication
There are several definitions of health communication. For the
most part, all of them point to a similar role of this approach in
the process of advocating for and improving individual or public
health outcomes. This section analyzes and aims to consolidate dif-
ferent definitions for health communication. This analysis starts
from the literal and historical meaning of the word communication.

What Is Communication?
An understanding of health communication theory and practice re-
quires reflection on the literal meaning of the word communication.
Communication is defined in this way: “1. Exchange of information, be-
tween individuals, for example, by means of speaking, writing, or
using a common system of signs and behaviors; 2. Message—a spo-
ken or written message; 3. Act of communicating ; 4. Rapport—a sense
of mutual understanding and sympathy; 5. Access—a means of ac-
cess or communication, for example, a connecting door” (Encarta
Dictionary: English, North America).

In fact, all of these meanings can help define the modalities of
well-designed health communication programs. As with other
forms of communication, health communication should be based
on a two-way exchange of information that uses a “common system
of signs and behaviors.” It should be accessible and create “mutual
feelings of understanding and sympathy” among members of the
communication team and intended audiences (all audiences the
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health communication program is seeking to influence and en-
gage in the communication process; also referred to as target au-
diences). Finally, communication channels (the means or path used
to reach intended audiences with health communication messages
and materials, such as the mass media) and messages are the “con-
necting doors” that allow health communication interventions to
reach intended audiences.

Communication has its roots in people’s need to share and
transmit meanings and ideas. A review of the origin and interpre-
tation of early forms of communication, such as writing, shows that
many of the reasons for which people may have started developing
graphic notations and other early forms of writing are similar to
those we can list for health communication.

One of the most important questions about the origins of writ-
ing is, “Why did writing begin and for what specific reasons?” (Hous-
ton, 2004, p. 234). Although the answer is still being debated,
many established theories suggest that writing developed because
of state and ceremonial needs (Houston, 2004). More specifically,
in ancient Mesoamerica, early forms of writing may have been in-
troduced to help local rulers “control the underlings and impress
rivals by means of propaganda” (Houston, 2004, p. 234; Marcus,
1992) or “capture the dominant and dominating message within
self-interested declarations” (Houston, 2004, p. 234) with the in-
tention of “advertising” (p. 235) such views. In other words, it is
possible to speculate that the desire and need to influence and
connect with others are among the most important reasons for the
emergence of early forms of writing. This need is also evident in
many other forms of communication that seek to create feelings
of approval, recognition, or friendliness, among others.

Health Communication Defined
One of the key objectives of health communication is to influence
individuals and communities. The goal is admirable since health
communication aims to improve health outcomes by sharing
health-related information. In fact, the Centers for Disease Con-
trol and Prevention (CDC) define health communication as “the
study and use of communication strategies to inform and influence
individual and community decisions that enhance health” (2001;
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U.S. Department of Health and Human Services, 2005). The word
influence is also included in the Healthy People 2010 definition of
health communication as “the art and technique of informing, in-
fluencing, and motivating individual, institutional, and public au-
diences about important health issues” (U.S. Department of
Health and Human Services, 2005, p. 11-2).

Another important role of communication is to create a re-
ceptive and favorable environment in which information can be
shared, understood, absorbed, and discussed by the program’s in-
tended audiences. This requires an in-depth understanding of the
needs, beliefs, taboos, attitudes, lifestyle, and social norms of all
key communication audiences. It also demands that communica-
tion is based on messages that are easily understood. This is well
characterized in the definition of communication by Pearson and
Nelson (1991), who view it as “the process of understanding and shar-
ing meanings” (p. 6).

A practical example that illustrates this definition is the differ-
ence between making an innocent joke about a friend’s personality
trait and doing the same about a colleague or recent acquaintance.
The friend would likely laugh at the joke, while the colleague or
recent acquaintance might be offended. In communication, un-
derstanding the context of the communication effort is interde-
pendent with becoming familiar with target audiences. This
increases the likelihood that all meanings are shared and under-
stood in the way communicators intended them. Therefore, com-
munication, especially about life-and-death matters such as in
health care, is a long-term strategic process. It requires a true un-
derstanding of target audiences as well as the communicator’s will-
ingness and ability to adapt and redefine the goals, strategies, and
activities of communication on the basis of audience feedback.

Health communication interventions have been successfully
used for many years by nonprofit organizations, the commercial sec-
tor, and others to advance public, corporate, or product-related goals
in relation to health. As many authors have noted, health com-
munication draws from numerous disciplines, including health
education, mass and speech communication, marketing, social
marketing, psychology, anthropology, and sociology (Bernhardt,
2004; Institute of Medicine, 2003; World Health Organization, 2003).
It relies on different communication activities or action areas, in-
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cluding interpersonal communications, public relations, public ad-
vocacy, community mobilization, and professional communications
(World Health Organization, 2003; Bernhardt, 2004).

Table 1.1 provides some of the most recent definitions of
health communication and is organized by key words most com-
monly used to characterize health communication and its role. It
is evident that “sharing meanings or information,” “influencing in-
dividuals or communities,” “informing,” “motivating target audi-
ences,” “exchanging information,” and “changing behaviors,” are
among the most common attributes of health communication.

Another important attribute of health communication should
be “to support and sustain change.” In fact, key elements of suc-
cessful health communication programs or campaigns always in-
clude long-term program sustainability, as well as the development
of communication tools and steps that make it easy for individ-
uals, communities, and other audiences to adopt or sustain a rec-
ommended behavior, practice, or policy change. If we integrate
this practice-based perspective with many of the definitions in
Table 1.1, the following new definition emerges:

Health communication is a multifaceted and multidisciplinary approach
to reach different audiences and share health-related information with the
goal of influencing, engaging, and supporting individuals, communities,
health professionals, special groups, policymakers and the public to cham-
pion, introduce, adopt, or sustain a behavior, practice, or policy that will
ultimately improve health outcomes.

Health Communication in the Twenty-
First Century:  Key Characteristics
and Defining Features
Health communication is about improving health outcomes by
encouraging behavior modification and social change. It is in-
creasingly considered an integral part of most public health inter-
ventions (U.S. Department of Health and Human Services, 2005;
Bernhardt, 2004). It is a comprehensive approach that relies on
the full understanding and involvement of its target audiences.
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Table 1.1. Health Communication Definitions

Key Words Definitions

To inform and “Health communication is a key strategy to
influence (individual inform the public about health concerns and
and community) to maintain important health issues on the
decisions public agenda” (New South Wales Department

of Health, Australia, 2006).

“The study or use of communication strategies
to inform and influence individual and community
decisions that enhance health” (CDC, 2001; U.S.
Department of Health and Human Services, 2005).

Health communication is a “means to disease
prevention through behavior modification”
(Freimuth, Linnan, and Potter, 2000, p. 337).
It has been defined as the study and use of
methods to inform and influence [italics added
throughout table] individual and community
decisions that enhance health” (Freimuth,
Linnan, and Potter, 2000, p. 338; Freimuth,
Cole, and Kirby, 2000, p. 475).

“Health communication is a process for the
development and diffusion of messages to
specific audiences in order to influence their
knowledge, attitudes and beliefs in favor of
healthy behavioral choices” (Exchange, 2006;
Smith and Hornik, 1999).

“Health communication is the use of
communication techniques and technologies
to (positively) influence individuals,
populations, and organizations for the
purpose of promoting conditions conducive to
human and environmental health” (Maibach
and Holtgrave, 1995, pp. 219–220; Health
Communication Unit, 2006). “It may include
diverse activities such as clinician-patient
interactions, classes, self-help groups, mailings,
hot lines, mass media campaigns, and events”
(Health Communication Unit, 2006).

Motivating individuals “The art and technique of informing,
influencing and motivating individual,
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institutional, and public audiences about
important health issues. Its scope includes
disease prevention, health promotion,
health care policy, and business, as well as
enhancement of the quality of life and health
of individuals within the community” (Ratzan
and others, 1994, p. 361).

“Effective health communication is the art and
technique of informing, influencing, and
motivating individuals, institutions, and large
public audiences about important health
issues based on sound scientific and ethical
considerations” (Tufts University Student
Services, 2006).

Change behaviors “Health communication, like health education,
is an approach which attempts to change a set
of behaviors in a large-scale target audience
regarding a specific problem in a predefined
period of time” (Clift and Freimuth, 1995,
p. 68).

Increase knowledge “The goal of health communication is to
and understanding of increase knowledge and understanding of health-
health-related issues related issues and to improve the health status

of the intended audience” (Muturi, 2005, p. 78).

“Communication means a process of creating
understanding as the basis for development. It
places emphasis on people interaction”
(Agunga, 1997, p. 225).

Empowers people “Communication empowers people by providing
them with knowledge and understanding
about specific health problems and
interventions” (Muturi, 2005, p. 81).

Exchange, “A process for partnership and participation
interchange of that is based on two-way dialogue, where there is 
information, an interactive interchange of information, ideas,
two-way dialogue techniques and knowledge between senders

and receivers of information on an equal

Table 1.1. Health Communication Definitions, Cont’d.

Key Words Definitions
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Health communication theory draws on a number of addi-
tional disciplines and models. Health communication and its the-
oretical basis have evolved and changed in the past fifty years
(Piotrow, Kincaid, Rimon, and Rinehart, 2003; Bernhardt, 2004).
With increasing frequency, it is considered “the avant-garde in sug-
gesting and integrating new theoretical approaches and practices”
(Drum Beat, 2005).

Most important, communicators are no longer viewed as those
who write press releases and other media-related communications,
but as fundamental members of the public health or health in-
dustry teams. Communication is no longer considered a skill
(Bernhardt, 2004) but a science-based discipline that requires
training and passion and relies on the use of different vehicles
(materials, activities, events, and other tools used to deliver a mes-
sage through communication channels; Health Communication
Unit, 2003b) and channels. According to Saba (2006):

In the past and this is probably the most prevalent trend even
today, health communication practitioners were trained “on-the-
job.” People from different fields (sociology, demography, public
health, psychology, communication with all its different specialties,
such as filmmaking, journalism and advertising) entered or were
brought into health communication programs to meet the need

10 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

footing, leading to improved understanding,
shared knowledge, greater consensus, and
identification of possible effective action”
(Exchange, 2005).

“Health communication is the scientific
development, strategic dissemination, and
critical evaluation of relevant, accurate,
accessible, and understandable health
information communicated to and from intended
audiences to advance the health of the public”
(Bernhardt, 2004, p. 2051).

Table 1.1. Health Communication Definitions, Cont’d.

Key Words Definitions
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for professional human resources in this field. By performing their
job and working in teams, they learned how to adapt their skills to
the new field and were taught by other practitioners about the
common practices and basic “lingo” of health communication.

In the mid 90s, and in response to the increasing demand for
health communication professionals, several schools in the United
States started their own curricular programs and/or “concentra-
tions” in Health Communication. This helped bring more atten-
tion from the academic world to this emerging field. The number
of peer-reviewed articles and several other types of health commu-
nication publications increased. The field moved from in-service
training to pre-service education.

As a result, there is an increasing understanding that “the level
of technical competence of communication practitioners can af-
fect outcomes. A structured approach to health communications
planning, a spotless program execution and a rigorous evaluation
process are the result of adequate training. In health communica-
tion, the learning process is a lifetime endeavor and should be fa-
cilitated by the continuous development of new training initiatives
and tools” (Schiavo, 2006). Training may start in the academic set-
ting but should always be influenced and complemented by prac-
tical experience and observations, as well as other learning and
training opportunities, including in-service training and continu-
ing professional education.

Health communication can reach its highest potential when it
is discussed and applied within a team-oriented context that in-
cludes many other health care and public health professionals.
Teamwork and mutual agreement on the intervention’s ultimate
objectives and expected results are key to the successful design,
implementation, and impact of any program.

Finally, it is important to remember that there is no magic bul-
let that can address health issues. Health communication is an
evolving discipline and should always seek to incorporate lessons
learned as well to use a multidisciplinary approach to all interven-
tions. This is in line with one of the fundamental premises of this
book that recognizes the experience of practitioners as a key factor
in developing theories, models, and approaches that should guide
and inform health communication planning and management.
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Table 1.2 lists the key elements of health communication,
which are further analyzed below.

Audience Centered
Health communication is a long-term process that begins and ends
with the audience’s desires and needs. In health communication,
the audience is not merely a target (even if this terminology is very
well established and used by practitioners around the world) but
an active participant in the process of analyzing the health issue
and finding culturally appropriate and cost-effective solutions. It
is a common practice in health communication not only to re-
search intended audiences and other key constituencies but also
to strive to engage them in defining and implementing key strate-
gies and activities. This is often accomplished by working together
with organizations and leaders who represent them. For example,
if a health communication program aims to reach breast cancer
survivors, all strategies and key program elements should be de-
signed, discussed, tested, and implemented together with mem-
bership organizations, patient groups, leaders, and audience
samples representing this target audience. Most important, these
audiences need to feel invested and well represented. They should
be the key protagonists of the action-oriented process that will lead
to behavioral or social change.

12 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Table 1.2. Key Characteristics of Health Communication

Audience-centered

Research-based

Multidisciplinary

Strategic

Process oriented

Cost-effective

Creative in support of strategy

Audience and media specific

Relationship building

Aimed at behavioral or social change
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Research Based
Health communication is grounded in research. Successful health
communication programs are based on a true understanding not
only of the intended audience but also of the situational environ-
ment. This includes existing programs and lessons learned, poli-
cies, social norms, key issues, and obstacles in addressing the
specific health problem.

The overall premise of health communication is that behav-
ioral change is conditioned by the environment in which people
live, as well as by those who influence them. Creating a receptive
environment in which the target audience can discuss a health
issue and be supported in its intention to change by key influen-
tials (for example, family members, health care providers) is often
one of the aims of health communication programs. This requires
a comprehensive research approach that relies primarily on tradi-
tional research techniques for the formal development of a situa-
tion analysis (a planning term that describes the analysis of
individual, social, political, and behavior-related factors that can
affect attitudes, behaviors, social norms, and policies about a health
issue) and audience profile (a comprehensive, research-based, and
strategic description of all key audiences’ characteristics, demo-
graphics, needs, values, attitudes, and behavior). Situation analy-
sis and audience profile are fundamental and interrelated steps of
health communication planning (the audience profile is described
in this book as a component of the situation analysis) and are de-
scribed in detail in Chapter Ten.

Multidisciplinary
Health communication is “transdisciplinary in nature” (Bernhardt,
2004, p. 2051; Institute of Medicine, 2003) and draws on multiple
disciplines (Bernhardt, 2004; World Health Organization, 2003).
Health communication recognizes the complexity of attaining be-
havioral and social change and uses a multifaceted approach that
is grounded in the application of several theoretical frameworks
and disciplines, including health education, social marketing, and
behavioral and social change theories (see Chapter Two for a com-
prehensive discussion of key theories and models). It draws on
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principles successfully used in the private and commercial sectors
and also on the audience-centered approach of other disciplines,
such as psychology, sociology, and anthropology (World Health Or-
ganization, 2003). It is not anchored to a single specific theory or
model. With the audience always at the core of each intervention,
it uses a case-by-case approach in selecting those models, theories,
and strategies that are best suited to reach people’s hearts; secure
their involvement in the health issue, and, most important, its so-
lutions; and support and facilitate their journey on a path to bet-
ter health.

Piotrow, Rimon, Payne Merritt, and Saffitz (2003) identify four
different “eras” of health communication:

(1) The clinic era, based on a medical care model and the notion
that if people knew where services were located they would find
their way to the clinics; (2) the field era, a more proactive approach
emphasizing outreach workers, community-based distribution, and
a variety of information, education, and communication (IEC)
products; (3) the social marketing era, developed from the com-
mercial concepts that consumers will buy the products they want at
subsidized prices; and, (4) today, the era of strategic behavior com-
munications, founded on behavioral science models that empha-
size the need to influence social norms and policy environments to
facilitate and empower the iterative and dynamic process of both
individual and social change [pp. 1–2].

However, even in the context of strategic behavior communi-
cations, many of the theoretical approaches of the different eras
of health communication still find a use in program planning or
execution. For example, the situation analysis of a health commu-
nication program uses primarily commercial and social marketing
tools and models (see Chapters Two and Ten for a detailed de-
scription) to analyze the environment in which change should
occur. Instead, in the early stages of approaching key opinion lead-
ers and other key stakeholders (individuals and groups who have
an interest or share responsibilities in a given health issue), keep-
ing in mind McGuire’s communication for persuasion steps (1984;
see Chapter Two) may help communicators gain stakeholder sup-
port for the importance or the urgency of adequately addressing
a health issue. This theoretical flexibility should keep communi-
cators focused on their audiences and always on the lookout for
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the best approach and planning framework to influence people’s
core beliefs and behaviors and engage them in the communica-
tion process. In concert with the other features previously dis-
cussed, it also enables the overall communication process to be
truly fluid and suited to respond to audiences’ needs.

The importance of a somewhat flexible theoretical basis, which
should be selected on a case-by-case basis (National Cancer Insti-
tute, 2005a), is already supported by reputable organizations and
authors. For example, a publication by the U.S. Department of
Health and Human Services, National Institutes of Health, Na-
tional Cancer Institute (2002), points to the importance of select-
ing planning frameworks that “can help [communicators] identify
the social sciences theories most appropriate for understanding
the problem and the situation” (p. 218). These theories, models,
and constructs include several theoretical concepts and frame-
works (see Chapter Two) that are also used in motivating change
at an individual level, interpersonal level, or organizational, com-
munity, and societal level (National Cancer Institute, 2002) by re-
lated or complementary disciplines.

The goal here is not to advocate for a lack of theoretical struc-
ture in communication planning and execution. On the contrary,
planning frameworks, models, and theories should be consistent
at least until preliminary steps of the evaluation phase of a pro-
gram are completed. This allows communicators to take advantage
of lessons learned and redefine theoretical constructs and com-
munication objectives (the intermediate steps that need to be
achieved in order to meet program goals and outcome objectives;
National Cancer Institute, 2002) by comparing program outcomes,
which measure changes in knowledge, attitudes, skills, behavior,
and other parameters, with those that were anticipated in the plan-
ning phase. However, the ability to draw on multiple disciplines
and theoretical constructs is a definitive advantage of the health
communication approach and one of the keys to the success of
well-planned and well-executed communication programs.

Strategic
Health communication programs need to display a sound strat-
egy and plan of action. All activities need to be well planned and
respond to a specific audience-related need. Consider again the
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example of Bonnie, the twenty-five-year-old mother who is not sure
about whether to immunize her newborn child. Activities in sup-
port of a strategy that focuses on facilitating communication be-
tween Bonnie and her health care provider make sense only if
research shows all or any of the following points: (1) Bonnie is
likely to be influenced primarily, or at least significantly, by her
health care provider and not by family or other new mothers; (2)
there are several gaps in the understanding of patients’ needs that
prevent health care providers from communicating effectively; and
(3) providers lack adequate tools to talk about this topic with pa-
tients in a time-effective and efficient manner.

Communication strategies (the overall approach that is used to
accomplish the communication objectives) need to be research
based, and all activities should serve such strategies. Therefore, pro-
gram planners should not rely on any workshop, press release,
brochure, video, or anything else to provide effective communica-
tion without making sure that their content and format reflect the
selected approach (the strategy) and is a priority in reaching the
audience’s heart. For this purpose, health communication strate-
gies need to respond to an actual need that has been identified by
preliminary research and confirmed by the intended audience.

Process Oriented
Communication is a long-term process. Influencing people and their
behaviors requires an ongoing commitment to the health issue and
its solutions. This is rooted in a deep understanding of target audi-
ences and their environments and aims at building consensus
among audience members about the potential plan of action.

Most, if not all, health communication programs change or
evolve from what communication experts had originally devised
due to the input and participation of key opinion leaders, patient
groups, professional associations, policymakers, audience mem-
bers, and other key stakeholders.

In health communication, educating target audiences about
health issues and ways to address them is only the first step of a
long-term, audience-centered process. This process often requires
theoretical flexibility to accommodate the needs of interested
groups and audiences.

16 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c01  2/19/07  1:30 PM  Page 16



While in the midst of many process-oriented projects, many
practitioners may have noticed that health communication is
often misunderstood. Health communication uses multiple chan-
nels and approaches, which, despite what some people may think,
include but are not limited to the use of the mass media. More-
over, health communication aims at improving health outcomes
and in the process help advance public health goals or create mar-
ket share (depending on whether health communication strate-
gies are used for nonprofit or for-profit goals). Finally, health
communication cannot focus only on channels, messages, and
tools. It also should be process oriented and attempt to persuade,
involve, and create consensus and feelings of ownership among
intended audiences.

Exchange, a networking and learning program on health com-
munication for development that is based in the United Kingdom
and has multiple partners, views health communication as “a pro-
cess for partnership and participation that is based on two-way
dialogue, where there is an interactive interchange of information,
ideas, techniques, and knowledge between senders and receivers
of information on an equal footing, leading to improved under-
standing, shared knowledge, greater consensus, and identification
of possible effective action” (2005). This definition makes sense in
all settings and situations, but it assumes a greater relevance for
health communication programs that aim to improve health out-
comes in developing countries. Communication for development
often needs to rely on creative solutions that compensate for the
lack of local capabilities and infrastructures. These solutions usu-
ally emerge after months of discussion with local community lead-
ers and organizations, government officials, and members of target
audiences. Word of mouth and the ability of the community lead-
ers to engage members of their communities is often all that com-
municators have at hand.

Consider the case of Maria, a mother of four children who lives
in a small village in sub-Saharan Africa together with her seventy-
five-year-old father. Her village is almost completely isolated from
major metropolitan areas, and very few people in town have a radio
or know how to read. Maria is unaware that malaria, which is en-
demic in that region, poses a higher risk to children than to the el-
derly. Since elderly people benefit from a high hierarchical status
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in that region, if Maria is able to find money to purchase mosquito
nets to protect someone in her family from mosquito bites and the
consequent threat of malaria, she would probably choose that her
father sleep under them, leaving her children unprotected. This is
in spite of the high mortality rate from malaria among children in
her village. If her village’s community leaders told her to do other-
wise, she would likely change her practice and protect her children.

Involving Maria’s community leaders in the communication
process that would lead to a change in her habits requires a long-
term commitment. Such effort demands the involvement of local
organizations and authorities who are respected and trusted by
community leaders, as well as an open mind in listening to sug-
gestions and seeking solutions with the help of all key stakehold-
ers. Because of the lack of local capabilities and widespread access
to adequate communication channels, this process is likely to take
longer than any similar initiative in the developed world. There-
fore, communicators should view this as an ongoing process and
applaud every small step forward.

Cost-Effective
Cost-effectiveness is a concept that health communication borrows
from commercial and social marketing. It is particularly important
in the competitive working environment of nonprofit organiza-
tions, where the lack of sufficient funds or adequate economic
planning can often undermine important initiatives. It implies the
need to seek solutions that allow communicators to advance their
goals with minimal use of human and economic resources. Never-
theless, concerns related to cost-effectiveness should never prompt
a significant reduction of the program’s objectives unless resources
are not adequate to support all of them. Communicators should
use their funds as long as they are well spent and advance their
research-based strategy. They should also seek creative solutions
that minimize the use of internal funds and human resources by
seeking partnerships, using existing materials or programs as a
starting point, and maximizing synergies with the work of other de-
partments in their organization or external groups and stake-
holders in the same field.
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Creative in Support of Strategy
Creativity is a significant attribute of communicators since it allows
them to consider multiple options, formats, and channels to reach
target audiences. It also helps them devise solutions that preserve
the sustainability and cost-effectiveness of specific health commu-
nication interventions. However, even the greatest ideas or the best-
designed and best-executed communication tools may fail to
achieve behavioral or social change goals if they do not respond to
a strategic need identified by marketing and audience-specific re-
search and endorsed by key stakeholders from target groups. Too
often communication programs and resources fail to make an im-
pact because of this common mistake.

For example, providing a brochure to a target audience on how
to use insecticide-treated nets (ITNs) makes sense only if the audi-
ence is already aware of the cycle of malaria transmission, as well as
the need for protection from mosquito bites. If this is not the case
and members of target communities still believe that malaria is con-
tracted by bathing in the river or is a complication of some other
fevers (Pinto,1998; Schiavo, 1998, 2000), the first strategic impera-
tive is disease awareness, with a specific focus on the cycle of trans-
mission and subsequent protective measures. All communication
materials and activities need to address this basic information be-
fore talking about the use of ITNs and potential reasons to use
them instead of other protection measures. The communicator’s
creativity should come into play by devising the most suitable and
culturally friendly tools to engage intended groups in the process
of changing their behaviors, beliefs, and attitudes toward the dis-
ease and its prevention. However, creativity should never be used
to develop and implement great, sensational, or innovative ideas
that do not respond to actual needs and strategic priorities.

Audience and Media Specific
The importance of audience-specific messages and channels be-
came one of the most important lessons learned after the anthrax-
by-mail bioterrorist attacks that rocked the United States in
October 2001.
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At the time, several letters containing the lethal agent Bacillus
anthracis were mailed to senators and representatives of the media
(Jernigan and others, 2002; Blanchard and others, 2005). The at-
tack also exposed government staff workers, including U.S. postal
workers in the U.S. Postal Service facility in Washington, D.C., and
other parts of the country, to anthrax. Two workers in the Wash-
ington facility died as a result of inhalation anthrax (Blanchard
and others, 2005).

Communication during this emergency was perceived by sev-
eral members of the medical, patient, and worker communities as
well as public figures and the media to be often inconsistent and
disorganized (Blanchard and others, 2005; Vanderford, 2003).
Equally important, postal workers and U.S. Senate staff have re-
ported erosion of their trust in public health agencies (Blanchard
and others, 2005). Several analyses point to the possibility that the
one message–one behavior approach to communication (UCLA,
2002)—in other words, using the same message and strategic ap-
proach for all audiences—led to feelings of being left out among
postal workers, who in the Brentwood facility in Washington, D.C.,
were primarily African Americans or individuals with a severe hear-
ing impairment (Blanchard and others, 2005). They also point to
the need for public health officials to develop the relationships
that are needed to communicate with groups of different racial
and socioeconomic backgrounds, as well as “those with physical
limitations that could hinder communication, such as those with
hearing impairments” (Blanchard and others, 2005, p. 494;
McEwen and Anton-Culver, 1988).

The lessons learned from the anthrax scare support some of
the fundamental principles of good health communication prac-
tices. Messages need to be audience specific and tailored to chan-
nels allowing the most effective reach to target audiences. Since it
is very likely that communication efforts always aim at producing
multiple audience-appropriate behaviors, the one message–one be-
havior approach should be avoided (UCLA, 2002) even when time
and resources are lacking. As highlighted by the anthrax case study,
in developing audience-specific messages and activities, the con-
tribution of local advocates and community representatives is fun-
damental to increase the likelihood that messages will be heard,
understood, and trusted by target audiences.

20 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c01  2/19/07  1:30 PM  Page 20



Relationship Building
Communication is a relationship business. Establishing and pre-
serving good relationships is critical to the success of health com-
munication interventions, and, among other things, can help build
long-term and successful partnerships and coalitions, secure cred-
ible stakeholder endorsement of the health issue, and expand the
pool of ambassadors on behalf of the health cause.

Most important, good relationships help create the environ-
ment of “shared meanings and understanding” (Pearson and Nel-
son, 1991, p. 6) that is central to seeking social or behavioral
change at the individual and community levels. Good relationships
should be established with key stakeholders and representatives of
target audiences, health organizations, governments, and many
other critical members of the extended health communication
team. (A detailed discussion of the dos and don’ts of successful
partnerships and relationship building efforts is included in Chap-
ters Eight and Twelve.)

Aimed at Behavioral and Social Change
Today we are in the “era of strategic behavior communications”
(Piotrow and others, 2003, p. 2). Although the ultimate goal of
health communication has always been influencing behaviors and
social norms, there is a renewed emphasis on the importance of
establishing behavioral and social objectives early in the design of
health communication interventions.

“What do you want people to do?” is the first question that
should be asked in communication planning meetings. Do you
want them to immunize their children before age two? Become
aware of their risk for heart disease and behave accordingly to pre-
vent it? Ask their dentists about oral cancer screening? Want local
legislators to support a stricter law on the use of infant car seats?
Create an environment of peer-to-peer support designed to dis-
courage adolescents from initiating smoking? Answering these
kinds of questions is the first step in identifying suitable and
research-based objectives of a communication program.

Although different theories (see Chapter Two) support the
importance of behavioral or social change as key indicators for
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success, these two parameters are actually interconnected. In fact,
social change typically takes place as the result of a series of be-
havioral changes at the individual, group, or community level.

The Role of Health Communication
in the Marketing Mix
Health communication strategies are extensively used in the com-
mercial and nonprofit sectors to support and motivate behavioral
change, product adoption, or the endorsement of a health issue
or cause. In the private sector, health communication strategies are
primarily used in a marketing context. Still, many of the other be-
havioral and social constructs of health communication—and def-
initely all of these models and tools that position the audience at
the center of any intervention—are considered and used at least
at an empirical level. As in other settings (for example, public
health), health communication functions tend to be similar to
those described in the “What Health Communication Can and
Cannot Do” section of this chapter.

Many in the private sector regard health communication as a
critical component of the marketing mix, which is traditionally de-
fined by the key four Ps of social marketing (see Chapter Two for a
more detailed description): product, price, place, and promotion—
in other words, “developing, delivering, and promoting a superior
offer” (Maibach, 2003).

When looking at the health communication environment
where change should occur and be sustained (Figure 1.1), it be-
comes clear that effective communication can be a powerful tool
in seeking to influence all of the factors that are highlighted in the
figure. It is also clear that regardless of whether these factors are
related to the audience, health behavior, product, service, social,
or political environment, all of them are interconnected and can
mutually affect each other. At the same time, health communica-
tion interventions can tip the existing balance among these factors
and change the weight they may have in defining a specific health
issue and its solutions.

Figure 1.1 also reflects some of the key principles of marketing
models as well as the socioecological model (Morris, 1975) and
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other theoretical models (VanLeeuwen, Waltner-Toews, Abernathy,
and Smit, 1999) that are used in public health to show the con-
nection and influence of different factors (individual, interper-
sonal, community, organizational, and public policy) on individual,
group, and community behavior as well as to understand the
process that may lead to behavioral and social change.

Health Communication
in Public Health
Prior to the recent call to action by many federal and multilateral
organizations, which encouraged a strategic and more frequent
use of communication, health communication has been used only
marginally in public health. It has been perceived more as a skill
than a discipline and confined to the mere dissemination of sci-
entific and medical findings by public health professionals (Bern-
hardt, 2004).
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Figure 1.1. Health Communication Environment
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Fortunately, most public health organizations and leaders
(Freimuth, Cole, and Kirby, 2000; U.S. Department of Health and
Human Services, 2005; Institute of Medicine, 2003; Bernhardt,
2004; National Cancer Institute and National Institutes of Health,
2002; Piotrow and others, 1997) now recognize the role that health
communication can play in advancing health outcomes and the
general health status of interested populations and special groups.
Most important, there is a new awareness of the reach of health
communication, as well as its many strategic action areas (for ex-
ample, interpersonal communications, professional medical com-
munications, and public relations).

As defined by Healthy People 2010 (U.S. Department of Health
and Human Services, 2005), the U.S. public health agenda, the
scope of health communication in public health “includes disease
prevention, health promotion, health care policy, and the business
of health care as well as enhancement of the quality of life and
health of individuals within the community” (p. 11–20; Ratzan,
1994). Health communication “links the domains of communica-
tion and health” (p. 11–3) and is increasingly regarded as a science
(Freimuth and others, 2000), of great importance in public health,
especially in the era of emerging infectious diseases, global threats,
bioterrorism, and a new emphasis on a preventive and patient-
centered approach to health.

Overview of Key Communication Areas
Global health communication is a term increasingly used to include
different communication approaches and action areas, such as in-
terpersonal communications, social and community mobilization,
and advocacy (Haider, 2005; Waisbord and Larson, 2005). Well-
planned health communication programs rely on an integrated
blend of different action areas that should be selected in consid-
eration of expected behavioral and social outcomes (World Health
Organization, 2003; O’Sullivan, Yonkler, Morgan, and Merritt,
2003; Health Communication Partnership, 2005e). Long-term re-
sults can be achieved only through a participatory process that in-
volves all interested audiences and uses all culturally appropriate
action areas and communication channels. Remember that there
is no magic bullet in health communication.
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Message repetitiveness and frequency are also important fac-
tors in health communication. Often the resonance effect, which
can be defined as the ability to create a snowball effect for message
delivery by using multiple vehicles, sources, and messengers, can
help motivate people to change by reminding them of the desired
behavior (for example, complying with childhood immunization
requirements, using mosquito nets for protection against malaria,
attempting to quit smoking) and its benefits. To this end, several
action areas are normally used in health communication and are
described in detail in the topic-specific chapters in Part Two:

• Interpersonal communications, which uses interpersonal chan-
nels (for example, one-on-one or group meetings) and is based on
active listening, social and behavioral theories, and the ability to
relate to and identify with the audience’s needs and cultural pref-
erences and efficiently addressing them. This includes “personal
selling and counseling” (World Health Organization, 2003, p. 2),
which takes place during one-on-one encounters with members of
interested audiences and other key stakeholders, as well as during
group events and in locations where materials and services are
available. It also includes provider-patient communications, which
has been identified as one of the most important areas of health
communication (U.S. Department of Health and Human Services,
2005) and should aim at improving health outcomes by optimiz-
ing the relationships between providers and their patients.

• Public relations, public advocacy, and government relations, which
relies on the skillful use of culturally competent and audience-
appropriate mass media, as well as other communication channels
to place a health issue on the public agenda, advocate for its solu-
tions, or highlight the importance that the government and other
key stakeholders take action.

• Community mobilization, a bottom-up and participatory pro-
cess. By using multiple communication channels, community mo-
bilization seeks to involve community leaders and the community
at large in addressing a health issue, becoming part of the key steps
to behavioral or social change, or practicing a desired behavior.

• Professional medical communications, a peer-to-peer approach
targeting health care professionals that, among others, aims to (1)
promote the adoption of best medical and health practices; (2)
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establish new concepts and standards of care; (3) publicize recent
medical discoveries, beliefs, parameters, and policies; (4) change
or establish new medical priorities; and (5) advance health policy
changes.

• Constituency relations, a critical component of all other areas
of health communication as well as a communication area of its own.
Constituency relations refer to the process of (1) creating consen-
sus among key stakeholders about health issues and their poten-
tial solutions, (2) expanding program reach by involving key
constituencies, (3) developing alliances, (4) managing and antic-
ipating criticisms and opponents, and (5) maintaining key rela-
tionships with other health organizations or stakeholders.

What Health Communication
Can and Cannot Do
Health communication cannot work in a vacuum and is normally a
critical component of larger public health interventions or corpo-
rate efforts. Because of the complexity of health issues, it may “not
be equally effective in addressing all issues or relaying all messages”
(National Cancer Institute and National Institutes of Health, 2002,
p. 3), at least in a given time frame.

Health communication cannot replace the lack of local infra-
structure (such as the absence of appropriate health services or
hospitals) or capability (such as an inadequate number of health
care providers in relation to the size of the population being at-
tended). It cannot compensate for inadequate medical solutions
to treat, diagnose, or prevent any disease. But it can help advocate
for change and create a receptive environment to support the de-
velopment of new health services or the allocation of additional
funds for medical and scientific discovery, access to existing treat-
ments or services, or the recruitment of health care professionals
in new medical fields or underserved geographical areas. In doing
so, it helps secure political commitment, stakeholder endorsement,
and community involvement to encourage change and improve
health outcomes.

Because of the evolving role of health communication, other
authors and organizations have been defining the potential con-
tribution of health communication to the health care and public
health fields. For example, the U.S. National Cancer Institute
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(2002) has a homonymous section, which partly inspired the need
for this section, in one of its publications on the topic.

Understanding the role and the potential impact of health com-
munication on different aspects of public health, and health care
in general, is important to take full advantage of the contribution
of this emerging field to health outcomes as well as to set realistic
expectations on what can be accomplished among team members,
program partners, intended audiences, and other key stakehold-
ers. Table 1.3 lists what health communication can and cannot do.
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Table 1.3. What Health Communication Can and Cannot Do

Health Communication Can Help. . .
Raise awareness of health issues to
drive policy or practice changes.
Secure stakeholder endorsement of
health issues.
“Influence perceptions, beliefs and
attitudes that may change social
norms” (NCI, 2002, p. 3).
Promote data and emerging issues to
establish new standards of care.
“Increase demand for health services”
(NCI, 2002, p. 3) and products.
Show benefits of behavior change.
“Demonstrate healthy skills” (NCI,
2002, p. 3).
Provoke public discussion to drive
disease diagnosis, treatment, or
prevention.
Suggest and “prompt action” (NCI,
2002, p. 3).
Build constituencies to support health
practice changes.
Support the need for additional funds
for medical and scientific discovery.
Advocate for equal access to existing
health products and services.
Create a climate of receptivity for new
health services or products.
Strengthen third-party relationships.
Improve provider-patient
relationships, and ultimately, patient
compliance and outcomes.

Health Communication Cannot. . .
Work in a vacuum, independent from
other larger public health or
marketing interventions.
Replace the lack of local
infrastructure or capability.
Compensate for the absence of
adequate treatment or diagnostic or
preventative options.
“Be equally effective in addressing all
issues or relaying all messages”, at
least in the same time frame
(NCI, 2002, p. 3).
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Key Concepts
• Health communication is a multifaceted and multidisciplinary

approach to reach different audiences and share health-related
information with the goal of influencing, engaging, and sup-
porting individuals, communities, health professionals, special
groups, policymakers, and the public to champion, introduce,
adopt, or sustain a behavior, practice, or policy that will ulti-
mately improve health outcomes.

• Health communication is an increasingly prominent field in
public health, as well as in the private sector (both nonprofit
and commercial).

• One of the key characteristics of health communication is its
multidisciplinary nature, which allows the theoretical flexibil-
ity that is needed to consider each situation and audience for
their unique characteristics and needs and select the best ap-
proach and planning framework to reach out to people and
involve them in the health issue and its solutions.

• Health communication is an evolving discipline that should
always incorporate lessons learned and practical experiences.
Practitioners should have a key role in defining theories and
models to inform health communication planning and
management.

• It is important to be aware of key features and limitations of
health communication (and more specifically what communi-
cation can and cannot do).

• Health communication relies on several action areas.
• Well-designed programs are the result of an integrated blend

of different areas that should be selected in the light of ex-
pected behavioral and social outcomes.

For Discussion and Practice
1. Did you have any preliminary idea about the definition and role

of health communication prior to reading this chapter? If yes,
how does it compare to what you have learned in this chapter?

2. In your opinion, what are the two most important defining fea-
tures of health communication, and why? How do they relate
to the other key characteristics of health communication that
are discussed in this chapter?
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3. Can you recall a personal experience in which a health com-
munication program, message, or health-related encounter
(for example, a physician visit) has influenced your decisions
or perceptions about a specific health issue? Describe the ex-
perience, and emphasize key factors that affected your deci-
sion and health behavior.

4. Did you ever participate in the development or implementa-
tion of a health communication campaign? If yes, what were
some of the key learnings, and how do they relate to the at-
tributes of health communication as described in this chapter? 
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Chapter Two

Current Health
Communication Theories
and Issues

In This Chapter
• Key Theoretical Influences in Health Communication
• Select Models for Strategic Behavior and Social Change

Communication
• Other Theoretical Influences and Planning Frameworks
• Current Issues and Topics in Health Care: Implications for

Health Communication
• Key Concepts
• For Discussion and Practice

In the past fifty years, the field of health communication has ex-
perienced a dramatic growth and evolution, which is still continu-
ing. The multidisciplinary nature of health communication has
been recognized by several organizations and leaders (Institute of
Medicine, 2003; Bernhardt, 2004; World Health Organization,
2003) and is also one of the most important characteristics of
health communication.

While several authors and organizations have been trying to
define the theoretical basis of health communication, the inter-
section among many different disciplines (for example, behavioral
and social sciences, social marketing and health education) as well
as between social sciences and the humanities is still a growing field
of research and practical application (Health Communication Part-
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nership, 2005a). Some authors have been referring to a “family
tree” (Waisbord, 2001, p. 1) of communication theories and mod-
els; others do not emphasize the chronological sequence and in-
terdependence of communication theories but focus primarily on
the impact such theories may have on potential program design
and outcomes (Institute of Medicine of the National Academies,
2002).

Theories and planning models are particularly important for
students and young practitioners in this field. Theories help clar-
ify how to approach a health issue and try to address it through a
health communication intervention. They also have a significant
weight at all levels in communication research, donor-sponsored
programs, retrospective analyses, outcome and impact evaluation,
and all other circumstances that demand a rigorous program de-
sign. Theories can also provide a powerful tool to organize one’s
thoughts and design interventions that clearly have in mind spe-
cific behavioral or social outcomes.  Communication theories and
frameworks are used in a less rigorous way in the commercial, non-
profit, and private sectors in the interest of time. The downside to
this approach is that it may become more difficult to link any spe-
cific behavioral or social outcome to the actual health communi-
cation program, which is already a notably complex task in health
communication (see Chapter Twelve).

This chapter provides a brief overview of major theories and
planning frameworks and their implications in health communica-
tion. Models and theoretical constructs are often used in these ways:

• Provide a basis for communication planning and evaluation.
• Inspire specific communication approaches.
• Help implement a specific phase of a health communication

program.
• Support a true understanding of target audiences and groups

as well as the health communication environment among
health communication practitioners and other members of
the communication team.

While reviewing these theories and models, junior health com-
munication practitioners and students should remember that these
are just selected references, which ideally should prompt further
inquiries and readings on the theory of health communication.
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They should also keep in mind that theories, models, and planning
frameworks should (1) be considered part of a tool kit and selected
on a case-by-case basis; (2) respond to an audience’s needs; (3) ad-
dress the specific health situation and all factors that play a role in
determining it; (4) inform and guide message development as well
as the identification of appropriate communication channels; and
(5) be revisited in the light of emerging factors and needs. This se-
lection process should take into account expected program out-
comes and the desired behavioral or social impact of the program.
For all other readers (including current health communication
practitioners, researchers, and other health professionals), the fol-
lowing overview should provide an updated summary of selected
theories and models that currently inspire this field as well as
health-related issues and topics that influence its practice.

Key Theoretical Influences
in Health Communication
Health communication is influenced by different disciplines and
theoretical approaches. Some of the most important theories can be
divided into the following categories: behavioral and social science
theories, mass communications theories, marketing and social mar-
keting, and other theoretical influences, including medical models,
sociology, and anthropology. In addition, several planning frame-
works and models have been developed to reflect or incorporate key
principles from some or all of these categories. The overview that
follows focuses on select theories and models as well as their poten-
tial or actual impact on health communication practice.

Selected Behavioral and
Social Sciences Theories
Behavioral and social sciences theories seek to analyze and explain
how change occurs at the individual, community, or social levels.
Some of these theories focus on only the key steps that may lead
to behavioral or social change. Most of them also emphasize the
interconnection and mutual dependence of individual and exter-
nal factors. As previously mentioned, this connection is of great
importance in health communication. 
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D i f f u s i o n  o f  I n n o v a t i o n  T h e o r y

Initially developed by Everett Rogers (1962, 1983, 1995), the dif-
fusion of innovation theory addresses how new ideas, concepts, or
practices can spread within a community or “society or from one
society to another” (National Cancer Institute and National Insti-
tutes of Health, 2002, p. 226). The theory identifies and defines
five subgroups on the basis of the audience’s characteristics and
propensity to accept and adopt innovation (Beal and Rogers,
1960):

• Innovators
• Early adopters
• Early majority
• Late majority
• Laggards

The overall premise of this theory is that change occurs over
time and is dependent on the following stages (Rogers, 1962, 1983,
1995; Waisbord, 2001; Health Communication Partnership,
2005b):

• Awareness
• Knowledge and interest
• Decision
• Trial or implementation
• Confirmation or rejection of the behavior

It also observes that innovators usually decide much faster than
any other subgroup on whether to adopt new ideas, concepts, or
practices (Beal and Rogers, 1960; see Figure 2.1). Therefore, in-
novators can act as role models and persuade other subgroups (in-
cluding laggards) to accept and adopt new behaviors and social
practices.

Like many other theories in any field, diffusion of innovation
has been misused and misinterpreted at times (Health Communi-
cation Partnership, 2005b). Some critics have observed that the
trickle-down approach, from the innovators to the laggards, may
not work in all situations (Waisbord, 2001). Rogers himself modi-
fied the theory to change the focus from “a persuasion approach
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(transmission of information between individuals and groups)” to
“a process by which participants create and share information with
one another in order to reach a mutual understanding” (Waisbord,
2001, p. 5; Rogers, 1976).

Nevertheless, diffusion of innovation still plays a role in health
communication and is widely used by a variety of communication
practitioners and organizations for program research and plan-
ning. The major contribution of the theory is its early audience
segmentation model, which supports the importance of looking at
intended audiences as a complex puzzle of different subgroups,
stages, and needs that should be considered in developing com-
munication messages and activities. 

Finally, the individuals’ stage model provides a perspective on
the time and the external conditions that are needed to achieve
behavioral or social change. It is a useful tool in thinking about the
levels of awareness, knowledge, and interest among target groups
(Health Communication Partnership, 2005b). It is also a valid re-
minder that continuing to engage innovators and early adopters
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Figure 2.1. Attributes of the Audience
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Beal, G. M., and Rogers, E. M. The adoption of two farm practices in a central Iowa
community. Special report no. 26, p. 14. Ames, Iowa: Agricultural and Home
Economics Experiment Station, Iowa State University, 1960. Used by
permission.
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or their representatives in program planning and evaluation is es-
sential to program sustainability as well as to the involvement of
larger segments of the intended population in accepting and
adopting innovative behaviors or social practices. For a practical
example about the application of this theory, see Box 2.1.

Box 2.1

Diffusion of Innovation Theory:
A Practical Example

Luciana, a nineteen-year-old college student, lives in a coastal town
in southern Italy and loves going to the beach. During her summer
vacation and many of the late spring weekends, she spends four to
six hours each day basking in the sun while talking with her friends or
playing beach volleyball or swimming. She uses sunscreen lotion with
a low sunscreen protection factor (SPF) and only at the beginning of
the season to avoid sunburn. Once she is tanned, she may not use it
at all. Most of her friends rarely use any sunscreen protection and, if
they do, use the same kind with a low SPF. During the winter, Luciana
keeps her tan by using artificial ultraviolet sunlamps.

In the summer, getting a nice tintarella, the Italian word for sun-
tan, is one of Italians’ favorite pastimes and is considered very at-
tractive. People compliment each other on their tintarella. While
Luciana and some of her friends may be somewhat aware that pro-
longed and continuous sun exposure is a risk factor for skin cancer,
the aesthetic appeal and social approval of a tanned skin allay her
doubts about sun exposure. She also feels she is too young to worry
about skin cancer, does not know enough about it, and therefore does
not feel the need to use much stronger sunscreen protection.

A review of the literature on the subject (for example, Monfrecola,
Fabbrocini, Posteraro, and Pini, 2000) shows that Luciana’s fictional
profile is somewhat representative of frequent beliefs and behavior
among a percentage of Italian young people who live on the Mediter-
ranean coast.

According to the diffusion of innovations theory, Luciana could
be considered an innovator or early adopter in her peer group if she
starts using higher sunscreen protection and limiting her use of sun-
lamps. Ideally, she could talk with her peers and circle of friends about
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following her example. In fact, most of them do not use any sunscreen
and may be slower to change than Luciana.

There are a few facts that are good indicators that she could be-
come an innovator or early adopter: her education level (she is a col-
lege student), socioeconomic background (both of her parents hold
advanced degrees and professional jobs and have raised Luciana to
question existing behaviors in the light of new information), person-
ality (she is rational, resourceful, and charming and often perceived
as a leader in her peer group), exposure to media (she is well read
and relies on a variety of media for information and entertainment),
attitude toward change (she is willing to experiment with new things
and behaviors if she understands them and perceives their benefits),
and social involvement (she is an active member of several student
organizations and other social and political groups).

If we look at the different stages of the diffusion of innovation
theory (awareness, knowledge and interest, decision, trial or imple-
mentation, confirmation or rejection of the behavior), the first step is
to make Luciana aware of skin cancer’s severity, recent increase, and
strong link to sun exposure and sunlamp use. Recent facts and inci-
dence data should be used to reinforce her awareness and point to
the need for sunscreen use.

If research shows that Luciana is already aware of the disease
severity and related risk factors, communication messages and inter-
actions should focus on making skin cancer relevant to her and her
peers (the second stage of the diffusion theory). Knowledge that skin
cancer can also occur among young people and the sun’s damaging
effects begin at an early age (National Cancer Institute, 2005b) may
help increase Luciana’s concern about sun exposure. Still, her per-
ception that a tanned body is more attractive than an untanned one
may prevent her from taking action and should be addressed early as
part of the overall intervention. Focusing on the damaging effects of
sun exposure on the skin’s appearance and overall aging process may
appeal to Luciana’s aesthetic values.

Social support as well as the ability to sustain the recommended
behavior should be encouraged by using adequate communication
tools and activities while Luciana goes through the three remaining
stages of the diffusion of innovation theory as she decides, tries, and,
ideally, continues to use sunscreen and limit her use of sunlamps. In
these stages, Luciana will need to perceive the advantages of behav-
ioral change, find it acceptable for her lifestyle, and find it easy to im-
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plement and sustain. Sunscreen samples and detailed instructions on
when to apply the sunscreen (not only to prevent skin burning) can
facilitate use. 

The program should also address her other concerns: the appeal
of an untanned or lightly tanned body (Monfrecola, Fabbrocini,
Posteraro, and Pini, 2000), which could be reinforced by celebrities,
institutions, older family members, or others who could act as role
models; and the reduced risk for a potentially life-threatening disease.
Change would occur only if all tools and activities are designed by
taking into account Luciana’s needs and make her feel she is a key
actor in the overall change process. If these needs are adequately
met, Luciana may become an ambassador (innovator) for the im-
portance of sunscreen use among her circle of friends, peers, and so-
cial groups. (An example on the topic of skin cancer is given in
Weinreich, 1999.) 

In approaching the rest of this chapter, readers may find it help-
ful to apply Luciana’s fictional example or other examples to all the-
ories and models that are discussed in this chapter. At a minimum,
this would prompt awareness of different ways of organizing one’s
thoughts when dealing with the same health issue using different the-
oretical frameworks. It will also provide a tool to organize audience-
related research.

H e a l t h  B e l i e f  M o d e l  

The health belief model (HBM; Becker, Haefner, and Maiman,
1977; Janz and Becker, 1984; Strecher and Rosenstock, 1997) was
originally intended to explain why people did not participate in
programs that could help them diagnose or prevent diseases (Na-
tional Cancer Institute and National Institutes of Health, 2002).
The major assumption of this model is that in order to engage in
healthy behaviors, intended audiences need to be aware of their
risk for severe or life-threatening diseases and perceive that the
benefits of behavior change outweigh potential barriers or other
negative aspects of recommended actions. HBM is one of the first
theories developed to explain the process of change in relation to
health behavior. It has also inspired—among many other influences
and models—the field of health education. Health education is de-
fined as “any planned combination of learning experiences de-
signed to predispose, enable, and reinforce voluntary behavior
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conducive to health in individuals, groups, or communities”
(Healthy People 2010, p. 11-20; Green and Kreuter, 1999).

HBM has the following key components:

• Perceived susceptibility: The individual’s perception on whether
he or she is at risk for contracting a specific illness or health
problem

• Perceived severity: The subjective feeling on whether the specific
illness or health problem can be severe (for example, perma-
nently impair physical or mental functions) or life threatening
and therefore worthy of one’s attention

• Perceived benefits: The individual’s perceptions of the advantages
of adopting recommended actions that would eventually re-
duce the risk for disease severity, morbidity, and mortality

• Perceived barriers: The individual’s perceptions of the costs of
and obstacles to adopting recommended actions (includes
economic costs as well as other kinds of lifestyle sacrifices)

• Cues to action: Public or social events that can signal the impor-
tance of taking action (for example, a neighbor who is diag-
nosed with the same disease or a mass media campaign) 

• Self-efficacy: The individual’s confidence in his or her ability to
perform and sustain the recommended behavior with little or
no help from others

In describing the HBM, Pechmann (2001) referred to it as a
“risk learning model because the goal is to teach new information
about health risks and the behaviors that minimize those risks”
(p. 189). The overall premise of the HBM is that knowledge will
bring change. Knowledge is brought to target audiences through
an educational approach that primarily focuses on messages, chan-
nels, and spokespeople (Andreasen, 1995).

“Some authors caution that the HBM does not pre-suppose or
imply a strategy for change” (Rosenstock and Kirscht, 1974, p. 472;
Andreasen, 1995, p. 10).  Nevertheless, the major contribution of
the HBM to the health communication field is its emphasis on the
importance of knowledge, a necessary but not sufficient step to
change. HBM can also be used for audience-related research since
it provides a useful framework to organize one’s thoughts in de-
veloping an audience profile.
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S o c i a l  C o g n i t i v e  T h e o r y  
Also known as social learning theory, social cognitive theory (SCT;
Bandura, 1977, 1986, 1997) explains behavior as the result of three
reciprocal factors: behavior, personal factors, and outside events.
Any change in any of these three factors is expected to determine
changes in the remaining ones (National Cancer Institute and Na-
tional Institutes of Health, 2002). Behavior is viewed as influenced
by a combination of personal and outside factors and events.

One of SCT’s key premises is its emphasis on the outside envi-
ronment, which becomes a source of observational learning. Ac-
cording to SCT, the environment is a place where individuals can
observe an action, understand its consequences, and, as a result of
personal and interpersonal influences, become motivated to re-
peat and adopt it. SCT has these key components (Bandura, 1977,
1986, 1997; National Cancer Institute and National Institutes of
Health, 2002; Health Communication Partnership, 2005c):

• Attention—people’s awareness of the action being modeled
and observed.

• Retention—people’s ability to remember the action being mod-
eled and observed.

• Reproduction (Trial)—people’s ability to reproduce the action
being modeled and observed.

• Motivation—people’s internal impulse and intention to per-
form the action. Motivation depends on a number of social,
affective, and physiological influences (for example, the sup-
port of peers and family members to perform the action, the
knowledge that the action will improve physical performance)
as well as the perception of self-efficacy.

• Performance—the individual’s ability to perform the action on a
regular basis.

• Self-efficacy—the individual’s confidence in his or her ability to
perform and sustain the action with little or no help from oth-
ers, which plays a major role in actual performance.

SCT can provide a framework to approach several different ques-
tions in program research and planning, but its major contribution
to health communications is to understand the mechanisms and fac-
tors that can influence retention, reproduction, and motivation
(Health Communication Partnership, 2005c) on a given behavior.
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T h e o r y  o f  R e a s o n e d  A c t i o n
The theory of reasoned action (TRA; Ajzen and Fishbein, 1980) sug-
gests that behavioral performance is primarily determined by the
strength of the person’s intention to perform a specific behavior. It
identifies two major factors that contribute to such intentions
(Ajzen and Fishbein, 1980; Health Communication Partnership,
2005d; Coffman, 2002):

• A person’s attitude toward the behavior. In general, attitudes
can be defined as positive or negative emotions or feelings
toward a behavior, a person, a concept, or an idea (for exam-
ple: “I . . . eating fruit and vegetables”; “I . . . my friend’s
boyfriend”).

• A person’s subjective norms about the behavior. In the TRA,
subjective norms are defined as the opinion or judgment, pos-
itive or negative, that loved ones, friends, family, colleagues,
professional organizations, or other key influentials may have
about a potential behavior (for example, “My friends do not
approve that I smoke marijuana”; “My doctor recommends
that I exercise at least twice per week”).

Under the TRA, attitudes toward a specific behavior are a func-
tion of the person’s beliefs about the consequences of such be-
havior (for example, “smoking marijuana may have a negative
impact on my concentration and work performance”). These are
called behavioral beliefs.

Subjective norms are influenced by normative beliefs, which refer
to whether a person may think significant others will approve or
not of his or her behavior (for example, “I think that if I start to
smoke marijuana, some of my friends may not approve of it”). An-
other component of normative beliefs is the person’s motivation
to comply with other people’s ideas and potential approval (Coff-
man, 2002). For example, if the normative belief is the one above
(“I think that if I start to smoke marijuana, some of my friends may
not approve it”), the person’s motivation to comply can be assessed
by asking the following question: “Do I care enough about these
specific friends to avoid smoking marijuana?”

TRA is currently one of the most influential theories in health
communication and is frequently used also in program evaluation
(Coffman, 2002). However, it is important to maintain some cau-
tion in concluding that the intention of adopting a certain behav-
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ior always translates in actual behavioral performance. Communi-
cation can play an important role in supporting behavioral inten-
tions and increasing the likelihood that they would become actual
behaviors. This requires the development of adequate tools that
would facilitate and make it easy for people to try, adopt, and in-
tegrate new health behaviors in their lifestyle.

TRA is particularly useful in analyzing and identifying reasons
for action and messages that can change people’s attitudes. It is also
a good tool in profiling primary audiences (the people whom the
program seeks to influence more directly and would primarily ben-
efit from change) and secondary audiences (individuals and
groups who can have an influence on the primary audience)
(Health Communication Partnership, 2005d).

I d e a t i o n

The ideation theory (Kincaid, Figueroa, Storey, and Underwood,
2001; Rimon, 2002; Cleland and Wilson, 1987) refers to “new ways of
thinking and diffusion of those ways of thinking by means of
social interaction in local, culturally homogenous communities” (O’-
Sullivan, Yonkler, Morgan, and Merritt 2003, pp. 1–3; Bongaarts and
Watkins, 1996). This theory is used in strategic behavior communi-
cations to identify and influence ideational elements (Rimon, 2002;
Kincaid, Figueroa, Storey, and Underwood, 2001), such as attitudes,
knowledge, self-efficacy, social and peer approval, and other factors
that can affect and determine health behavior (see Figure 2.2).

One of the key premises of the ideation theory is “that the
more ideational elements that apply to someone, the greater the
probability that they will adopt a healthy behavior” (Kincaid and
Figueroa, 2004).

C o n v e r g e n c e  T h e o r y

Like other theories in the social process category (O’Sullivan, Yon-
kler, Morgan, and Merritt, 2003), the convergence theory (Kincaid,
1979; Rogers and Kincaid, 1981) emphasizes the importance “of
information sharing, mutual understanding and mutual agree-
ment” on any collective or group action that would bring social
change (Figueroa, Kincaid, Rani, and Lewis, 2002, p. 4). It is based
on the perspective that an individual’s perceptions and behavior
are influenced by the perceptions and behaviors of members of
the same group, such as members of professional associations,
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work colleagues, and family members, and by people “in one’s per-
sonal networks,” such as peers, friends, or personal or professional
acquaintances (O’Sullivan, Yonkler, Morgan, and Merritt, 2003,
pp. 1–4).

This theory is characterized by three distinctive features (Kin-
caid, 1979; Rogers and Kincaid, 1981; Figueroa, Kincaid, Rani, and
Lewis, 2002):

• Information is shared using a participatory process in which
there is no sender or receiver but everyone creates and shares
information. Participants in this process include individuals or
groups and institutions such as professional associations, com-
munity organizations, churches, and schools.

• Communication emphasizes individual perceptions and inter-
pretations of the information being shared, encourages an
ongoing dialogue, and fosters mutual understanding and
agreement on common meanings.
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Figure 2.2. Ideation Theory

Sources: Kincaid, D. L., and Figueroa, M. E. Ideation and Communication for Social
Change. Health Communication Partnership Seminar, April 23, 2004. Used by
permission. Rimon, J. G. Behaviour Change Communication in Public Health. Beyond
Dialogue: Moving Toward Convergence. The Communication Initiative, 2002.
http://www.comminit.com/strategicthinking/stnicroundtable/sld-1744.html.
Retrieved Nov. 2005. Used by permission.
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• Communication is horizontal and involves two or more partici-
pants. In a horizontal model of communication, all participants
are equal and aim to reach mutual agreement that may stimu-
late a group action.

This theory has contributed to redefining communication as a
process in which all participants need to respect and take into ac-
count other people’s feelings, emotions, and beliefs. It has also
highlighted the importance of social networks and key influentials
in defining the path to social change.

S t a g e s  o f  B e h a v i o r  C h a n g e  M o d e l

The stages of behavior change model, also known as transtheoret-
ical model (Prochaska and DiClemente, 1983; Grimley, Gabrielle,
Bellis, and Prochaska, 1993; Prochaska and Vellicer, 1997), defines
behavioral change as a process that goes through different stages
or steps. Each stage describes different “levels of motivation or
readiness to change” (National Cancer Institute and National In-
stitutes of Health, 2002, p. 221; Prochaska and Vellicer, 1997). The
model identifies five stages of change (Prochaska and Vellicer,
1997; Weinreich, 1999):

1. Precontemplation, in which individuals have no intention of
adopting a recommended health behavior but are learning
about it

2. Contemplation, in which individuals are considering adopting
the recommended behavior

3. Decision, in which people decide to adopt the recommended
health behavior

4. Action, in which people try to adopt the recommend behavior
for a short period of time

5. Maintenance, in which people continue to perform the rec-
ommended health behavior for a long period of time (at least
above six months) and, ideally, incorporate it in their routine
and lifestyle

In health communication, these stages of change can be used
in the segmentation phase of intended audiences (see Chapter
Ten) to identify groups that, among other related characteristics,
will also have similar levels of motivation and readiness for be-
havioral change (Weinrich, 1999). Therefore, this theory can be
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instrumental in designing communication objectives, messages,
and strategies for each of these groups (National Cancer Institute
and National Institutes of Health, 2002).

C o m m u n i c a t i o n  f o r  P e r s u a s i o n  T h e o r y

This theory was developed by social psychologist William McGuire
and focuses on how people process information. McGuire(1984)
highlighted twelve interdependable steps in the process of per-
suasive communications (McGuire, 1984; National Cancer Insti-
tute and National Institutes of Health, 2002; Alcalay and Bell,
2000). He suggested that in order to assimilate and perform a new
behavior, a person should (McGuire, 1984; National Cancer Insti-
tute and National Institutes of Health, 2002):

1. Be exposed to the message.
2. Pay attention to it.
3. Find it interesting or personally relevant.
4. Understand it.
5. Figure out how the new behavior could fit in his or her life.
6. Accept the change that is being proposed.
7. Remember and validate the message.
8. Be able to think of the message in relevant contexts or

situations.
9. Make decisions on the basis of the retrieved information or

message.
10. Behave in line with that decision.
11. Receive positive reinforcement for that behavior.
12. Integrate the new behavior into his or her life.

This model also suggests that these twelve steps are interde-
pendent. Achieving any of them is strictly contingent on success at
all prior steps. Message design, messenger credibility, communi-
cation channels, and the characteristics of both the intended au-
diences and the recommended behavior, which should be
intended to fit easily in people’s lives, all influence behavioral
outcomes.

While the current focus of health communication is more on
engaging intended audiences than persuading them, keeping in
mind McGuire’s steps for persuasion can provide a valid framework
for approaching key audiences and stakeholders to secure their
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initial involvement and input in the health issue. In doing so, it is
also important to remember that an audience’s characteristics and
needs may change over time. This should prompt communicators
to incorporate these changes in message design and delivery as well
as redefine recommended behaviors in function of people’s
lifestyles and needs.

Mass Communication Theories
No one can dispute the ability of the mass media to reach signifi-
cant percentages of interested groups and audiences. If adequately
used and selected in response to audience’s needs and prefer-
ences, radio, television, printed media, and the Internet are pow-
erful connectors between communicators and their audiences.

Mass communication theories include research and studies
that focus on the impact of the mass media on target populations.
However, many of their key principles and observations can apply
in general to the overall field of global health communication. The
following definitions are important when looking at this family of
theories and can help improve understanding of the overall topic:

• Media effects are simply the consequences [on target audiences]
of what the mass media do, whether intended or not.

• Media power, on the other hand, refers to a general potential on
the part of the media to have effects, especially of a planned
kind.

• Media effectiveness is a statement about the efficiency of media in
achieving a given aim and always implies intention or some
planned communication goal [McQuail, 1994, p. 333].

While several authors divide mass communication theories into
different eras and subgroups (McQuail, 1994; Health Communi-
cation Partnership, 2005a), a comprehensive discussion of all
of them is beyond the scope of this book. Therefore, the theory
presented next represents only an example of models and studies
in this category.

C u l t i v a t i o n  T h e o r y  o f  M a s s  M e d i a  

Developed by George Gerbner, the cultivation theory “specifies
that repeated, intense exposure to deviant definitions of ‘reality’
in the mass media leads to perceptions of the ‘reality’ as normal”
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(Communication Initiative, 2003a; Gerbner, 1969; Gerbner, Gross,
Morgan, and Signorielle, 1980). “The result is a social legitimiza-
tion of the reality depicted in the mass media, which can influence
behavior” (Communication Initiative, 2003a; Gerbner, Gross, Mor-
gan, and Signorielle, 1980). In other words, the media have the
power to portray a behavior and make it socially acceptable by
shaping public perceptions and feelings toward that behavior. Cul-
tivation refers to the ability of the mass media to produce long-term
effects on target audiences by nurturing their feelings through con-
tinuous message exposure. This process also relies on the ability of
the mass media to “transcend traditional barriers of time, space
and social grouping” (Communication Initiative, 2003a; Gerbner,
1969).

Cultivation is a concept that transcends the mass media and
applies to the overall field of health communication. In fact, nur-
turing the feelings of key stakeholders and interested audiences
through continuous message exposure, using all kinds of commu-
nication channels including the mass media, is a practice that fre-
quently helps secure their involvement in the health issue and its
solutions.

Marketing-Based Models
In the private (commercial and nonprofit) sector, the field of mar-
keting refers to strategic activities that encourage the use of prod-
ucts or services by consumers or special groups. Over time,
marketing-based models have also inspired public health inter-
ventions that aim at the endorsement of new health products, ser-
vices, or behaviors. The two models that are presented next have
many similar features and contribute to the theoretical basis of
health communication. 

S o c i a l  M a r k e t i n g

Social marketing has been defined as “the application of com-
mercial marketing technologies to the analysis, planning, execu-
tion, and evaluation of programs designed to influence the
voluntary behavior of target audiences in order to improve their
personal welfare and that of their society” (Andreasen, 1995, p. 7).
Similar to commercial marketing, behavior change is the ultimate
goal of social marketing. However, in commercial marketing, be-
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havior change is sought primarily to benefit the sponsoring orga-
nizations (Andreasen, 1995), even if, in some cases, marketing ac-
tivities also encourage the adoption of healthy behaviors, such as
immunization or compliance to medication, that can improve the
health conditions of target populations.

Social marketing practices are consumer centered (Andreasen,
1995; Kotler and Roberto, 1989) and stress the importance of four
elements, referred to as the four Ps of social marketing:

• Product—the behavior, service, product, or policy that the or-
ganization or program seeks to see adopted by target audi-
ences. In social marketing, products can be tangible (for
example, condoms or mosquito nets being sold and distrib-
uted as part of a social marketing campaign) or intangible
(for example, the behavior being recommended and adopted
by target audiences).

• Price—the price of the product that is being promoted or the
emotional, physical, community, or social cost of adopting the
new behavior, policy, or practice.

• Place—the product distribution channels (for example, point-
of-service locations, wholesale distributors) or the place where
it is most appropriate to expose target audiences to communi-
cation messages and tools to facilitate the adoption of the new
behavior.

• Promotion—how a message is conveyed. It thus refers to how to
motivate intended audiences so they try and perform the rec-
ommended behavior or adopt a new policy or practice.

Social marketing is also considered a planning framework to
be used with other theories and models in health communication
planning (National Cancer Institute and National Institutes of
Health, 2002). Additional theoretical constructs should closely fit
the specific health issue and its potential solutions and, most im-
portant, sustain community participation and involvement (Wais-
bord, 2001).

Critics of social marketing view this approach as a top-down
model that does not allow the level of community participation re-
quired for effective change, especially in the case of developing
countries: “For them, social marketing is a non-participatory strat-
egy because it treats most people as consumers rather than pro-
tagonists” (Waisbord, 2001, p. 9).
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Social marketing major’s contribution to the health communi-
cation field is a systematic audience-centered and market-driven ap-
proach to program research. Social marketing techniques and tools
are particularly helpful in developing audience profiles, situation and
marketing analysis, and defining the health problem and potential
solutions. Even when these analyses occur in a participatory context,
which involves members of intended audiences and should be always
encouraged, many research tools and techniques are imported from
social marketing and marketing practices (see Chapter Ten).

Another contribution is related to the importance of cost-
effectiveness and competitive analyses. The social marketing ap-
proach to competition encourages the analysis and understanding
of all alternatives, such as alternative behaviors or programs or
products, that people may have (Andreasen, 1995). This helps de-
velop a desirable “product” that is likely to be adopted and to fit
people’s lifestyle, beliefs, and needs. However, in health commu-
nication, “products” are always intangible and should coincide with
behavioral or social outcomes (for example, changes in immu-
nization or AIDS prevention practices or policies).

Finally, social marketing strategies have been shown to be help-
ful in raising disease and risk awareness (see the example in Box
2.2). In public health, other models and techniques should com-
plement the social marketing framework in order to encourage
program sustainability as well as a long-lasting community in-
volvement and the building of local capacity (Waisbord, 2001).

Box 2.2

Raising Awareness of Infant Mortality
Disparities in San Francisco

In San Francisco, African American infants suffer a mortality rate 2
to 3 times higher than white infants. In an attempt to address this dis-
parity, the San Francisco Public Health Department (SFDPH) part-
nered with community based organizations and the Family Health
Outcomes Project at the University of California, San Francisco, and,
with funding from the Centers for Disease Control REACH 2010 ini-
tiative, created the Seven Principles Project. The project included a
social marketing campaign aimed at (1) raising awareness of the gap
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in infant mortality rates among African Americans who live in San
Francisco; (2) increasing knowledge of specific practices and risk fac-
tors that have been associated with higher incidence of sudden infant
death syndrome (SIDS); and (3) encouraging families to take action.

Methods

Working together with African American residents and using focus
groups to secure program feedback, the Seven Principles Project de-
veloped three multi-media campaigns. The three campaigns all used
the same media to disseminate information. These included adver-
torials on buses and at bus stops in the neighborhoods where the ma-
jority of African Americans reside, posters, cards, brochures, handouts,
church fans, and radio public service announcements on radio sta-
tions that are popular with the African American community. Main
messages included: (1) Black babies die at twice the rate of all ba-
bies in San Francisco; (2) To reduce the chance of SIDS, babies sleep
best on their backs: and (3) STOP Black Babies from dying—take ac-
tion. The campaign also provided a telephone number that people
could call to get involved with the project.

The campaign’s main concepts and activities were based on re-
search findings on knowledge, attitudes and beliefs about infant mor-
tality and SIDS among African Americans. Prior to the design of the
Seven Principles Project, the SFDPH conducted several focus groups
to assess existing awareness levels and to help develop effective in-
tervention strategies. Focus groups included 250 African American
community members. Focus group findings revealed that prior to the
campaign, over half of the participants did not know about any dis-
parity in infant mortality in San Francisco. In addition, a baseline tele-
phone survey of 804 African Americans ages 18–64 showed that only
39.6% knew about the disparity. Moreover, 28.5% of survey respon-
dents were not aware that placing an infant on its back to sleep may
reduce the risk of SIDS. Since the disparity in infant mortality rates
has persisted for years, clearly this message had not been effectively
communicated to the African American community. Project Seven
Principles aimed at addressing this information gap.

Results

A follow-up telephone survey conducted with 654 African Ameri-
cans indicated substantial community exposure to the awareness
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campaign. . . . It also revealed a statistically significant increase in
awareness about the existing disparity in infant mortality when com-
pared to the data collected prior to the campaign (62.7% of respon-
dents who participated in the post-survey were aware of the disparity
versus only 39.6% of respondents in the pre-campaign survey). While
there was no overall significant increase (70.4% vs. 71.7%) in knowl-
edge about proper sleep positions to prevent SIDS, respondents who
reported any exposure to this campaign were more likely to know
about proper sleep positions (79.7% vs. 64.3%).

Source: Rienks, J., Smyly, V., Oliva, G., Mack Burch, L., and Belfiori, J. “Evi-
dence That Social Marketing Campaigns Can Effectively Increase Awareness
of Infant Mortality Disparities.” Paper presented at the Annual Meeting of the
American Public Health Association, Philadelphia, Dec. 13, 2005. Used by
permission.

I n t e g r a t e d  M a r k e t i n g  C o m m u n i c a t i o n s

Integrated marketing communications (IMC) is a strategic ap-
proach used in the private sector to develop, implement, and eval-
uate brand communication programs. It takes into account and
addresses the consumer’s perspective, needs, beliefs, and percep-
tions and relies on the strategic integration of measurable objec-
tives and approaches (Schultz and Schultz, 2003; Nowak and
others, 1998). It is considered an avant-garde marketing approach,
has been incorporated in several academic programs, and forms
part of the curricula of many departments (New York University,
2006; University of Utah, 2006; Emerson College, 2006). IMC prin-
ciples are also reflected in some models for strategic behavior com-
munications.

IMC recognizes that the flow and volume of information is con-
stantly increasing for most audiences around the world (Schultz, Tan-
nerbaum, and Lauterborn, 1994; Renganathan and others, 2005).
Therefore, message clarity and consistency, as well as “an integrated
and coordinated approach with credibility is vital” (Renganathan and
others, 2005, p. 310). The most important contribution of IMC to
health communication is its emphasis on the significance of a multi-
faceted and strategic approach based on the intended audiences’
point of view and addressing their key needs.
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Select Models for Strategic Behavior
and Social Change Communication
Several models incorporate or combine behavioral, social, or mar-
keting theories described in this chapter. Select examples of these
models and planning frameworks are described next.

Communication for Behavioral Impact 
Communication for behavioral impact (COMBI) is an integrated com-
munication approach developed and implemented by the World
Health Organization (2003) in collaboration with many partners
around the world. Although COMBI has been applied primarily in
the health care field, its key principles and methodologies may be
relevant to other areas. For example, COMBI has been used as part
of UNICEF’s programs on child protection and juvenile justice in
Moldovia (E. Hosein, personal communications with the author,
2005, 2006).

With its emphasis on behavioral impact, COMBI is a model for
strategic behavior communications. It is a research-based, partici-
patory approach that seeks to identify and address behavioral is-
sues that may have an impact on health outcomes (Renganathan
and others, 2005; E. Hosein, personal communications with the
author, 2005, 2006).

COMBI is based on two fundamental principles. “First: Do
nothing—produce no T-shirt, no posters, no leaflets, no videos,
until you have set out clear, precise, specific behavioral objectives.
Second: Do nothing—produce no T-shirts, no posters, no leaflets,
no videos, until you have successfully undertaken a situational
‘market’ analysis in relation to preliminary behavioral objectives”
(Renganathan and others, 2005). The situational market analysis
calls for taking the recommended behavior back into the commu-
nity and listening to its members to identify the “communication
keys” to help secure their involvement (E. Hosein, personal com-
munication with the author, 2005, 2006). According to COMBI
principles, an example of behavioral objectives is: “Prompt X num-
ber of people to swallow 4–6 tablets a day at home in the presence
of Filaria Prevention Assistant (or go to the distribution point) on
Filaria Day” (Renganathan and others, 2005). Evaluation of
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COMBI programs is specific to the achievement of the behavioral
objectives specified early in program planning.

COMBI focuses on addressing specific diseases and related
health behaviors, but it also may have an impact on social change.
For example, the initial focus of COMBI has been primarily on
communicable diseases that have been jeopardizing the socioeco-
nomic development of entire communities and countries, especially
in the developing world (World Health Organization, 2003; Ren-
ganathan and others, 2005). With this in mind, COMBI’s contri-
bution to development and social change is its potential to “remove
a significant obstacle that keeps people in poverty” (Renganathan
and others, 2005, p. 318), as well as to reduce the mortality rates
of diseases that affect entire families and communities. It also con-
tributes to strengthen people’s health literacy and disease-related
self-reliance.

As with most other kinds of interventions and models, COMBI
alone is not sufficient to address development issues (Renganathan
and others, 2005) and public health deficiencies. Yet it can help
make a difference. Addressing broader social issues such as health
disparities, poverty, and injustice, all factors contributing to poor
health, requires many different kinds of public health strategies
and interventions, which should all rely on long-term commitment,
a step-by-step approach, people’s participation, and a series of be-
havioral changes at the policymaker, stakeholder, funding agency,
population, community, and individual levels. COMBI operates
within this larger context as an approach to minimize the burden
of disease and strengthen health services. In doing so, it supports
one of the fundamental goals of public health.

COMBI integrates principles and methodologies from mul-
tiple disciplines, including marketing, mass communications,
information-education-communication, social mobilization, an-
thropology, and sociology. It models its integrated approach on re-
cent developments and lessons learned from IMC, which is widely
used in the private and commercial sectors. As in IMC, COMBI uses
a strategic blend of activities, channels, and audience-specific mes-
sages to address people’s perceptions, attitudes, and behaviors
(World Health Organization, 2003; Renganathan and others, 2005). 

COMBI takes into account key IMC learnings, including the
influence of people’s perceptions—in other words, what people

52 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c02  2/19/07  1:30 PM  Page 52



“believe to be important or true” (Renganathan and others, 2005,
p. 309)—have on attitudes and behaviors. It also stresses the im-
portance of clear, credible, and consistent communication mes-
sages in reference to the healthy behaviors, products, or services
that people are asked to endorse and use (World Health Organi-
zation, 2003; Renganathan and others, 2005).

Precede-Proceed Model
Designed by Lawrence Green and Marshall Kreuter (Green and
Kreuter, 1991, 1999; Green and Ottoson, 1999), the precede-
proceed model “is an approach to planning that analyzes the fac-
tors contributing to behavior change” (National Cancer Institute
and National Institutes of Health, 2002, p. 219). The model is
based on the principle that long-lasting change always occurs vol-
untarily (Communication Initiative, 2003b; National Cancer Insti-
tute, 2005a) and is determined by the individual motivation to
become directly involved with the process of change. Individuals
need to feel empowered to change their quality of life (National
Cancer Institute, 2005a) and in doing so are influenced by their
community and social structure.

The key factors influencing behavior change are divided in
three categories:

• Predisposing factors—the individual’s knowledge, attitudes, behav-
ior, beliefs, and values before intervention that affect willingness
to change

• Enabling factors—factors in the environment or community of an
individual that facilitate or present obstacles to change

• Reinforcing factors—the positive or negative effects of adopting
the behavior (including social support) that influence continu-
ing the behavior [National Cancer Institute and National Insti-
tutes of Health, 2002, p. 219].

This model fits well with current thinking and reinforces the
importance of considering the individual as part of the social envi-
ronment. It also supports the notion of individual empowerment
and capacity building at both the individual and community levels,
one of the most important components of sustainable behavior
and social change.
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Communication for Social Change 
Communication for social change (CFSC) is a participatory model
for communication planning, implementation, and evaluation. It
was developed with the original input and sponsorship of the Rocke-
feller Foundation, which in 1997 convened a conference to ex-
plore the connection between communication and social change.
The actual model was developed on the basis of the recommen-
dations from all participants at this initial conference as well as
follow-up meetings (Figueroa, Kincaid, Rani, and Lewis, 2002).

CFSC is defined as “a process of public and private dialogue
through which people define who they are, what they want and
how they can get it” (Gray-Felder and Dean, 1999, p. 15). It is an
integrated model that describes an “iterative process” to commu-
nity dialogue that “starts with a catalyst/stimulus that can be ex-
ternal or internal to the community,” and “when effective, leads to
collective action and the resolution of a common problem”
(Figueroa, Kincaid, Rani, and Lewis, 2002, p. iii).

In this model, outcome indicators of social change include
“leadership, degree and equity of participation, information eq-
uity, collective self-efficacy, sense of ownership, and social cohe-
sion” (Figueroa, Kincaid, Rani, and Lewis, 2002 p. iv). Although
the model is evolving, it is important to recognize that social
change (for example, less poverty, less HIV/AIDS) can take a long
time and demands intermediate evaluation parameters to assess
progress (Rockefeller Foundation Communication and Social
Change Network, 2001).

Social change is always the result of a series of gradual behav-
ioral changes at the individual, group, and community level.
Therefore, behavioral outcomes should remain an important eval-
uation parameter in health communication even in the context of
social change models.

Other Theoretical Influences
and Planning Frameworks
Several other models and planning frameworks influence the the-
ory and practice of health communication. A few examples, in-
cluding medical models and logic models, are discussed next. 
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Medical Models
Communication is also influenced by general beliefs about the in-
trinsic causes of health and illness. Over time, two medical models
have been influencing communication in the provider-patient set-
ting and in relation to how health organizations and professionals
perceive what kinds of topics and factors should be addressed as
part of a public health intervention.

The first of the two models, the biomedical model, has been
around for many centuries and is based on the assumption that
poor health is a physical phenomenon that “can be explained,
identified, and treated with physical means” (du Pré, 2000, p. 8;
Twaddle and Hessler, 1987). Therefore, the biomedical model
does not take into account the person’s psychological conditions,
individual and social beliefs, attitudes and norms, or other factors
that can affect health and illness. As a result, communication ef-
forts that are based on this model tend to be informative, strictly
scientific, doctrinarian, authoritarian, “efficient” and “focused” (du
Pré, 2000, p. 9). Communication relies on a top-down approach in
which medical providers or health organizations limit their efforts
to transferring their knowledge on the medical and scientific
causes of an illness and to prescribing a solution.

This approach lacks empathy with the patient or target audi-
ence’s feelings and social experiences (Friedman and DiMatteo,
1979; Laine and Davidoff, 1996; du Pré, 2000). Moreover, it does
not take into account current knowledge that most diseases and
their prognoses are heavily influenced by social and cultural habits,
as well as the individual’s psychological status. For example, health
conditions such as obesity, diabetes, and depression are clearly in-
fluenced by external factors, which can include lifestyle issues,
emotional stress, and cultural beliefs and preferences. Finally,
disease prevention is not considered under this model since its
practice is closely related to the ability of health professionals and
organizations to engage interested individuals and communities
in the act of prioritizing a recommended behavior by reaching out
to their core beliefs, feelings, and needs.

The second model, the biopsychosocial model, is based on
the premise that poor health is not only a physical phenomenon
but “is also influenced by people’s feelings, their ideas about
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health, and the events of their lives” (du Pré, 2000, p. 9; Engel,
1977).

Given the recent emphasis on a patient-centered approach to
health, the biopsychosocial model has been gradually substituted
for the biomedical model. Many professional societies and institu-
tions, including the American Medical Association, American
Academy of Family Physicians, and several hospitals and universi-
ties, have guidelines and courses on provider-patient communica-
tions that highlight the importance of relating to patients’ feelings,
literacy levels, needs, and other key factors that can improve pa-
tient compliance and outcomes. More broadly, the model also fits
well with many of the current practices and theories in health com-
munication, including most of the theoretical constructs discussed
in this chapter. Under this model, communication tends to be em-
pathetic, sensible to the audience’s needs and feelings, aimed at
generating understanding of scientific and medical issues, moti-
vational, and truly interdependent.

Logic Modeling
Logic modeling is a flexible framework (Morzinski and Mon-
tagnini, 2002) that has been used for program planning and eval-
uation in the fields of education (Harvard Family Research Project,
2005), public-private partnerships (Watson, 2000), health educa-
tion (University of Wisconsin, Extension Program Development,
2005), and many other programmatic areas. In general, it is a one-
page summary of the program’s key components, the rationale
used in defining program strategies, objectives and key activities,
and expected program outcomes and measurement parameters
that will be used in evaluating them (Harvard Family Research Pro-
ject, 2005). In sum, logic models are used to explain the relation-
ship about all program components and related outcomes.

More recently, logic models have been considered a helpful
tool in the planning and evaluation of public communication
campaigns (Coffman, 2002) and other communication interven-
tions. They are tools  for organizing one’s thoughts in considering
all programmatic options as well as to provide key stakeholders,
partners, and team members with a quick snapshot of a specific
program and its rationale. Logic models can be constructed using
different theories and assumptions (Harvard Family Research Proj-
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ect, 2005), so they fit the health issues and the needs of the audi-
ences under consideration. 

The first step in logic modeling is analyzing the situation and
the environment in which the program would occur (Morzinski
and Montagnini, 2002). This planning and evaluation framework
encompasses the following categories (University of Wisconsin, Ex-
tension Program Development, 2005):

• An overview of all human and economic resources used for
the program

• A list of all audience-centered activities, services, events, or
products

• An outcome analysis, including all results and changes at the
individual, community, and organizational levels

• Overall program assumptions, that is, the beliefs that guide
and inform program planning

• All external factors that may influence the health issue and its
potential solutions

Appendix A provides online resources on the development of
logic models for health communication planning.

Current Issues and Topics
in Health Care:  Implications
for Health Communication
In addition to theories and models, a number of issues influence
the practice of health communication. Many of them are specific
to a certain country, environment, political situation, health issue,
or population, among others. Because of the large variety and
number of such issues, a comprehensive discussion of all of them is
beyond the reach of this book. Therefore, the topics explored next
are just examples of some of the issues that are currently influ-
encing health communication practice.

Health Disparities
The concept of health equity has rightly emerged worldwide as a
primary guiding principle for the work of most organizations
that operate in the health care field. Health equity addresses the
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importance of eliminating health disparities by minimizing or re-
moving differences in the well-being and health status of diverse
populations and groups. As Dr. Martin Luther King Jr. is often
quoted to have said, “Of all forms of inequality, injustice in health
is the most shocking and the most inhuman” (Randall, 2006).

“The United States National Institutes of Health (NIH) defines
health disparities as the ‘differences in the incidence, prevalence,
mortality, and burden of diseases and other adverse health condi-
tions that exist among specific population groups in the United
States’” (Center for Health Equity Research and Promotion, 2005).
In practice, most health disparities refer to differences in quality
of health care received as well as overall access to health services
and products among different populations or subgroups of the
same population. These differences may result in unfavorable pa-
tient outcomes or reduced life expectancy in underserved or mi-
nority populations.

Income, education, socioeconomic conditions, literacy levels,
ethnicity, geographical location, race, health care provider under-
standing (or the lack of) of cultural differences, and language bar-
riers are some of the underlying factors that can influence health
equity or create health disparities. Some health disparities are also
related to “genetic and biological differences among ethnic groups
or between men and women” (Center for Health Equity Research
and Promotion, 2005).

Health communication can contribute to reducing or elimi-
nating health disparities by addressing the above factors through
audience-specific campaigns and programs. Cultural competence,
which can be defined as the ability to relate to the unique charac-
teristics of each population or ethnic group and to address them
in an efficient way, is an important prerequirement for strategic
programming. If used as part of larger public health interventions,
culturally competent health communication strategies can affect
change at the individual, community, organizational, and policy
levels (Freimuth and Quinn, 2004).

Patient Empowerment
Patient empowerment is an important concept in modern medi-
cine and one of the central pillars of health communication strate-
gies. However, definitions and the expectations this term may
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generate vary by health settings, contexts, and environments. For
example, the term can refer to patient awareness about a disease
and its treatment, which allows patients to engage in informed dis-
cussions with their health care providers and therefore participate
in treatment and prevention decisions. It can imply the patient’s
ability to feel competent to adhere to recommended treatment or
prevention measures or to engage in behaviors that may improve
health outcomes. And it can include the patient’s involvement in
the public debate about policies, health care regulations, medical
practices, research funding, and social change.

Partnering for Patient Empowerment Through Community
Awareness (2005) and the Standing Committee of European Doc-
tors (2004) are two of the organizations that are focusing on ex-
panding consumer awareness about diseases and health resources
or improving patient-provider communications. Others have ef-
fectively mobilized and engaged patient groups in the process of
policy and social change. AIDS and other life-threatening condi-
tions have taught patients around the world important lessons.
Over time, AIDS activists have had a tremendous impact on drug
approval regulations, research funding, policies, and access to
AIDS drugs, as well as public perception of AIDS, just to name a
few topics.

Because of the variety and levels of patient involvement, it is
important to refrain from using the term patient empowerment in a
general way. When a planned health communication intervention
is targeted to patients or the general public, consideration should
be given to what patients should ideally be able to do and what
kind of empowerment is expected from them.

Limits of Preventive Medicine and Habits
Despite the medical and scientific advances of the past few cen-
turies, preventive medicine cannot eliminate disease. However, pre-
ventive medicine and habits have contributed to extending life
expectancy and improving the overall quality of life of many pop-
ulations and groups.

Still, preventive medicine does not work all the time. This con-
cept may be troublesome for some people and therefore should be
considered in designing health communication interventions. Con-
sider the example of Eduardo, a fifty-year-old low- to middle-class
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Puerto Rican man who smokes and is being pressured by his fam-
ily to quit because of the risk of oral cancer. They also want him to
have regular checkups with his doctor and break his habit of seek-
ing medical help only when he is seriously ill. The family has been
alarmed by the recent death of a close cousin who was a heavy
smoker and developed oral cancer. However, Eduardo has a very
good friend who never smoked in his life and still developed oral
cancer. He makes several arguments against his family’s request to
change his health-seeking habits:

• Quitting smoking will not guarantee that he will not get
cancer.

• He enjoys smoking and drinking alcohol.
• Why is his family worried about oral cancer? What happened

to their cousin is a rare event.
• He is too busy for regular checkups with his doctor.

Eduardo is right about the limits of preventive medicine and
habits. However, there are a few facts that may help him see his
family’s point of view if discussed as part of a comprehensive and
culturally competent health communication intervention:

• Oral cancer incidence is two times higher among men in
Puerto Rico than among mainland U.S. Hispanics (Hayes and
others, 1999) and higher than that observed in white males liv-
ing on the mainland United States (Parkin and others, 1997).

• Together with alcohol consumption, tobacco use is a primary
risk factor for oral cancer (Blot and others, 1988). Actually,
their joint effect appears to be more than additive, if not mul-
tiplicative. The risk for oral and pharyngeal cancers is between
six and fifteen times greater for smokers who are also heavy
drinkers compared to individuals who neither smoke nor drink
(Mashberg and Samit, 1995).

• Smoking cessation is a standard preventive measure against
the risk for oral cancer (Matiella, 1991; U.S. Department of
Health and Human Services, 1986, 1994).

Of course, many other issues need to be considered and ad-
dressed in order to convince Eduardo to quit smoking—for ex-
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ample, his social context, the potential difficulty of succeeding in
quitting smoking, and the priority assigned by his health care
provider to oral cancer screening. Still, it is important to remem-
ber that most people are not aware of disease risk factors and other
relevant information.

Incorporating disease statistics and information in health com-
munication interventions legitimizes the quest for behavior and
social change. It also helps attract people’s attention by position-
ing the health issue in a larger context than the family and circle
of friends in which they live. Finally, it may help them accept the
limits of preventive medicine and behavior by showcasing when-
ever possible the high percentage of cases in which disease can be
prevented.

Prevention does not work in all cases, but it still works in most
cases.

The Emergence of E-Health
The Internet and related technologies have significantly extended
“the scope of health care beyond its traditional boundaries” 
(Eysenbach, 2001, p. e20) and consequently affected the practice
of health communication. Increasingly, patients, health care
professionals, the general public, and the overall health care com-
munity rely on the Internet for a variety of services and communi-
cations, which include advice on health issues, virtual pharmacies,
distance learning for practitioners, medical or public health in-
formation systems (for example, disease surveillance systems), and
health records, to name a few applications (Gantenbein, 2001;
Eysenbach, 2001).

E-health has emerged as “a field in the intersection of medical
informatics, public health and business, referring to health services
and information delivered or enhanced through the Internet and
related technologies” (Eysenbach, 2001, p. e20). In health com-
munication, the increasing reliance on the Internet by consumers
and professionals has opened the way to the use of interactive
health communication tools (for example, Web sites, Internet-
based games, online press rooms, disease symptoms simulations,
opinion polls, seminars), which are often designed as part of larger
health communication interventions. It has also prompted several
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initiatives and research studies that attempt to analyze the impact
of the Internet on health beliefs, behaviors, outcomes, and poli-
cies, as well as health-related encounters and communications such
as patient-provider interactions. Finally, it has raised questions
about the accuracy of sources of information on the Internet, as
well as the importance of understanding the implications of In-
ternet use in relation to issues of patient privacy and equal access
to information by those who may not have the resources or skills
to take advantage of new technologies (Eysenbach, 2001; Cline and
Haynes, 2001). Some of these topics as well as the use of the In-
ternet and its implications in health communication are briefly dis-
cussed throughout relevant chapters of this book in relation to
different health communication areas and planning phases.

Interactive health communication has been defined as the
“interaction of an individual—consumer, patient, caregiver or
professional—with or through an electronic device or communi-
cation technology to access or transmit health information or to
receive guidance and support on a health-related issue” (Robin-
son, Patrick, Eng, and Gustafson, 1998, p. 1264). Several other
disciplines influence or contribute to interactive health commu-
nication (Gantenbein, 2001). These include areas of public health
informatics, defined as “the systematic application of information
and computer science and technology to public health practice,
research and learning” (U.S. Department of Health and Human
Services, 2005, p. 23–23); medical informatics, “the field that con-
cerns itself with the cognitive, information processing, and com-
munication tasks of medical practice, education and research”
(Greenes and Shortliffe, 1990, p. 1114); and consumer health in-
formatics, “the branch of medical informatics that analyzes con-
sumers’ needs for information; studies and implements methods
of making information accessible to consumers; and models and
integrates consumers’ preferences into medical information sys-
tems” (Eysenbach, 2000, p. 1713).

In addition to extending the outreach of health communica-
tion programs, the rising use of the Internet and other new tech-
nologies provides health communication practitioners with an
opportunity to contribute to public awareness and policy efforts
that can expand access to this new channel for health information
as well as limit the potential harm to individual and public health
that may derive from inaccurate Internet-based sources.
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Low Health Literacy
“Low health literacy is the inability to read, understand and act on
health information” (Zagaria, 2004, p. 41). It is one of the most im-
portant issues in health communication. No matter how accurate,
compelling, or graphically appealing information appears to be,
the overall purpose of any materials or verbal communication is
defeated if people cannot understand it.

Low health literacy affects all different age groups and ethnic
backgrounds. “Nearly half of all American adults—90 million
people—have difficulty understanding and acting upon health in-
formation” (Institute of Medicine, 2004, p. 1). In Canada, a sig-
nificant percentage of the population lacks basic literacy skills (for
example, the ability to work well with words and numbers, or read
and understand printed materials) that are needed to process com-
plex information, including health information (Gillis, 2005).

In addition to inadequate reading, writing, or math skills, other
factors contribute to low health literacy (Institute of Medicine,
2004; Zorn, Allen, and Horowitz, 2004):

• Poor or insufficient speaking, listening, or comprehension
ability

• Language barriers
• Low ability to advocate for oneself or navigate the health care

system
• Inadequate background information
• Low socioeconomic status

More recently, the increasing role of the Internet as a key
source of health information has been creating a divide between
those who can take advantage of this additional resource and those
who cannot (U.S. Department of Health and Human Services,
2006a). Therefore, Internet access and computer skills, or the lack
thereof,  may also affect health literacy levels.

Healthy People 2010 describes health literacy as “the degree to
which individuals have the capacity to obtain, process, and under-
stand basic health information and services needed to make ap-
propriate health decisions” (U.S. Department of Health and
Human Services, 2005, pp. 11–20; Selden and others, 2000). Health
communication can help improve this capacity by taking into
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account literacy levels in all phases of strategic planning and pro-
gram implementation. As part of broader public health and liter-
acy interventions, health communication can contribute to
breaking down barriers to the understanding of health-related is-
sues using culturally relevant messages, materials, and activities that
reflect the language capability and preferences of target audiences.

Health communication interventions can also play a key role in
building the skills needed to improve overall health literacy levels.
They can help sensitize health care providers, public health officers,
industry representatives, and others in the health care field about
the need to reach out to patients and the general public in these
audiences’ own terms. (Resources on selected methods to assess
health literacy and to evaluate literacy levels of communication mes-
sages, materials, and activities are included in Appendix A.)

Impact of Managed Care and Other
Cost-Cutting Interventions on Health
The advent of managed care in the United States has had an over-
all impact on provider-patient relationships, as well as the way
health care may be perceived by the media, the general public,
and health care providers. This is not only a U.S.-based phenome-
non. Cost-cutting interventions are being implemented in many
places around the world. For example, several countries in Asia are
increasingly adopting managed care plans (Gross, 2001).

Managed care organizations essentially manage the costs and
the delivery of health services to patients. Many aspects of health
care (for example, the choice of a primary care physician, the eli-
gibility for medical tests and other procedures) that traditionally
were decided only by the health care provider or the patient are
now scrutinized and influenced by managed care. Other worldwide
cost-cutting interventions are part of the same trend that over the
past few decades has been shifting responsibilities for health care
from the government to companies (such as managed care orga-
nizations) or individuals.

The time that providers can dedicate to an individual patient
has been reduced by the need to see an increasing number of pa-
tients each workday. From the patient’s perspective, the quality of
care may seem inferior and lacking the human touch that much
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longer conversations with physicians and indiscriminate access to
tests and other medical procedures may provide.

While the debate on the pros and cons of cost-cutting inter-
ventions is beyond the scope of this book, it may be worth consid-
ering the implications of the current health care environment for
health communication interventions:

• Health communication planning should take into account
both the provider’s and patient’s opinion on cost-saving inter-
ventions and their perceived impact on their professional and
personal lives.

• Health communication activities can help health care pro-
viders improve their communication skills and optimize their
time with patients by managing expectations, addressing ques-
tions in a brief but efficient manner, and showing empathy
with patients’ needs and worries.

• Through advocacy, mass media campaigns, professional and
government relations, and other strategic activities, health
communication can help create a climate in which managed
care organizations, legislators, and other key audiences would
feel compelled to preserve the right balance between quality
of care and cost-saving measures.

These are just a few examples of the kinds of considerations
that should be given to the current cost-saving environment and
how this could be incorporated in strategic health communication
planning.

Reemergence of Communicable Diseases
The reemergence of many infectious diseases that had started to
decline or disappear has influenced health communication in two
different but related ways. First, it is one of the reasons for the
health communication renaissance. Because of the rising incidence
of several reemerging diseases such as cholera and tuberculosis
(Centers for Disease Control, 1994a), many authors and organiza-
tions have pointed to the need to raise awareness of the ongoing
risk for communicable diseases by using the health communica-
tion approach (Freimuth, Cole, and Kirby, 2000).
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In fact, many infectious diseases may again become a public
threat in the absence of effective prevention and communication
strategies. For examples, pediatricians in the United States and
many other countries have been witnessing increasing parental
complacency about the need for childhood vaccines. Vaccines have
become victims of their own success since many parents have never
seen the devastating effects of diseases (National Foundation for
Infectious Diseases, 1997) such as polio or Haemophilus influenzae
type B, the leading cause of bacterial meningitis and acquired men-
tal retardation in American children before the vaccine was intro-
duced (National Association of Pediatric Nurse Practitioners,
2005).

Still, five cases of polio among children in an Amish dairy farm
community in Minnesota in 2005 (Harris, 2005) are a powerful re-
minder that even vaccine-preventable infectious diseases remain a
threat everywhere, including the developed world. In most cases,
they are just a train ride or flight away. Communicating about the on-
going risk for infectious diseases has become a strategic imperative.

The second implication of this topic in health communication
is related to the attempt by the health care community to redefine
health risk communications, which are assuming greater promi-
nence. Risk communications has been identified by Healthy People
2010 as one of the relevant contexts of health communication. It
is defined as “the dissemination of individual and population
health risk information” (U.S. Department of Health and Human
Services, 2005, p. 11–3).

Health communication has traditionally used strategies that
raise awareness of disease severity and risk among interested
groups and populations, so that people can relate to this risk and
learn how to minimize it. Now, a more systematic approach to risk
communications has been dictated by new attitudes toward disease
prevention (or the lack of) that have led to the reemergence of
many infectious diseases.

The Threat of Bioterrorism
The threat of bioterrorism has forced public health officials, gov-
ernments, and key community leaders and organizations to revisit
their communication strategy in the light of the possibility of an
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emergency situation. A few general principles about the key char-
acteristics of communications efforts aimed at averting a potential
public health disaster have emerged from the lessons learned from
the 2001 anthrax-by-mail bioterrorist attacks in the United States
(see Chapter One). These include:

• Clear, timely, accurate, and audience-specific messages
• Credible spokespeople
• Strategic planning
• Coordinated efforts
• Adequate channels
• Culturally competent attitude to communication

Although all of these elements are standard attributes of well-
designed and well-implemented health communication programs,
the issue of preparedness assumes a greater importance in emer-
gencies. In health communication, preparedness relates to:

• A standard protocol for crisis communications that organiza-
tions and agencies across the country can use in a coordinated
effort

• Early selection and training of key spokespeople who can ad-
dress target audiences in a crisis

• A standard document addressing potential questions from dif-
ferent audiences or from the mass media

• Other audience- and issue-specific tools and materials

Capacity and Infrastructure Building
in the Developing World
Health communication cannot replace the lack of adequate local
capacity, training, or infrastructure. When health services are un-
available or too distant from a significant percentage of interested
audiences, health communication interventions should help cre-
ate the political and social willingness that is needed to build hos-
pitals, recruit and train local health care providers, and make
health products available.

This is a major issue in developing countries. Nevertheless, lack
of capability or training often affects health care in developed
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countries too. For example, underserved populations around the
world may be faced with a shortage of medical supplies in local
hospitals or inadequate numbers of nurses or physicians per num-
ber of patients (Physicians for Human Rights, 2004; Colwill and
Cultice, 2003). Among others, health communication can play a
role in the process of expanding local capacity and infrastructure
in these ways:

• Engaging local leaders and government officers in the process
of assessing local needs and subsequently creating or updating
health services

• Raising awareness among local health care providers of stan-
dard medical practices that they may not use routinely

• Training patients and family caregivers so they can ask the
right questions in physicians’ offices, local meetings, and all
other venues where health care–related decisions are made

• Increasing the visibility of leaders and organizations that focus
on a specific health issue, disease, or local need

• Creating local awareness of disease severity and risk so that the
issue can be prioritized and addressed in the community
through adequate services and training

Lack of local capacity and training should force communica-
tors to reflect on the limits of communication interventions. It
should make them prioritize those strategies that together with
other public health interventions would help develop critical
masses, political willingness, and innovative processes to address
existing deficiencies.

International Access to Essential Drugs
The HIV/AIDS crisis in Africa and other developing regions,
where the high incidence of AIDS has been threatening not only
lives but also the regions’ economic and social development, has
dramatically pointed to the importance of equal access to life-
saving medications (Ruxin and others, 2005). It would certainly be
a failure of modern medicine if treatment could not be delivered
to those most in need of it.
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In developing countries, access to medications is primarily in-
fluenced by cost, capacity for storage and drug delivery, adequate
medical training, local infrastructure for drug distribution, hospi-
tals’ and treatment centers’ conditions, and political willingness
(Ruxin and others, 2005). All of these factors are equally impor-
tant in ensuring that medications are available to people and can
be effectively used to treat them.

While many different efforts and campaigns have been devel-
oped and implemented by several organizations in the AIDS and
public health field (for example, Doctors Without Borders, Medicus
Mundi, World Health Organization), we are still in the process of
developing a model that can work in multiple countries and bring
together local governments, pharmaceutical companies, local non-
governmental organizations, and other key stakeholders in shar-
ing responsibility for guaranteeing access. This is a complex issue
that deserves a book of its own and has been shaping interactions
among different key players in the health care field. The overall
point is that health communication, together with other kinds of
interventions, can help advance this debate by creating consensus
and raising awareness about adequate strategies, lessons learned
from previous experiences, as well as the importance of a cohesive
approach where different stakeholders would assume their share
of responsibility. It is a topic that those who enter the health care
field cannot ignore.

Key Concepts
• The theoretical basis of health communication has been influ-

enced by the behavioral and social sciences, health education,
social marketing, mass and speech communication, medical
models, anthropology, and sociology.

• In this chapter, the most prominent theories and models are
divided into the following categories: behavioral and social sci-
ence theories, mass communication theories, marketing-based
models, and other theoretical influences and planning frame-
works, including medical models and logic modeling.

• There is a recognition of the multidisciplinary nature of
health communication.
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• Theories, models, and planning frameworks can influence dif-
ferent aspects and phases of health communication planning,
evaluation, and management. They should all be considered
as part of a comprehensive tool kit and selected in response to
situational and audience-related issues and needs.

• A number of issues and topics influence the practice of health
communication and need to be considered in the analysis of
the current health care environment.

For Discussion and Practice
1. Select a theory addressed in this chapter, and use a practical

example on a health issue of your choice to show how changes
in health behaviors may occur according to the steps high-
lighted by the theory you selected. Box 2.1 provides a practical
example on the diffusion of innovation theory. This example
can be used as a model for this exercise.

2. In your opinion, what is the main benefit of using theoretical
frameworks and planning models in health communication?
Do you have experience with any theory-based health com-
munication interventions? If yes, identify key learnings.

3. Of the examples in this chapter of current issues that affect
health communication practice, what do you consider the two
most important issues, and why? Do you have any experience
in addressing these issues or participating in health-related pro-
grams that focus on them? What, if anything, have you recently
heard in the news about these topics? Is there any other issue
that you think may shape the practice of health communica-
tion in the near future?
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Chapter Three

Cultural,  Gender, Ethnic,
Religious,  and
Geographical Influences
on Conceptions of
Health and Illness

In This Chapter
• Approaches in Defining Health and Illness
• Understanding Health in Different Contexts: A Brief

Comparative Analysis
• Gender Influences on Health Behaviors and Conceptions

of Health and Illness
• Health Beliefs Versus Desires: Implications for Health

Communication
• Cultural Competence and Implications for Health

Communication
• Key Concepts
• For Discussion and Practice

“In 1976, as the United States celebrated its Bicentennial, the US
Congress passed the American Folklife Preservation Act (Public
Law 94–201). In writing the legislation, Congress had to define
folklife. Here is what the law says: ‘American folklife’ means the
traditional expressive culture shared within the various groups in
the United States: familial, ethnic, occupational, religious, regional;
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expressive culture includes a wide range of creative and symbolic
forms such as custom, belief, technical skill, language, literature,
art, architecture, music, play, dance, drama, ritual, pageantry,
handicraft; these expressions are mainly learned orally, by imita-
tion, or in performance, and are generally maintained without
benefit of formal instruction or institutional direction” (Hufford,
1991).

Traditional expressions of any culture influence everyday de-
cisions both big and small. They are reflected in the choice of the
cake people have for their children’s birthday and also in major
decisions related to child rearing. They influence the slang chil-
dren and doctors or handymen use to address their peers or oth-
ers (Hufford, 1991). They are recalled when grandparents come
to visit through tales and stories they transmit to the next genera-
tion. They are verbal and nonverbal clues that affect how infor-
mation on any topic is received, accepted, and elaborated.

These traditions, habits, and beliefs also influence ideas of
health and illness among different groups. The reality is that con-
ceptions of health and illness are related to people’s upbringing
as well as their cultural, religious, ethnic, and gender-related val-
ues and beliefs, to name just a few. In health communication, these
values and beliefs assume a critical importance in the design and
implementation of programs that can reach across cultural bound-
aries and produce behavioral and social results.

Through a comparative review of some examples of different re-
ligious, ethnic, cultural, age, and gender-related influences on the
concepts of health and illness, this chapter establishes the need for
research-based communication interventions that always take into
account audience-specific beliefs, behaviors, and characteristics.

Approaches in Defining
Health and Illness
Defining the meanings of health and illness may appear to be an
easy task. After all, in Western countries, people seem to know
when they are sick with a cold or other illnesses. Why should it be
so complicated? In actuality, health and illness have been defined
in different ways across cultures around the world. Most authors
agree that individual ideas on health and illness have a tremendous
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impact on people’s attitudes toward healthy behaviors as well as
disease prevention and treatment.

Following are two of the many models that over time have been
used to define health. Although the models need to be considered
in the context of the cultural and geographical attributes of in-
tended audiences, they can still help comprehend the evolution of
the definitions of health and illness over time.

Medical Model
Under the medical model, health is strictly defined as the lack of
disease (Balog, 1978; Boruchovitch and Mednick, 2002) and, more
specifically, the absence of physical symptoms and signs associated
with illness. This concept mirrors the biomedical model discussed
in Chapter Two and takes into account only the physiological na-
ture of health and illness. It was particularly popular among physi-
cians and other health care professionals in the first half of the
twentieth century (Boruchovitch and Mednick, 2002).

However, as for the biomedical model, the medical concept of
health neglects to consider the influence that other factors, such
as psychological or lifestyle issues, have on many diseases. More-
over, it defines health by highlighting illness (Boruchovitch and
Mednick, 2002) and therefore does not take into account that
often a healthy status is more of a general condition of well-being.

Several studies have shown that people tend to feel “healthy”
when they are happy, energetic, and feel invulnerable to disease
(Andersen and Lobel, 1995; Campbell, 1975). At times, this applies
also to cases in which they are “concurrently ill” (Andersen and
Lobel, 1995, p. 132). Healthy people tend to bounce back from ill-
ness faster and with better outcomes than unhealthy ones (for ex-
ample, people who are under a lot of physical or emotional stress),
so there is something more to a healthy status than just being dis-
ease free.

World Health Organization Model
One of the key principles of the World Health Organization
(WHO) Constitution (1946) is a definition of health, which in the
past few decades has changed the perspective of many health care
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professionals on the concepts of health and illness. “Health is a
state of complete physical, mental and social well-being and not
merely the absence of disease and infirmity” (p. 2). This concept
of health refers to the need for a balanced interaction among dif-
ferent physical, medical, psychological, social, and lifestyle-related
factors. Balance, and the need for a balanced life that may help
achieve good health, becomes a key principle in this definition,
which also somewhat reflects the biopsychosocial model discussed
in Chapter Two.

The concept of balance is also echoed in the definition of
health in many populations and cultures. For example, health be-
liefs of traditional Southeast Asians, such as most Chinese people,
revolve around the concept of balance between yin and yang, the
two life forces (Matsunaga, Yamada, and Macabeo, 1998). Yin is the
female force and is described as dark, cold, and wet. Yin illnesses
are considered cold and need to be treated with yang (hot) to re-
store health and the right balance. Hot foods such as chicken or
herbal mixtures may be recommended to treat yin illnesses (Rhode
Island Department of Health, 2005d). Yang is the male force and
is considered “light, hot and dry” (Matsunaga, Yamada, and
Macabeo, 1998, p. 49). Yang diseases are considered hot and may
be treated with cold foods, such as vegetables (Rhode Island De-
partment of Health, 2005d) or herbs. In traditional Chinese cul-
ture, hot and cold do not refer to actual temperature but are used
to define and characterize opposite forces (Matsunaga, Yamada,
and Macabeo, 1998). Cancer is an example of a yin disease, while
an ear infection is considered a yang disease (Rhode Island De-
partment of Health, 2005d).

As another example, drinking a lot of cold fluids, such as water
or orange juice, to nurture a bad cold may appear strange in some
traditional Hispanic cultures, since illness, treatment, and foods
are also viewed in terms of seeking a balance between hot and cold
(Rhode Island Department of Health, 2005b), which this time
refers to actual temperature. Among Hispanics, hot soups or teas
may be viewed as an option to becoming healthy. In the United
States, Hispanics include many different groups that differ in terms
of cultural beliefs and ethnic and geographical backgrounds. How-
ever, many Hispanics also look at health as the result of a balance
between the ability to function well in society and within one’s fam-
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ily, feelings of happiness and well-being, being clean, and having
time to rest and sleep well (Rhode Island Department of Health,
2005b).

Even given this information, it would be false to imply that His-
panics or Chinese are unaware of the medical basis of diseases and
the role germs may play in the onset of many illnesses; they are ac-
tually aware. However, as with many other cultures, health is viewed
as the result of a sense of well-being with oneself and others, which
goes beyond being disease free.

One of the limitations of this concept of health is its lack of
specificity (Lewis, 1953) and measurable parameters. This may
complicate the evaluation of medical, behavioral, and social results.
Also, it is important to take into account that while conditions such
as obesity, diabetes, and depression are more heavily influenced by
a number of social and individual factors, a sudden stroke or a
head trauma needs immediate and urgent medical intervention
that initially is limited to addressing medical causes and symptoms.
This intervention focuses on restoring health by addressing only
physical symptoms, which is the key assumption of the medical
model.

Understanding Health in Different
Contexts:  A Brief Comparative Analysis
The definition of healthy varies from culture to culture and region
to region. Ethnic, religious, socioeconomic, and age-related fac-
tors influence perceptions about health and healthy behaviors. For
example, in some countries where malnutrition and poverty may
be predominant, a large body size is considered a sign of a healthy
lifestyle since it is associated with wealth and enough food
(Mokhtar and others, 2001). In many Western countries, however,
people often regard heavy weight as a sign of an unhealthy lifestyle
(for example, lack of exercise or poor eating habits).

Religious and spiritual factors are also relevant in medicine
since they influence beliefs about the nature of illness as well as
their ability to cope with disease or adhere to recommended treat-
ments. Several questionnaires and standard models, such as the
Royal Free Interview for Religious and Spiritual Beliefs, have been
developed and translated in many languages to assess religious and
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spiritual ideas and their potential influence on patients’ behaviors
and outcomes. Among other things, the Royal Free Interview is de-
signed to investigate the extent to which people attribute sickness
to God’s will or rely on religious beliefs and practices to cope with
the stress of an illness (Pernice and others, 2005).

In assessing the impact of religion and spirituality on ideas of
health and illness, it is important to distinguish between the two
terms since they refer to different levels of involvement in orga-
nized religious practices. Religion is usually defined as a series of
spiritual practices and behaviors within an organized religious
structure (for example, the Catholic church), which in some cases
may also recommend or inspire specific health behaviors; spiritu-
ality is a larger concept that includes people’s values, questions
about the meaning of life, and, potentially, some level of involve-
ment in organized religious activities (Mueller, Plevak, and Rum-
mans, 2001; Emblen, 1992; Pernice and others, 2005). Both can
play a key role in the way disease is perceived and addressed in dif-
ferent cultures. In fact, religion and spirituality include traditions
and values that may affect people’s understanding of the causes of
illness, compliance to treatment and physician recommendations,
or feelings of optimism or fatalism about disease outcomes, to
name just a few examples. Religious beliefs have been reported to
overrule clinical recommendations in influencing patients’ deci-
sions (Coward and Sidhu, 2000). This points to the need for a
culturally competent approach to disease prevention and man-
agement in which intended audiences’ religious or spiritual as-
sumptions should be respected and understood.

Age is another contributing factor in defining health and healthy
behaviors. For example, in Canada, awareness of the importance of
adequate nutritional habits in relation to health tends to increase
with age. When choosing food to eat, older Canadians “place more
emphasis on nutrition” than younger Canadians (Health Canada,
2002). As another example, some authors have shown that even
within a sample representing different ethnic backgrounds, a sig-
nificant number of older people in the United States are fatalistic
about the cause of many diseases, feel powerless about treatment,
and tend to consider disease “a normal part of aging” (Goodwin,
Black, and Satish, 1999). In general, concepts of health and illness
change over time and often become increasingly more complex
with older age.
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Finally, access to recent advances in technology has also con-
tributed to defining what people think it means to be healthy. For
those who have regular access to it, the Internet has contributed
to the merging of cultural perspectives and the understanding of
many diseases. Similarly, radio and television have brought into
many homes across the world images of models and lifestyles from
different countries and cultures that over time can be assimilated
or emulated by a given culture. However, it would be naive to ex-
pect that people will not incorporate their traditional beliefs and
social values in redefining health as a result of new information
and models. For any given culture, new ideas of health and illness
tend to be the result of a carefully balanced combination of pre-
existing and new concepts.

Health communicators should be aware that programs de-
signed to achieve awareness of a specific health issue and its solu-
tions may also have an impact on existing concepts of health and
illness because of people’s exposure to new models and beliefs.
This potential impact should be considered early in program de-
sign as well as monitored and evaluated over time. Cross-cultural
communication efforts should always be envisioned as an oppor-
tunity to integrate cultures and not to convince people of the right-
ness of a single culture. Adequate resources and tools should be
developed to support people who initially adhere to new concepts
and behaviors, so they can be encouraged in their new beliefs by
their social and family circles. Consider the following story that ex-
emplifies how miscommunication about the ideas of health and ill-
ness and the consequential clash of two different cultures may
produce disastrous results (Fadiman, 1997):

Lia Lee was a three-month-old Hmong child with epilepsy. Her doc-
tors prescribed a complex regimen of medication designed to con-
trol her seizures. However, her parents felt that the epilepsy was a
result of Lia “losing her soul” and did not give her medication as
indicated because of the complexity of the drug therapy and the
adverse side effects. Instead, they did everything logical in terms of
their Hmong beliefs to help her. They took her to a clan leader and
shaman, sacrificed animals and bought expensive amulets to guide
her soul’s return. Lia’s doctors felt her parents were endangering
her life by not giving her the medication so they called Child Pro-
tective Services and Lia was placed in foster care. Lia was a victim
of a misunderstanding between these two cultures that were both

CULTURAL, GENDER, ETHNIC, RELIGIOUS, AND GEOGRAPHICAL INFLUENCES 77

Schiavo.c03  2/19/07  1:30 PM  Page 77



intent on saving her. The results were disastrous: a close family was
separated and Hmong community faith in Western doctors was
shaken [American Medical Student Association, 2005].

Table 3.1 provides a comparative overview of ideas of health
and illness among different populations and groups. This table of-
fers a useful perspective on the many variations of these two fun-
damental concepts that need to be considered in researching and
approaching a new audience. The information in the table in-
cludes only selected facts, which come from published data and re-
views in this field and may not apply to all people in the groups
being featured. In fact, people in these groups may have individ-
ual conceptions that are shaped not only by sociocultural factors
but also by their family upbringing, gender, educational level, and
life experiences. Moreover, many other audience- or issue-specific
factors that are not highlighted here may influence conceptions
of health and illness and should be analyzed on a case-by-case basis.

Gender Influences on Health
Behaviors and Conceptions of
Health and Illness
Gender refers to the role and responsibilities that men and women
respectively assume in their society and family. It is distinguished
from sex, which is a biological trait (Zaman and Underwood, 2003).
Although these two terms are often used interchangeably, only gen-
der refers to cultural values that are associated with a given sex.

In many cultures, gender roles and responsibilities tend to be
different. Conceptions of health and illness often reflect this di-
versity. However, in approaching gender communication, it is im-
portant to refrain from applying gender-related stereotypes. The
right approach is to research how gender attributes have evolved
over time in a given culture and have influenced health care–
related decisions and definitions.

In many settings, women’s ideas of health and illness have been
influenced by their role as wives and mothers in providing health
care for the rest of the family. This role has also traditionally in-
fluenced the epidemiology and control of many diseases (Vlassoff
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Table 3.1. A Comparative Overview of Ideas of Health and Illness

Good Health Illness Is 

Populations/
ethnic group

African Americans The result of “keeping The consequence of
(United States) spiritual harmony natural causes,

between mind, body inadequate diet, too
and soul” (University much wind or cold
of Michigan Health (University of Michigan
System, 2005) Health System, 2005)

“Feelings of well being” God’s punishment for
and the capacity “to bad conduct (University
fulfill one’s role” in of Michigan Health
society without excessive System, 2005)
pain or stress (Rhode
Island Department of
Health, 2005a)

Vietnamese The proper balance An indication that “the
(country of origin between am and duong body is out of balance”
and United States) opposing forces, which (Rhode Island

are the same as yin and Department of Health,
yang in Chinese culture 2005d)
(Matsunaga, Yamada,
and Macabeo, 1998;
Rhode Island
Department of Health,
2005d)

Koreans A balance between Imbalance among the
(country of origin organic and inorganic many elements that
and United States) elements, mind and make a person

body (Matsunaga, (Matsunaga, Yamada,
Yamada, and Macabeo, and Macabeo, 1998)
1998; Pang, 1980)

Hispanics A feeling of bienestar An imbalance among
(United States) (well-being), which is emotional, physical and

related to achieving social factors; an
balance in the unevenness between hot
emotional, physical, and cold in the body
and social spheres; a (Rhode Island
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Table 3.1. A Comparative Overview of Ideas of Health and Illness, Cont’d.

Good Health Illness Is

balance between hot Department of Health,
and cold body humors 2005b)
(Rhode Island Depart-
ment of Health, 2005b)

Native Americans A cycle, which symbolizes
(United States) perfection and equality;

a balancing act among
mind, body, spirit, and
nature (Rhode Island
Department of Health,
2005c)

Religious groups

Catholics A reflection of fallen
nature and something
evil; a result of the sin of
Adam (Ukrainian
Catholic Church in
Australia, New Zealand
and Oceania, 2006)

Muslims A state of dynamic A punishment; a way of
equilibrium (AI-Khayat, washing sins away
1997) (CancerBACKUP, 2006)

Hindus and Sikhs The result of good karma A punishment for
(“the cyclical process of wrongdoings in the
life and rebirth,” Sheikh, current and previous
1999, p. 600), which is lives (CancerBACKUP,
the total effect of a 2006)
person’s actions and
determines the person’s
destiny (Sheikh, 1999;
CancerBACKUP, 2006)

Age groups

Children (Brazil) “Positive feelings” “Negative feelings
(Boruchovitch and associated with being ill;”
Mednick, 1997) “Not being healthy”

(Boruchovitch and
Mednick, 1997)
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and Manderson, 1998). For example, Finerman (1989) reports
that in rural Ecuador, women may be reluctant to defer medical
care to professionals or other people outside their home. They are
motivated by their need to protect their privileged and well-
respected role as the family’s caretaker, which could be questioned
by outside interventions. The preservation of a woman’s role as a
primary caretaker has an important impact on the way diseases are
managed, controlled, and prevented.

Gender also affects women’s access to health information, fi-
nancial resources for treatment interventions, and ways to respond
to disease in comparison with men (Vlassoff and Manderson,
1998). Moreover, in the case of diseases that are highly stigmatized,
such as AIDS or tuberculosis, women tend to be marginalized
more than men by family and social circles.

In addition, in many cultures, the imbalance of power between
men and women has created the need for developing different
role models and recommended behaviors that are specific to each
gender (Zaman and Underwood, 2003). For example, there are
gender-related differences in talking with adolescents about sex
and risky behaviors. Teaching girls about being assertive and de-
manding that their partners use condoms to prevent sexually trans-
mitted diseases (STDs) is an additional but fundamental
gender-specific element of most STD awareness efforts intended
for adolescent girls.
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Table 3.1. A Comparative Overview of Ideas of Health and Illness, Cont’d.

Good Health Illness Is

Elderly (Mexico) Something to be Normal at their age; due
grateful to God for; to lack of knowledge
dependent on the about how to keep
situations one lives healthy during youth
(Zunker, Rutt, and (Zunker, Rutt, and Meza,
Meza, 2005) 2005)

Elderly A normal part of aging
(United States) (Goodwin, Black, and

Satish, 1999)
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As for concepts of health and illness, changes in gender-
related roles and responsibilities may be one of the effects of a
health communication program on a particular health issue
(Zaman and Underwood, 2003). Therefore, gender attributes in
the health care setting need to be understood, monitored, and
evaluated over time in relation to the influence that health com-
munication programs may have on them. These changes could
potentially influence gender-related concepts of health and illness
and become one of the many examples of how different elements
of the health communication environment are interconnected.

Health Beliefs Versus Desires:
Implications for Health
Communication
Meeting and managing expectations is a critical attribute of most
professional and personal interactions in result-oriented societies
such as Western cultures. However, achieving what has been
promised is important in all cultures.

In the health care field, when one asks others to change be-
haviors, the promise is usually for better health. But the concept
of health and illness varies across cultures and groups. Health be-
liefs influence how people estimate the likelihood of different out-
comes that may be linked to the recommended behavior. If people
feel competent about managing their health, they are more likely
to feel optimistic about their ability to reverse negative patterns
and become healthier. If instead they feel that illness is God’s pun-
ishment for some past wrongdoing, they may be more pessimistic
about their ability to change what they view as their fate, or they
may rely on prayer to seek help. Table 3.2 provides a few examples
of disease-specific definitions of illness that may affect how people
from different cultures view treatment recommendations and po-
tential outcomes. These definitions have been reported in existing
literature on the topic.

Beliefs also affect how people rate the desirability of a certain
outcome. In evaluating potential outcomes and their appeal, peo-
ple are influenced by both logical and emotional arguments. It is
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important to understand and rate the level of priority and de-
sirability placed on potential consequences of recommended
behaviors.

Take the example of Julie, a fifty-two-year-old woman who is se-
verely overweight. At her annual checkup, her physician finds out
that she has type 2 diabetes, which is frequently associated with obe-
sity and characterized by high blood sugar (glucose) levels. So far,
Julie did not have any of the major symptoms of diabetes, with the
exception of feeling tired and having a few episodes of blurred vi-
sion. She has attributed these symptoms to the long hours she
spends working in a local manufacturing company and to recent
personal events that “make her feel she wants to sleep more.”
Therefore, when her physician recommends that she lose weight
because of the potential long-term effects of diabetes, which include
eye complications, kidney disease, and an increased risk for heart
attack, stroke and poor circulation problems (American Diabetes
Association, 2005), she does not see the need to follow these in-
structions. She has no interest in minimizing the potential impact
of her diabetes because she does not have any obvious symptoms.
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Table 3.2. Examples of Disease-Specific Ideas of Illness

Epilepsy is a “loss of soul” (American Medical Student Association,
2005; Fadiman, 1997)—Hmong

Tuberculosis is due to God’s curse, evil spirits, or sin (Kapoor, 1996)
—Indians

Mental retardation is due to the “spirit of dead horse” (Chan, 1986;
Erickson, Devlieger, and Sung, 1999)—Koreans

“Malaria is caused by mosquito bite and when the child walks or spends
too much time in the hot sun, his blood becomes hot and this causes
malaria” (Ahorlu and others, 1997, p. 492)—Igbo in Nigeria

“Diabetes is permanent in the body leading to terrible, pessimistic
and hard future resulting in loss of independence” (Rednova, 2005)
—Asians

“Schizophrenia is split personality or multiple personality. People with
schizophrenia are violent and dangerous” (Health Canada and
Schizophrenia Society of Canada, 1991)—North America
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Diabetes prevention and control is only one of the many ben-
efits of weight loss in obese or severely overweight patients. Others
are the potential reduction of the psychological effects of obesity,
which is a highly stigmatized condition and often limits opportu-
nities in education, employment, personal relationships, and other
areas (Wang, Brownell, and Wadden, 2004), and a lower risk for
many other conditions associated with obesity, including some
forms of cancer, alterations in pulmonary function, hypertension,
and cardiovascular disease (Bray, 2004).

Well-planned health communication programs should con-
sider all of these potential outcomes and evaluate their level of im-
portance to intended audiences. In order to convince people to
prioritize weight loss (as in Julie’s case), communicators and health
care providers should identify the most desirable outcomes to the
patient. This should become the entry message of all interactions
and communication efforts, which creates a receptive environment
to introduce and discuss the benefits of other potential outcomes.

Regardless of the context in which they take place (for example,
the physician’s office or a public forum), communication interac-
tions and related health practices should be both effective and effi-
cient. Effective refers to the ability to achieve desired outcomes (for
example, in Julie’s case, diabetes control or reduction of psycho-
logical effect). Efficient refers to the ability of achieving these out-
comes with minimal time and cost (both economic and emotional).

Of equal importance are people’s expectations about the over-
all quality of the experience. Factors that may influence the quality
of the experience are the level of difficulty of complying with rec-
ommended activities (for example, limiting consumption of
sweets), the kind of support received by friends and family, and
many others that are audience or individual specific. Potentially
negative consequences of weight loss should also be considered in
order to assess the overall appeal of the recommended behavior
and its outcomes.

Many experiences have emphasized the importance of under-
standing and managing health beliefs and desires. As Babrow
(1991) reports on the topic of smoking cessation, the probability
of achieving expected outcomes as well as the value placed on pos-
itive (for example, “improve health, quit successfully, save money”)
and negative (for example, potential “weight gain, stress, loss of
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time”) consequences of smoking cessation strongly relate to the in-
tention of smokers to participate in programs that would help
them quit (Babrow, 1991, p. 102).

Health communication programs can highlight the cause-and-
effect relationship between desirable outcomes and recommended
behaviors. They can also contribute to the development of tools
and resources that will recommend easy-to-achieve steps for rec-
ommended behaviors and set realistic expectations. Finally, as
Babrow (1991) suggests, communication messages “might incul-
cate optimism, hope or faith,” depending on the health beliefs of
intended audiences.

Cultural Competence and Implications
for Health Communication
Cultural competence has been defined as “the capacity to function
effectively as an individual and an organization within the context
of the cultural beliefs, behaviors and needs presented by con-
sumers and their communities” (U.S. Department of Health and
Human Services, 2006b). Culturally appropriate care, defined as the
ability of health care professionals to provide medical care within a
socially and culturally acceptable framework that may vary from
patient to patient, can lead to enhanced patient outcomes (Frable,
Wallace, and Ellison, 2004). In health communication and, more
broadly, public health, the importance of cultural competence has
been increasingly recognized.

Recent consensus among public health and health communi-
cation experts and organizations has highlighted the role culture
plays in health outcomes and behaviors, as well as in increasing the
effectiveness of health communication interventions (Kreuter and
McClure, 2004; Institute of Medicine, 2002, 2003). Well-designed
and well-executed health communication programs should rely on
an in-depth understanding of intended audiences and be tailored
to their needs and beliefs. This implies a true knowledge of cul-
tural values in the many subgroups that may be included in a given
audience.

In fact, while shared values and other cultural expressions are
often related to age, race, religion, gender, and geographical
boundaries, it is likely that even within the same racial or age group,
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there may be different subgroups with specific cultural connota-
tions or different stages in terms of their understanding and in-
volvement in a certain health issue. For example, it would be naive
to believe that a single smoking cessation program could be
designed for teenagers who live in the inner city or affluent neigh-
borhoods of a metropolitan area and have different smoking-
related habits and beliefs. Some of the program’s key elements may
be the same, but others should address the unique characteristics
of these different subgroups.

Audience segmentation, which is defined as the practice of di-
viding large groups and populations in smaller groups (segments)
that have homogeneous characteristics, is a well-established process
in health communication as well as in some related disciplines such
as commercial and social marketing. While a detailed discussion
of audience segmentation is included in Chapter Ten, readers
should start thinking about the potential uniqueness of the cul-
tural, behavioral, psychological, demographic, socioeconomic, and
geographical characteristics and risk factors of different audience
segments and try to apply them to a recent health situation they
encountered. For example, do you think it would be the same to
help a friend to quit smoking regardless of whether he or she is
aware of the potential risk for many complications and diseases as-
sociated with smoking? What about the approach you would take
to help a friend who is surrounded by peers who regard smoking
as cool versus the kind of support you would provide to someone
who feels guilty about not being able to quit and lives with people
who disapprove of smoking? There are many variables in ap-
proaching audience segmentation, and culture is one of them
(Kreuter and McClure, 2004).

The concept of cultural competence establishes the need for
targeted communication interventions, which normally use a mul-
tifaceted approach to address the concerns and characteristics of
all members of a specific audience segment (Kreuter and Skinner,
2000; Slater, 1996; Kreuter and McClure, 2004). Cultural compe-
tence is key to a program’s success and is strictly related to how in-
formation is received, processed, and evaluated by intended
audiences. It also points to the importance of tailoring language
and cultural references to the specific audience, customizing mes-
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sage delivery to different learning styles, and using credible mes-
sengers. (For additional discussion on the role that culture and
culture competence should play in message development and de-
livery, as well as in the selection of appropriate communication
channels and spokespeople, see Chapter Twelve.)

Key Concepts
• Conceptions of health and illness are influenced by cultural

beliefs, race, ethnicity, age, gender, socioeconomic conditions,
and geographical boundaries, among other factors.

• Gender influences not only ideas of health and illness but also
access to health information, financial resources for treatment
interventions, and ways to respond to disease. In many cul-
tures, it may also determine differences in the level of social
marginalization experienced by patients of different genders
who suffer from highly stigmatized diseases such as AIDS or
tuberculosis.

• Health communication interventions should analyze and take
into account different ideas of health and illness in order to
be effective in reaching out to intended audiences.

• Tensions between health beliefs and desires influence people’s
willingness to adopt and sustain health behaviors. Health com-
munication can highlight the cause-and-effect relationship be-
tween recommended behaviors and desirable outcomes.

• Cultural competence is critical in health communication.
• Major implications of cultural competence in health commu-

nication are related to the need for audience segmentation as
well as the development and selection of audience-specific
messages, channels, and messengers.

For Discussion and Practice
1. What is your reaction to the selection in this chapter about Lia

Lee, a Hmong child? What (if anything) do you think should
have happened differently?

2. When can you say that you feel in good health? Do any family
or cultural beliefs affect your ideas of health and illness? Does
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your family or ethnic group have any special way to deal with
illness? Can you think of an experience in which your health
was affected by physical as well as mental and social factors?

3. Describe a personal experience with cross-cultural communi-
cations—for example, a health-related encounter with a health
care provider from a different cultural or ethnic background
or participation in research studies or programs that involved
different groups or populations.

4. In health communication, what are the major implications of
the potential tension between patients’ health beliefs and de-
sires? Can you provide a practical example or personal experi-
ence that illustrates how culturally and audience-competent
communications can help address such issues?
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Chapter Four

Interpersonal
Communications

In This Chapter
• The Dynamics of Interpersonal Behavior
• Social and Cognitive Processes of Interpersonal

Communications
• The Power of Personal Selling and Counseling
• Communication as a Core Clinical Competency
• Technology-Mediated Communications
• Key Concepts
• For Discussion and Practice

In 1999, Harry Depew, the 2000 Family Physician of the Year of the
American Academy of Family Physicians (AAFP), began his com-
ments to the AAFP Congress of Delegates by first addressing the au-
dience in sign language: “If you were a hearing person in a deaf
world, where you could not understand sign language, how would
you feel communicating with your doctor?” Then he asked out loud
(AAFP, 1999). His question refers to a specific communication need
and area of interpersonal communications (provider-patient com-
munications). Still, the feelings of isolation and frustration that may
be elicited by the situation Depew describes are likely quite similar
to those we may feel in all instances in which health information,
or other kinds of information, is misunderstood or blocked out be-
cause we cannot relate to the person who is speaking.

Interpersonal communications is an important action area of
health communication programs aimed at behavioral (World
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Health Organization, 2003) or social change. It includes provider-
patient communications, as well as counseling and personal sell-
ing (the one-on-one engagement of intended audiences in their
own homes, offices, or places of work and leisure), which are two
activities that find applicability in many different phases and as-
pects of the communication process.

This chapter reviews some of the key factors in the dynamics of in-
terpersonal behavior and communication. It also focuses on practical
aspects of counseling, personal selling, and provider-patient commu-
nications, which are all key areas of interpersonal communications.
In doing so, it highlights the importance of considering all en-
counters as an opportunity for a two-way exchange of information,
as well as the potential beginning of a long-lasting partnership.

The Dy namics of Interpersonal
Behavior
Interpersonal behavior is influenced by several cultural factors. Al-
though each individual has his or her own style of interacting with
others, social conventions as well as traditions and values in a given
group or community play an important role in how behavior and
communication take place and are interpreted and perceived.

All interactions comprise both verbal and nonverbal signs and
symbols that contribute to the meanings of behavior and commu-
nication actions. Social psychologists tend to consider signs to be
involuntary behaviors, such as blushing in response to feelings of
embarrassment. Symbols are defined as voluntary acts, such as using
verbal expressions to describe one’s feelings (Krauss and Fussell,
1996). According to these definitions, saying “I am embarrassed”
is a symbol, while blushing is a sign.

Symbols are the result of social conventions and agreement.
For example, the significance of the word embarrassed is well known
and shared by all English-language users (Krauss and Fussell,
1996). Therefore, using it in this context is supported by social
norms and conventions.

A number of so-called signs may be controlled and therefore
assume a symbolic value (Krauss and Fussell, 1996). For example,
facial expressions can be controlled and modified to induce oth-
ers to believe what we want them to believe and disguise what we
are really feeling (Kraut, 1979). Most people can recall situations
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in which they met a colleague or attended a business party imme-
diately after a painful disagreement with a loved one. Chances are
that facial expressions were controlled to disguise all feelings re-
lated to the recent disagreement. As this example demonstrates, it
is difficult to strictly apply the theoretical distinction between signs
and symbols (Krauss and Fussell, 1996). Still, this distinction can
provide a useful framework to explain some of the components of
interpersonal behavior and communication.

It is also critical to take into account the impact of culture on the
interpretation of signs and symbols. Culture starts influencing mean-
ings quite early in life. In fact, the process of socialization that be-
gins within the family and aims at preparing children for their adult
role is influenced by social norms and cultural factors of a given pop-
ulation or group (Moment and Zaleznik, 1964). How a child will ad-
dress teachers and elderly members of his or her family and
community depends on the educational level, cultural values, age,
and traditions of the parents, as well as their social environment.

Differences in power and social status also affect the dynamics
of interpersonal behavior and the potential intimacy or level of for-
mality of relationships (Hwa-Froelich and Vigil, 2004; Hofstede,
1984, 2001). In some cultures, people are assigned a higher social
status in relation to their age, economic wealth, education, pro-
fession, or birth order (Hwa-Froelich and Vigil, 2004). For exam-
ple, in the Chinese language, the eldest sister is addressed with a
special word that conveys respect (Hwa-Froelich and Vigil, 2004).

Signs and symbols often assume different meanings in differ-
ent cultures. Posture, social cues, and facial and idiomatic expres-
sions all influence interpersonal relationships. In interpreting
people’s behavior, it is important to be aware of cultural differences
that may have a powerful effect on the dynamics of interpersonal
behavior. Lack of understanding of these differences often under-
mines the impact of well-meant communication efforts.

In the health care field, understanding how cultural variables and
interpretations affect interpersonal behavior has a positive influence
on communication that may lead to better patient outcomes, in-
creased patient compliance to treatment, or a better chance for dis-
ease control in a given group or population, to name just a few
potential positive effects. Table 4.1 compares examples of different
aspects of culture that may influence interpersonal relationships
and communication during a health care related encounter.
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Table 4.1. Comparing Cultural Norms and Values

Aspects of Culture U.S. Health Care Culture Other Cultures

Sense of self and
space

Communication and
language

Dress and appearance

Food and eating
habits

Time and time
consciousness

Relationship, family,
friends

Values and norms

Informal

Handshake

Explicit, direct
communication

Emphasis on content;
meaning found in
words

“Dress for success”
ideal

Wide range in
accepted dress

More casual

Eating as a necessity;
fast food

Linear and exact time
consciousness

Value on promptness

Time equals money

Focus on nuclear
family

Responsibility for self

Value on youth; age
seen as handicap

Individual orientation

Independence

Preference for direct
confrontation of
conflict

Emphasis on task

Formal

Hugs, bows,
handshakes

Implicit, indirect
communication

Emphasis on context;
meaning found
around words

Dress seen as a sign of
position, wealth, and
prestige

Religious rules

More formal

Dining as a social
experience

Religious rules

Elastic and relative
time consciousness

Time spent on
enjoyment of
relationships

Focus on extended
family

Loyalty and
responsibility to
family

Age given status and
respect

Group orientation

Conformity

Preference for
harmony

Emphasis on
relationships
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Table 4.1. Comparing Cultural Norms and Values, Cont’d.

Aspects of Culture U.S. Health Care Culture Other Cultures

Source: Lee Gardenswart and Anita Rowe, Managing Diversity: A Complete Desk
Reference and Planning Guide (Burr Ridge, Ill.: Irwin, 1993) IE, p. 57. © The
McGraw-Hill Companies, Inc. Reprinted with permission.

Beliefs and attitudes

Mental processes and
learning style

Work habits and
practices

Egalitarian

Challenging of
authority

Gender equity

Behavior and action
affect and determine
the future

Linear, logical

Problem-solving focus

Internal locus of
control

Individuals control
their destiny

Reward based on
individual
achievement

Work has intrinsic
value

Hierarchical

Respect for authority
and social order

Different roles for
men and women

Fate controls and
predetermines the
future

Lateral, holistic,
simultaneous

Accepting of life’s
difficulties

External locus of
control

Individuals accept
their destiny

Rewards based on
seniority,
relationships

Work is a necessity of
life
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Social and Cognitive Processes of
Interpersonal Communications
Interpersonal behavior is usually affected by social needs and fac-
tors as well as cognitive processes that may vary at the individual
level. Both of these factors play a key role in how information is
shared, evaluated, processed, and absorbed.

Social Needs and Factors
Change occurs when people are able to share common meanings
and understand each other. In health communication, messages
affect attitudes only when people understand, process, and re-
member them (Krauss and Fussell, 1996) and feel motivated to
apply them in their everyday life.

In order to be effective, communication needs to respond to
an audience’s needs. This general principle also applies to inter-
personal communications, such as one-on-one teaching, counsel-
ing, personal selling, and provider-patient communications.

Several authors explain people’s behavior in the interpersonal
communication context in terms of the desire to satisfy a specific
need (Step and Finucane, 2002; Kellerman and Reynolds, 1990;
Roloff, 1987; Schutz, 1966). Rubin, Perse, and Barbato (1988) de-
veloped the Interpersonal Communication Motives Scale (ICM)
to explain the dynamics and motivation of interpersonal commu-
nication. Based on this model, people interact and speak with each
other to satisfy specific needs:

• Being part of a social group or including others in one’s group
• Appreciating others
• Controlling other people’s actions and increasing behavioral

compliance
• Being amused and entertained
• Escaping and being distracted from routine activities
• Relaxing and relieving stress

In their analysis, Rubin, Perse, and Barbato (1988) also showed
that people tend to be less anxious when their motivation to com-
municate is to include others or to feel included. Having a good
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life, which entails overall satisfaction, good health, economic se-
curity, and social gratification, among others, also influences the
reasons for which people communicate (Barbato and Perse, 1992;
Step and Finucane, 2002). People who are experiencing life diffi-
culties tend to communicate for “comfort,” while those with a good
life “communicate more for pleasure and affection” (Step and Finu-
cane, 2002, p. 95; Barbato and Perse, 1992).

Age and gender also influence motives for interpersonal com-
munications. For example, young people between eighteen and
twenty-five years old often use communication as a means for hav-
ing fun, relaxing, feeling part of a social group, or escaping from
routine activities (Javidi and others, 1990; Step and Finucane,
2002). Alternatively, middle-aged or older adults tend to commu-
nicate more to express appreciation or feel appreciated (Javidi and
others, 1990; Step and Finucane, 2002). There are gender differ-
ences in interpersonal communications as well: women seem to
communicate more “to express emotions” or appreciation, while
men’s motivation is primarily control (Step and Finucane, 2002,
p. 95; Barbato and Perse, 1992).

Many other elements contribute to the quality and tone of in-
terpersonal interactions. Some obvious factors are common cul-
tural references, similar upbringing, level of intimacy and mutual
trust, level of competence about the topic being discussed, open-
ness to new ideas, and individual state of mind.

Most people can relate to the feeling of recognizing themselves
in the values and expressions of those who were born in the same
part of the world. This is a good predictor of potentially good in-
terpersonal interactions but needs to be complemented by feelings
of trust and respect about the other person’s competence or level
of empathy on the subject being addressed.

Personal experiences can also affect interpersonal communi-
cation and influence relationships with those who previously
shared one’s cultural values and beliefs. For example, a couple
from a conservative country where women are not allowed to par-
ticipate with men in any kind of social event may reevaluate their
beliefs and interact differently with their fellow citizens after living
in a country where the concept of equality between men and
women is widely accepted. When travelers return from such a trip,
their interpersonal relationships may be affected by the urge to
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change beliefs, while before they were based on shared values and
the need to confirm them.

This example points to the importance of cultural and social
factors in interpersonal interactions and communication. It also
suggests that interactions and communication may change over
time according to people’s beliefs and values. Therefore, commu-
nication needs to be sensitive to belief and attitude changes and
recognize that these changes are often the result of other inter-
personal relationships and communications. It is important to
acknowledge the cause-and-effect impact of interpersonal com-
munications and promptly adapt to change.

Cognitive Processes
The process of acquiring knowledge by the use of reasoning, in-
tuition, or perception is strictly related to communication and its
modalities. Every time people interact with others, they share in-
formation. How new or existing information is acknowledged and
processed depends on the approach one takes to communication.

For example, psychologists have long pointed out that people’s
performance in trying to solve a problem is influenced by the way
the problem is presented (Glucksberg and Weisberg, 1963; Chiu,
Krauss, and Lau, 1998). In the United States, an “I-can-do” attitude
toward professional tasks is considered a major asset. Can-do peo-
ple feel that all tasks are within their reach and competence, and
there is no such thing to them as an insurmountable problem.
They also tend to transmit their enthusiasm and confidence to sub-
ordinates and colleagues. They present problems and situations
with an optimistic flair. This is likely to make people feel compe-
tent and able to solve problems and may enhance their perfor-
mance. In contrast, if a problem is presented by highlighting all
the worst scenarios and expressing doubts about the possibility of
addressing it, chances are that people may feel that whatever they
do may not work.

Knowledge and attitude change are also influenced by the way
information is presented. Establishing open and trusting commu-
nication is often the first step in creating a receptive environment
in which information can be perceived as reliable and worthy of
consideration. All successful communications and interactions usu-
ally require a reasonably good understanding of the other person’s
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point of view (Brown, 1965). Openness and trust are usually con-
tagious. People can induce the same kind of open and trusting
communications in others just by beginning first (Deutsch, 1973,
2000). Figure 4.1 shows two different scenarios and their potential
impact on knowledge, attitude, and behavior after a mother’s con-
versation with her infant daughter’s pediatrician.
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Figure 4.1. The Potential Impact of Interpersonal
Communications on Behavior: A Practical Example

I am quite uncomfortable with the idea of
vaccinating my baby just two days after she is

born. Why should I immunize her against
Hepatitis B (HepB) right now?

We immunize newborns all the time.
There is nothing to worry about.

But she is so small
and fragile.

I understand that everything looks
new and scary. I know you are afraid
for your daughter. However, vaccines
are safe and effective. We immunize
many newborns every day.

But why do we need
to do it now?

You don’t have to do it now. If you
are HepB negative, you can immunize
your baby within two months from
birth. However, the sooner you do it,
the faster you will get used to the
idea of immunization. This would be
better for your baby. You want her to
be protected from serious diseases as
soon as possible.

Beth

Beth

Physician 1 Physician 2

Physician 2

Beth

Beth

Okay. You convinced me.
Let’s vaccinate her.

Beth

She can actually endure more than
you think.

Physician 1

I am sure you are
right, but I prefer to

wait on this.
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Still, it is important to remember that the sole or singular use
of verbal expressions has been shown to have only a temporary im-
pact on attitude change (Chiu, Krauss, and Lau, 1998). Eiser and
Pancer (1979) studied the effect of biased language on attitudinal
changes by asking study participants to write their views on capital
punishment. Some of the subjects were directed to use words in
their essays that were pro–capital punishment. Others were told to
use words that were anti–capital punishment. Although the atti-
tude of study participants toward capital punishment initially
changed to reflect the words they had used in their essays, they had
reverted to their original perspectives within six days from when
they wrote their papers (Eiser and Pancer, 1979; Chiu, Krauss, and
Lau, 1998).

In health communication, it is not enough to define a recom-
mended behavior as “healthy” or “life-saving.” In order to deter-
mine a more permanent attitude change, all statements need to
be supported by evidence (Chiu, Krauss, and Lau, 1998) and trans-
lated into tools to facilitate their practical application. This is an
important concept in message development in both interpersonal
communications and other action areas of health communications.
Facts and tools are critical to lend credibility to verbal expressions
and motivate people to change.

The Power of Personal Selling
and Counseling
Personal selling is a well-established practice in the commercial sec-
tor that also has many applications in public health and health
communication. In the commercial sector, it refers to the one-on-
one, “door-to-door engagement” (World Health Organization,
2005, p. 27) of potential customers in their own homes, offices, or
places of work and leisure. In the health care industry, the figure
that comes to mind is the pharmaceutical sales representative who
goes to physicians’ offices to present a product.

Personal selling is also widely used for nonprofit causes and to
spread the word about recommended new health behaviors and
practices. In public health and health communication, personal
sellers are usually volunteers, social workers, trainers, health pro-
fessionals, or representatives of development organizations who go
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door-to-door or attend places where health services are provided.
Their role is to engage intended audiences in interpersonal inter-
actions to explain, recommend, and show benefits of a specific
health behavior or practice. Often this role is coupled with actual
service delivery. It also serves the purpose of answering questions
and addressing fears and concerns about recommended health ser-
vices and practices.

Door-to-door immunization is considered a core strategy of the
worldwide polio eradication campaign, for example (Joyner, 2001).
WHO, UNICEF, and their partners in the polio eradication effort
organize national immunization days in which thousands of vol-
unteers and health professionals travel to remote villages and poor
areas in the developing world to set up one-day clinics in schools,
markets, and other places where they can reach a large number of
people and persuade them to vaccinate their children. In India
alone, during National Immunization Day in 1999, “2.5 million vol-
unteers and health professionals traveled by any available means,
including by camel and on foot following dry riverbed, carrying
the vaccine on ice to their immunization posts” (Joyner, 2001). An-
other door-to-door campaign aiming to immunize 77 million
African children against polio in one year was launched by
UNICEF and its partners in 2005 (Li, 2005).

Personal selling does not work in a vacuum. In most cases, per-
sonal selling efforts need to be complemented by mass communi-
cation programs, such as public relations, community mobilization,
and other communication approaches discussed later in this book
(see the example in Box 4.1). All of these other activities aim to
create social consensus about the importance of responding to the
call for action of volunteers, health workers, or school children
who will knock on people’s doors. Without creating a supportive
environment in which people feel motivated to listen to the rec-
ommendations of the so-called change agents, most personal sell-
ing efforts may fail or produce only minimal results. Still, in the
case of polio, door-to-door immunization enables the vaccination
of millions of children in areas where war, lack of infrastructures,
and poverty would otherwise make vaccine access and delivery im-
possible (Joyner, 2001). Similarly, personal selling was one of the
key success factors in a WHO effort to prevent lymphatic filariasis
in several endemic countries (see Box 4.1).
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Box 4.1

Personal Selling Case Study

Lymphatic Filariasis
India, Kenya, Nepal, Philippines, Sri Lanka, Zanzibar

Lymphatic Filariasis (LF) is a painful and disfiguring disease caused
by thread-like worms that live in the human lymphatic system. LF is
transmitted from person to person by mosquitoes. Around 120 mil-
lion are affected by LF, with more than one billion people at risk of
infection.

LF is one of seven diseases targeted for elimination by WHO. The
strategy adopted for elimination in 1997 at the World Health Assem-
bly, is to treat entire endemic communities once a year, for 5-6 years,
with two co-administered antiparasitic drugs. For the strategy of Mass
Drug Administrations to be successful over 70 per cent of the total
population should take the prescribed number of LF prevention pills.
The other fundamental aspect of the programme is to provide sup-
port for those already suffering from LF related disabilities.

Impact
Coverage rate

Total population achieved (% of
Country targeted total population)

India: Tamil Nadu 28 million 74
Kenya 1.2 million 81
Philippines 4.5 million 87
Sri Lanka 9.5 million 86
Zanzibar 1 million 83

The Behavioural Objective
Take your LF pills from your Filaria Prevention Assistants on Filaria
Day

COMBI Plans were designed for India (the state of Tamil Nadhu),
Kenya, Nepal, Philippines, Sri Lanka and Zanzibar. The campaigns
had a sharp, singular focus on the behavioural result expected: the
ready acceptance and swallowing of the tablets on a chosen day.
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The heart of the entire effort were a group of dedicated individuals
(health workers, teachers and volunteers), called Filaria Prevention
Assistants, going door-to-door hand delivering a set of tablets to all
eligible individuals. They also carried out two preparatory visits to
households explaining the elimination programme, showing the
tablets, describing what was expected and answering any queries or
concerns. The Filaria Prevention Assistants were supported by intense
community mobilization, massive advertising, high media coverage
and political and religious leadership backing.

Source: World Health Organization. Mediterranean Center for Vulnerability
Reduction. “Lymphatic Filariasis.” In COMBI in Action: Country Highlights.
2004. http://wmc.who.int/pdf/COMBI_in_Action_04.pdf. Retrieved Nov. 2005.
Used by permission.

Still, the practice of personal selling is an acquired communi-
cation skill that relies on many of the principles of interpersonal
communications discussed so far in this chapter, as well as on indi-
vidual characteristics and strengths. It requires training, awareness
of people’s needs, strong listening skills, and the ability to engage
others, as well as to counter objections by acknowledging the other
person’s perspective and empathizing with it. It involves the ability
to resolve conflicts by brainstorming and finding common ground.
In the case of a specific health communication campaign or public
health intervention, it requires a level of competence and knowl-
edge on the subject matter that, at the minimum, should be suffi-
cient to elicit trust among intended audiences.

Furthermore, the term personal selling can refer to the ability to
sell one’s image and expertise, a helpful skill in most kinds of con-
sulting activities. This second definition refers primarily to a com-
munication skill, while the first definition is related to a key area
of interpersonal communications. These two meanings are strongly
connected and interdependent in their practical application.

Personal selling (the ability to sell one’s image and expertise
but also a skill that is needed in the one-on-one engagement of in-
tended audiences) is dependent on a number of verbal and non-
verbal signals that should be recognizable by intended audiences.
Among others, these include posture, overall confidence, speech
and expressions, dress code (casual versus formal), and the ability
to relate to others and express genuine concern. However, signs
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and symbols are not the same across differing populations and cul-
tures. As previously discussed (see Table 4.1), several cultural and
social factors may influence people’s ability to sell their image,
competence, and expertise among members of different intended
audiences, populations, and groups.

In counseling, which could be defined as the help provided by
a professional on personal, psychological, health, or professional
matters, personal selling is a powerful determinant of one’s ability
to have an impact on the beliefs, attitudes, and behavior of the per-
son who is seeking counsel. This is true for all forms of counseling.
In fact, personal selling skills may affect the ability of health com-
munication practitioners to counsel others on communication
strategies or engage opinion leaders in prioritizing a given health
issue. Personal selling also influences patient-provider relationships
and treatment compliance.

Because of their special role in giving advice and shaping other
people’s professional or personal lives, counselors, whether they
are physicians, nurses, psychologists, lawyers, health communica-
tion practitioners, or other public health professionals, need to be
trusted and respected by their intended audiences. Their audi-
ences (whether they are patients or nonprofit organizations or oth-
ers) need to have faith in their commitment to a common cause
(for example, a patient’s well-being or the success of a communi-
cation intervention) in order to relate to counselors and follow
their advice.

Most important, people need to feel a sense of ownership of
the issue on which they are being advised. And how could it be oth-
erwise? Even if health professionals are knowledgeable about a
given disease or health problem, it is the patient’s life that is di-
rectly affected by its symptoms and potential consequences. And
what about key stakeholders, such as professional organizations,
senior government officials, or top physicians who decide to en-
dorse a health issue after being solicited by health communication
practitioners or other public health professionals? Given their busy
schedule and conflicting priorities, they are likely to dedicate sig-
nificant portions of their time to addressing a specific issue only if
they feel needed and can make a significant contribution to the
problem’s solution.

Several cultural nuances may affect these general concepts. In
some cultures, patients tend to defer more to their physicians or
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do not participate as much in treatment and prevention decisions
because of their views of illness as God’s will or punishment or
other cultural beliefs. Nevertheless, in all situations, the role of
counselors, including health care providers, is to reach out, bridge
cultural differences, and try to transform each encounter into a
productive partnership.

Because of the documented impact of provider-patient com-
munications on patient outcomes and overall satisfaction, the rest
of this chapter focuses primarily on this important form of inter-
personal communications in health care. In doing so, it provides
a practical and research-based perspective on how to transform or-
dinary relationships into successful partnerships that may lead to
improved disease outcomes.

Communication as a Core
Clinical Competency
Being sick is among one of the most vulnerable times in people’s
lives, especially in the case of severe, chronic, or life-threatening
diseases. It is also a time in which patients need to understand and
feel comfortable with the information their provider shares with
them. From a patient’s perspective, it is important to feel that their
case is a key priority for the health care provider they have selected.
From a provider’s perspective, conflicting priorities, managed care
requirements (see Chapter Two), time barriers, or insufficient
communication training may limit the ability to establish trusting
and open relationships with patients.

Still, effective communication has been shown to have a posi-
tive impact on patient compliance to health recommendations, pa-
tient satisfaction, patient retention rates, overall health outcomes,
and even a reduced number of malpractice suits (DiMatteo and
others, 1993; Garrity, Haynes, Mattson, and Engebretson, 1998;
Lipkin, 1996; Lukoscheck, Fazzari, and Marantz, 2003; Belzer,
1999). As Lukoscheck, Fazzari, and Marantz highlighted (2003),
the patient-provider encounter offers one of the most important
opportunities “to have a major impact on reducing morbidity and
mortality of chronic diseases, through personalized information
exchange” (p. 209). Box 4.2 provides a health care provider’s per-
spective on the impact of effective communications on patient out-
comes and social well-being.
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Box 4.2

The Impact of Effective Provider-Patient
Communications on Patient Outcomes:

A Pediatric Nurse Practitioner’s Perspective

Mary Beth Koslap Petraco, CPNP, is the coordinator for child health in
the Suffolk County Department of Health Services, New York; chair of
the Immunization Special Interest Group of the National Association
of Pediatric Nurse Practitioners; and a clinical assistant professor at
the State University of New York at Stony Brook. Her thoughts on the
importance of provider-patient communications (interview and other
personal communications with the author, 2006), which follow, reflect
her extensive patient-related experience.

Cultural competence is very important in nursing. U.S. nurses are
specifically educated to put aside their cultural bias and work with the
patient’s cultural beliefs. This is a unique attribute of U.S.-educated
nurses and helps establish effective relationships with patients.

Good provider-patient communications are very important in
changing patients’ attitudes toward disease, helping them use their
culture in a positive way, and empowering them to make the changes
in their lives that are associated with better health outcomes.

I learned a long time ago that the parents of the children I see
know more than I do. When I acknowledge this fact, it’s much easier
to guide parents to make the changes that are needed for their chil-
dren, as well as to reinforce the positive things they are already doing.

There are a number of key factors that help establish a good
provider-patient relationship. First, give patients respect. Introduce
yourself, and explain the role you will play in their care. Don’t talk
down to them. Use language the patient understands. Acknowledge
positive points and accomplishments. Always think of them as people
with their unique needs and beliefs.

Nurses are well positioned to establish good provider-patient rela-
tionships because of their education and training. Nursing is at the
same time an art and a science and is based on the same key steps (as-
sessment, implementation, and evaluation) of effective communication.

Patient-provider encounters should be used not only to determine
the physical fitness of the patient and treat potential illnesses but also
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to assess the overall patient’s well-being. For example, when a twelve-
year-old Hispanic girl presented with vague stomach complaints that
were preventing her from attending school, we discovered that phys-
ical symptoms and causes had nothing to do with her condition.

The girl was happy at home and loved her mother, who was a
domestic worker and spoke only Spanish. She was also a very good
student. Yet recently she had refused to go to school. By talking with
her and her mother, we discovered that she had been bullied and
threatened of physical assault by a group of children in the school.

We taught both her and her mother to talk to the school coun-
selor, request a Spanish translator, and speak with the families of the
other children. We did a role-play with the mother so she would feel
comfortable once at school. We also recommended she mention that
the police would get involved if this would not stop.

It was priceless to see the smile on the mother’s face when she
came back to our office a few weeks later for a follow-up visit. It is
also priceless to know that the girl is now happy in school and doing
very well academically.

Nurses can make a difference in their patients’ lives. This is why
I think nurses should always advocate for their patients’ rights, espe-
cially in the case of underserved populations.

In all disease areas, effective communication is part of the cure.
So, what is the best way to make it happen and overcome existing
barriers to good patient-provider relationships?

One important step is to recognize that communication is a
core clinical competence that can help improve effective use of
time while helping patients comply with recommended treatment
and healthy behaviors, as well as optimize overall patient satisfac-
tion and outcomes. As for other kinds of interpersonal interac-
tions, understanding the patient’s cultural values, language
preferences, differences in style, and specific meanings attributed
to verbal and nonverbal expressions (see Table 4.1) are funda-
mental in establishing a satisfactory relationship.

It all starts with training. Some studies have shown that a pa-
tient’s comprehension of health information is highly influenced
by physicians’ attitudes toward the importance of sharing infor-
mation with their patients, which is shaped by their experience
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during medical training (Lukoschek, Fazzari, and Marantz, 2003;
Eisenberg, Kitz, and Webber, 1983). For example, after three years
of training, most medical residents tend to maintain a participa-
tory attitude toward the decision-making process related to treat-
ment and other recommendations. But after the same time period,
surgical residents have switched to a more authoritarian attitude,
even if they started with similar views as those of medical residents.
This may reflect the hierarchical status and the task-oriented char-
acteristics of surgeons’ medical training (Eisenberg, Kitz, and Web-
ber, 1983). Still, it would be unfair to generalize these findings
without taking into account personal and cultural factors and
experiences.

The example in Box 4.3 shows how different physician attitudes
toward communication may result in different outcomes. It also
points to the importance of an empathetic and participatory ap-
proach to provider-patient communications, which may be better
suited to motivate patient compliance and establish true partnerships.

Box 4.3

Impact of Physician Attitudes on
Patient Behavior: A True Story

Carmen was a sixty-one-year-old Spanish woman visiting her relatives
in the United States. (The name of the patient as well as some other
facts have been changed to protect the patient’s and physicians’ pri-
vacy.) During her trip, she was hospitalized for emergency spine
surgery. She had been suffering from excruciating back pain that her
physicians in Spain had misdiagnosed. While in the United States, her
pain had worsened, and it turned out that a major infection had al-
most destroyed two of her vertebrae and was threatening her ability
to walk.

The surgery was successful. However, Carmen felt isolated in a
foreign hospital where she could not communicate with physicians
and nurses. She spoke no English. Her relatives visited her as often
as they could, but they also needed to deal with work and family
obligations. They hired an interpreter for a few hours each day so Car-
men could communicate with the hospital staff and perhaps feel a lit-
tle less lonely.
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Approximately fifteen days after the surgery, one of Carmen’s
physicians recommended that she try to stand up and sit on a chair.
When he went to visit Carmen, he did not speak to her through the
interpreter. He just instructed the nurse to help her and did not show
much empathy for Carmen’s pain. Carmen tried to get out of bed,
but her pain was really bothering her. After the first attempt, she asked
her interpreter to tell the physician that she was tired; she needed to
rest and might try later.

A few hours later, her internal medicine specialist came by. She
has been alerted about the earlier events and had called Carmen’s
relatives to discuss how to approach this issue. She greeted Carmen
warmly and started to speak with her through her interpreter. Car-
men talked about her attempt to stand up. She was still in a lot of
pain. Despite the words of reassurance by her relatives who had just
telephoned her, she was not sure she wants to try again. After all, in
most countries, patients who have this kind of surgery, or even less
invasive surgery, are confined to bed rest for much longer. Carmen
found the request unreasonable.

The internist explained to Carmen that this was a common pro-
cedure in the United States and helped improve and accelerate a pa-
tient’s rehabilitation. She highlighted the benefits of early ambulation.
She also showed empathy for Carmen’s pain. She mentioned that she
would consult the pain specialists to see whether they could do some-
thing else to reduce her pain while she tried to regain mobility.
Through the interpreter, she made sure that Carmen understood all
the information and also asked if she had additional questions.

Carmen decided to try again with the help of the nurse and her in-
terpreter. After a few attempts, she stood up and managed to sit on a
chair. The entire team—the physician, the nurse, and the interpreter—
encouraged and congratulated her for trying. She was still in a lot of
pain, but she was happy about having succeeded. After all, this was a
sign that things might go back to normal soon.

The physicians’ recommendations proved to be effective. After
less than a month after her surgery, Carmen was able to walk with
the aid of a cane. Without the skillful communication intervention of
the internal medicine specialist, this story might have had a different
outcome. Carmen might have taken longer to stand up and perhaps
suffered some of the medical consequences that may result from pro-
longed immobility.
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Finally, it is also important to remember that most health care
providers care about communicating well with their patients. For
most physicians, nurses, and other care providers, helping others
is one of the primary reasons they chose their profession. However,
lack of communication training or other patient- or physician-
related barriers may prevent some of them from being effective in
establishing productive partnerships with their patients.

Barriers to Effective Provider-Patient
Communications
Although many health care providers and public health profes-
sionals believe in the importance of optimal provider-patient com-
munications, data suggest that many interactions could be
improved. For example, in the United States, studies have shown
that the average patient speaks for eighteen to twenty-two seconds
before the physician interrupts (Belzer, 1999; American Medical
Association, 2005a). Yet additional research shows that “if allowed
to speak freely, the average patient would initially speak for less
than 2 minutes” (American Medical Association, 2005a). Most im-
portant, in this short period of time, the patient would be able to
express most of his or her concerns and symptoms (Belzer, 1999).
This is likely to translate to a better provider-patient relationship
as well as to “less follow-up visits, and shorter, more focused, inter-
actions” (American Medical Association, 2005a).

Time is not the only barrier that could be addressed by effec-
tive communication. Most of the patient-related barriers in Table
4.2 could be removed by improved interactions and simplified in-
formation. For example, research shows that education level and
language barriers may lead to low comprehension of medical in-
formation among patients (Lukoschek, Fazzari, and Marantz,
2003), so the use of jargon and complex medical terms negatively
affects patients’ comprehension. As the American Medical Associ-
ation (2005b) suggests, most patients, regardless of their educa-
tion level, prefer health information that “is simple and easy to
understand.” In fact, most people can relate to the feelings of vul-
nerability and stress associated with the diagnosis of a chronic or
life-threatening disease or the fear that a temporary medical con-
dition may jeopardize imminent events in one’s life. In these situ-
ations, even well-educated patients may prefer not having to deal
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with the additional burden of making an effort to understand their
provider’s suggestions.

Similarly, language and cultural barriers can be addressed by
the use of interpreters as well as an increased emphasis on cultural
sensitivity and competence during medical training and commu-
nication training sessions (both before and after graduation) tar-
geted to physicians and other health care providers. Research shows
that patients may attribute different connotations to words that are
used interchangeably by health professionals (Lukoschek, Fazzari,
and Marantz, 2002; Heurtin-Roberts and Reisin, 1992). For exam-
ple, African Americans attribute a different meaning to the words
hypertension and high blood pressure (Lukoschek, Fazzari, and Marantz,
2002; Heurtin-Roberts, 1993), and this may affect their compliance
to providers’ suggestions (Heurtin-Roberts and Reisin, 1992).

As Heurtin-Roberts (1993) reports, the term hypertension is
often replaced by “high-pertension, a chronic folk illness related to
the biomedical hypertension and involving blood and nerves”
(p. 285). A percentage of African Americans consider hyper-
tension (or high-pertension) different from high blood pressure.
High-pertension is regarded as a chronic condition that may
become worse with older age and may be related to being “high
tempered” (p. 290). Because it is considered a chronic illness,
high-pertension is often a way to cope with difficult living condi-
tions and is “one of the few means of controlling the behavioral
environment available to the individual” (p. 285).
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Some health care providers are quite savvy about cultural dif-
ferences and other kinds of barriers, while others may not have
had an opportunity to focus on them throughout their careers.
From the provider’s perspective, the demands and long hours of
most health care professions are often too burdensome to leave
time for pleasantry and more effective communication. Physicians
in the primary care or pediatric environment are being required
to see an increasing number of patients to satisfy managed care
policies and other cost-cutting interventions (see Chapter Two).

In the United States, the number of office visits per year has
increased by more than 40 percent, rising from 581 million in 1980
to approximately 838 million in 2003 (Robert Graham Center,
2005). Pediatricians, for example, see an average of 93.6 patients
per week (American Academy of Pediatrics, 2005a). In addition,
only 30 percent of them feel they have received adequate training
in counseling and behavior modification techniques. Most are ful-
filled by many elements of their professional life, but more than
half feel “stressed trying to balance work and personal responsi-
bilities” (American Academy of Pediatrics, 2005b).

Still, when most health care providers are given an opportunity
to attend a communication training session, a most common re-
action is pleasant surprise about skills, methods, and facts they may
not have considered but that may help save time, improve over-
all patient satisfaction, and avoid conflicting or stressful patient-
related situations. After some initial reluctance and skepticism,
most providers enjoy testing their knowledge about communica-
tion methodologies as well as their skills as effective communi-
cators. For many of them, hearing that most physicians do not let
their patients speak for more than eighteen to twenty-two seconds
without interrupting is often a surprise.

Trends in Provider-Patient Communications
For several decades, people in Western countries have witnessed
an ongoing shift in provider-patient relationships. Patients have
become more involved with their own care and are more educated
about health issues. Several patient organizations have worked to
reinforce patients’ rights and to create networks and tools that con-
tribute to patient education and empowerment. Patient activism
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and lessons learned from the AIDS crisis, which have shown the
importance of patient and public participation in health care de-
cisions and policies, have contributed a new perspective on more
traditional patient-provider communications.

Physicians, nurses, and other health care providers have been
adapting to, and in many cases encouraging, a new kind of rela-
tionship where the power balance weighs less heavily on the physi-
cian’s side. While many providers have been enjoying and adapting
to this new trend, others have been struggling to find the time
to accommodate patients’ increasing requests and demands.
Providers who have made successful transitions have thriving prac-
tices (patients like physicians who are good communicators and
personable) and have relied on a number of tools developed by
their professional associations.

Recent initiatives by the American Medical Association (2005d),
the American Association of Family Practitioners (2005), and the
Association of American Medical Colleges (1999) highlight the im-
portance of physician-patient communications and aim to equip
physicians with skills and tools to communicate effectively with pa-
tients and incorporate communication as a core competency at all
levels of medical education.

Among them, the AAMC (1999), which represents 125 ac-
credited medical schools in the United States, 16 medical schools
in Canada, and over 400 teaching hospitals, has identified several
communication-related goals for medical students. Also, the AMA
Foundation (2005c) has become a member of the Partnership for
Clear Health Communication, which includes several prestigious
organizations and industry leaders, in an attempt to address the
problem of low health literacy.

Increasingly health care providers are also learning communi-
cation skills that may help them break bad news. For example, spe-
cial communication courses teach oncologists how to talk with
cancer patients about their diagnosis, life expectancy, treatment,
and other sensitive issues in an empathetic and effective way. Some
of these courses use standard communication techniques such as
role playing to help providers practice their communication ap-
proach with actors who pose as patients (Zuger, 2006).

Moreover, some professional organizations have been focusing
on equipping both practitioners and patients with communication
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skills and tips. Ask Me 3, an initiative of the Partnership for Clear
Health Communication, teaches patients to ask their providers three
questions that will help them understand their problem and rec-
ommended solutions (American Medical Association, 2005b). This
approach may help patients stay focused, ask the right questions,
and minimize miscommunication with their providers. At the same
time, it is a service to physicians and other health care providers
since it may lead to shorter and more focused conversations.

Although there is still a lot to do in the area of provider-patient
communication, new trends and initiatives in Western countries
have established a path for a more participatory attitude to health
care. The hope is that this will teach patients to make the best use
of encounters with providers and help providers to be more effec-
tive at conveying information. In most developing countries, as well
as in many traditional cultures where the power balance has not
shifted yet, health communication training and other kinds of in-
terventions can help encourage people become more responsible
for health care decisions by communicating better with their physi-
cians. In doing so, it is important to remember that models that
have worked in Western countries may not work in other regions
of the world or among members of different ethnic groups.

Transforming Patient-Provider
Relationships into Partnerships
By definition, partnerships require that all partners are equally
committed to pursuing a common cause and are aware of their
role. In the provider-patient relationship, the common cause is the
patient’s health.

Health communication can help improve provider-patient re-
lationships by raising awareness of common communication issues
as well as roles and responsibilities in achieving good health out-
comes. Training in communication methodology and message
development may help health care providers sharpen their com-
munication skills and address patients’ questions and concerns in
a more effective way. It may also help physicians conduct conver-
sations in a way that patients will stay on topic and feel that their
provider is truly concerned about their health.

Ideally, communication training for health care providers
should focus on these topics:
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• A brief overview on communication methodologies and how
to affect behavioral change

• How communication skills can help make effective use of time
• Benefits of effective communication
• Common barriers and how to address them
• Differences in cultural-, ethnic-, age-, and gender health-

related beliefs and attitudes
• Practical tips and examples
• Interactive session in which health care providers practice and

test their communication skills in different potential scenarios

Some practical tips that may help providers establish good and
trusting relationships with their patients are common to all human
interactions:

• Greet patients properly and according to their cultural and
ethnic preferences. For example, calling patients by their first
name is appropriate in many Western countries and can help
break down barriers but is not advisable when addressing
Korean patients, who prefer to be called by their full name
(Matsunaga, Yamada, and Macabeo, 1998).

• Put patients at ease by smiling, asking about the patient’s
family, and establishing good eye contact (if culturally
appropriate).

• Do not make patients feel that the next patient may be more
important by looking at the watch or at the door (Belzer, 1999).

• Show empathy about patients’ concerns and needs.
• Listen, and avoid interrupting.
• Help patients stay focused on their medical issues.
• Recognize nonverbal clues.
• Reinforce key messages and recommendations by providing

written materials and scheduling follow-up visits or contacts.

Focusing on only the communication skills of health care pro-
viders may not be sufficient to achieve an effective patient-provider
partnership. As patients’ participation in health decisions in-
creases, communication tools and events targeted to patients may
help them do their share in establishing a true partnership with
their providers. Primarily, training can help patients in several ways:
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• Asking the right questions.
• Staying focused.
• Becoming familiar with common medical terms.
• Understanding how to differentiate between credible and

noncredible informational sources (on the Internet as well as
in other settings).

• Dealing with conflicts or other kinds of impediments that
may prevent them from following or trusting a provider’s
recommendations.

• Showing respect for the provider’s time and experience.

Communication specialists can help address issues in provider-
patient relationships by helping professional associations, patient
groups, and individual health care providers understand the is-
sues at stake, as well as improve overall communication skills. They
can also help influence policies and medical curricula to recog-
nize the central role that effective communication can have on
health outcomes.

Technology-Mediated
Communications
A discussion about interpersonal communications would not be
complete without acknowledging the impact that the advent of the
Internet, video technology, telephone, and other media has had
on interpersonal relationships over several decades. Increasingly,
many interactions are mediated by technology and take place using
e-mail, voice mail, videoconferencing, or other media channels.
This may shape the quality and implications of communication by
depriving it of nonverbal expressions (for example, facial expres-
sions, gestures) and other influences (for example, the potential
impact of different venues—formal versus informal venues—on
health care or business conversations) that are normally common
in face-to-face encounters.

Still, as several authors report, even when people rely on elec-
tronic media, they continue to engage in the process of grounding,
which refers to the ability to find, understand, and share common
meanings (Brennan and Lockridge, 2006; Brennan, 1990, 2004;
Clark and Brennan, 1991; Clark and Schaefer, 1989; Clark and
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Wilkes-Gibbs, 1986; Schober and Clark, 1989). Take the example
of an e-mail in which a mother asks a close friend to pick up her
child from school. If the e-mail states only, “Could you please pick
up my child from school?” the request may not be clear unless the
recipient already knows the school’s address, the dismissal time,
the names of the child and the teacher, as well as where he or she
should bring the child. These additional facts will allow the re-
cipient to evaluate and eventually rule out the existence of po-
tential conflicts (for example, previous work commitments) or
other impediments. Still, the mother would have to wait for her
friend’s reply. This dynamic is quite similar to what occurs in face-
to-face encounters. As other authors highlight, the interpersonal
exchange in both cases has two phases: the presentation phase,
when the mother asks her friend for help and describes the task’s
requirements, and the acceptance phase, which implies the need
for the friend’s reply to confirm he or she understood and ac-
cepted the task (Brennan and Lockridge, 2006; Clark and Schae-
fer, 1989).

In health care, technology-mediated communications have pro-
vided a private forum to discuss sensitive matters, connect with oth-
ers who may have experienced similar health issues, network, and
learn about new medical solutions, among others. They have also
affected provider-patient relationships. For example, some physi-
cians may complain about the number of unnecessary questions
and concerns that patients raise because of noncredible medical
facts found on the Internet. Yet the Internet and other technology
advances have improved the ability of patients and the general
public to participate in personal and public health decisions.

In the case of life-threatening conditions such as HIV/AIDS,
the use of the Internet has increased people’s ability to deal with
their illness. Primarily, use of the Internet appears to have influ-
enced the coping skills of people living with HIV by promoting in-
dividual empowerment, increasing social support, and helping
them help others (Reeves, 2000).

The influence of media technology on interpersonal commu-
nications and other aspects of health communication varies from
population to population and group to group. It is related to
media access as well as specific media uses and preferences among
members of intended audiences. It is obviously more widespread
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in developed countries than in many countries in the developing
world, where more conventional ways of communications (for ex-
ample, word of mouth) may still predominate, especially in remote
areas.

Still, when using any form of technology to communicate
about health matters, it is important to remember and apply all
general principles and values that pertain to interpersonal com-
munications. Gender, age, and cultural, ethnic, and geographical
factors as well as literacy levels still influence technology-mediated
communications and should be considered. This is about using
one of the many kinds of media to have a heart-to-heart discussion
about health and health behaviors.

Key Concepts
• Interpersonal communications is an important action area of

health communication.
• Interpersonal behavior and communications are highly influ-

enced by cultural-, social-, age-, and gender-related aspects, as
well as literacy levels and individual factors and attitudes.

• The dynamics of interpersonal communication are deter-
mined by signs (for example, involuntary acts) and symbols
(for example, use of verbal expressions) that may differ
among cultures and groups.

• Examples of interpersonal communications are personal sell-
ing, counseling, and provider-patient communications.

• Personal selling refers to (1) one-on-one engagement of in-
tended audiences in their own homes, offices, or places of
work and leisure and (2) the ability to sell one’s image and ex-
pertise, an important skill in most consulting activities. It is an
acquired communication skill that requires training but is also
dependent on individual, social, and cultural factors. The two
definitions are strongly connected and interdependent in
their practical application.

• Personal selling interventions may not be very effective in the
absence of other communication activities (for example, pub-
lic relations, community mobilization) that would help create
a receptive environment for door-to-door interventions and
the message they carry.
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• In counseling, which could be defined as the help provided by
a professional on personal, psychological, health, or profes-
sional matters, personal selling is a powerful determinant of
one’s ability to have an impact on the beliefs, attitudes, and
behavior of the person who is seeking counsel.

• Provider-patient communications is an important area of in-
terpersonal communications and has been shown to affect
patient satisfaction, retention, and overall health outcomes.

• Effective communication in the provider-patient setting de-
pends on several patient- and physician-related factors, as well
as external factors (for example, time constraints, managed
care requirements).

• Communication specialists can help improve provider-patient
communications. They can help health care providers and
patients understand the issues at stake and improve their com-
munication skills. They can also work with professional associ-
ations, patient groups, and individual health care providers to
help them influence policies and university curricula, includ-
ing communication as a core clinical competency.

• Technology advances have had a tremendous impact on inter-
personal communications. Many interpersonal communica-
tions are now mediated by technology and take place using
e-mail, videoconferencing, telephone, and other media.

• Technology-mediated communications are influenced by
many of the same factors that rule interpersonal communica-
tions, such as literacy levels and cultural, ethnic, age, gender,
and individual factors.

For Discussion and Practice
1. Describe the most common verbal and nonverbal clues that,

according to your culture, age group, gender, family values,
personal preferences, or others, may affect your satisfaction
with health-related encounters and communications and
prompt you or your peers to comply with the health care
provider recommendations. For example, how do you like to
be greeted by your physician? Is there any specific personal or
cultural value or belief that you need to have acknowledged in
order to trust and comply with the health information being
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presented to you? Is there any nonverbal clue that you may
find confusing or offensive?

2. Maria is a forty-one-year-old Caucasian woman who is expect-
ing her first baby. Eight weeks into the pregnancy, it becomes
clear that she is likely to have a miscarriage. She really wants
the baby and may be very upset at the idea of a miscarriage, es-
pecially because she fears she may not become pregnant again.
Think of how her physician should break the bad news in a way
that would acknowledge Maria’s feelings and set realistic ex-
pectations. Use role playing to simulate the actual discussion,
and try to envision some of Maria’s potential questions. Evalu-
ate the pros and cons of potential physician approaches and
attitudes toward communication on this matter.

3. In this chapter, personal selling is defined as one-on-one door-
to-door engagement of intended audiences and the ability to
sell one’s image and expertise. Discuss practical examples from
your professional or personal experience or recent readings
that illustrate these two definitions.

4. Review Figure 4.1 and use five to ten adjectives to describe the
style and communication approaches of physicians 1 and 2.
Then discuss key factors that in your opinion influenced the
mother’s decision in both scenarios.
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Chapter Five

Public Relations and
Public Advocacy

In This Chapter
• Public Relations Defined: Theory and Practice
• The Power of Mass Media in Health Care Decisions
• Key Elements of Public Relations Programs
• PR Evaluation Parameters
• When Public Relations Becomes Public Advocacy
• Key Concepts
• For Discussion and Practice

“Years ago, Americans grabbed toast and coffee for breakfast. Pub-
lic relations pioneer Edward Bernays changed that” (Spiegel,
2005). Bernays, whom many regard as the historical father of pub-
lic relations, referred to many of the theories of his uncle, Sigmund
Freud, in developing a public relations campaign to help convince
Americans that “bacon and eggs was the true all American break-
fast” (Spiegel, 2005; Museum of Public Relations, 2005) and that
it was ultimately healthier. Bernays’s campaign in the mid-1920s
was successful at changing the public’s mind (Museum of Public
Relations, 2005). Although eggs and bacon have been somewhat
eclipsed by new habits, such as eating cold cereals or not eating
breakfast at all (ABC News, 2005), they remain a very popular break-
fast: only one in ten Americans usually eat toast or some other kind
of bread or pastry (ABC News, 2005).

Outside the breakfast setting, public relations strategies and ac-
tivities are normally used to create interest among multiple publics
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about an idea, a product, a specific behavior, a company, an insti-
tution, or a nonprofit organization. Ethical public relations relies
on reputable facts and figures and has found many applications as
part of health communication interventions in the commercial,
nonprofit, and public health sectors.

This chapter establishes public relations as one of the action
areas of health communication and reviews some key aspects of its
theory and practice. It also provides practical suggestions on key
success factors of a public relations campaign. Finally, it touches on
the role of public relations in advocacy and government relations.

Public Relations Defined:
Theory and Practice
Public relations (PR) is defined as “the art and science of establish-
ing and promoting a favorable relationship with the public” (Amer-
ican Heritage Dictionary of the English Language, 2004). The word
relationship is fundamental to all definitions of PR, as well as their
practical applications. As with other action areas of health commu-
nication, PR is a relationship-based discipline. Similarly to the entire
field of health communication, health care PR is based on an
in-depth understanding of its publics, as well as their needs, wants,
and desires. This overall concept applies to all functions of PR
listed and defined in Table 5.1: public affairs, community relations,
issues or crisis management, media relations, and marketing PR.

Public Relations Theory
The theoretical basis of PR has been influenced not only by
Bernays’s relationship with Sigmund Freud, the father of psycho-
analysis, but also by many other observations and models. Never-
theless, some of Bernays’s theoretical assumptions still apply to the
modern practice of PR. If you want people to do what you want,
“you don’t hook into what they say. You try to find out what they
really want” (National Public Radio, 2005), according to Bernays.
This concept recognizes the importance of psychological, emo-
tional, and subconscious factors in human behavior, one of the
main ideas Freud developed (National Public Radio, 2005; Mu-
seum of Public Relations, 2005).
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Table 5.1. Public Relations Functions in Health Care

Public affairs A strategic approach to promote public
discussion and, eventually, agreement on
health policies or administrative procedures
that may be practiced by a given organization
or its key stakeholders and intended audiences.

Community relations An area of PR practice through which
practitioners and organizations establish,
cultivate, and strive to maintain mutually
beneficial relationships with the communities
(defined as groups with common values,
causes, and needs) that can affect or are
affected by their actions. Community relations
is one of the many aspects of constituency
relations and building (see Chapter Eight)
and a component of all other health
communication areas.

Issues management A multifaceted and “formal management
process to anticipate and take appropriate
action on emerging trends, concerns, or issues
likely to affect an organization and its
stakeholders” (Issue Management Council,
2005).

Crisis management A proactive approach based on the advance
development of contingency plans and
activities to anticipate, avert, and deal with
potential crises. It often includes a strong
focus on the use of the mass media to help
organizations assure their publics that a
solution is being implemented and a specific
concern or issue is being addressed.

Media relations A proactive and reactive approach that aims at
interacting with key health journalists and
makes “use of the media in a planned way”
(Economic and Social Research Council,
2005a).

Marketing public An area of PR that focuses on developing
relations strategic programs and relationships that

would support endorsement and use of the
organization’s health products and services
among its key stakeholders and publics.
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Some of the most recent theories in PR also highlight the rel-
evance of psychological aspects of human personality in moving
intended audiences through the three desirable effects of PR in-
terventions: “attention, acceptance and action” (Smith, 1993,
p. 193). For example, some authors advocate the use of the psy-
chological type theory in public relations practice (Smith, 1993).
This theory has been primarily used in education, religion, and
business to understand and predict “patterns of human interac-
tion” (p. 177). According to Smith, if applied in PR, it could help
practitioners tailor their messages to intended audiences by taking
into account their personal psychological type and learning pref-
erences. As Table 5.2 shows, Smith (1993) identified four primary
types:

ST: Sensitive/thinking

SF: Sensitive/feeling

NT: Intuitive/thinking

NF: Intuitive/feeling

Each of these types has distinguished characteristics and learning
habits (listed in Table 5.2) that influence their decision-making
process, as well as the way they may react to different ways that in-
formation is presented (for example, factual information versus in-
formation that appeals primarily to emotions).

Although the psychological type theory may be difficult to
apply rigorously to actual PR practice (in fact, data on psychologi-
cal types exist only for select audiences and may be too expensive
to collect in a timely and statistically significant manner), keeping
in mind the influence of both “reason and sentiment” (Smith,
1993, p. 195) on people’s beliefs and behavior is quite common
among PR practitioners. Understanding people’s learning styles
and other preferences is part of the process of preparing for the
development of a PR program.

Similarly, the notion of multiple publics and the need to ad-
dress them differently in response to their characteristics, needs,
desires, and issue-specific beliefs is common practice in PR. It is
also one of the main assumptions of field dynamics models and
methods, that, in their application to PR, attempt to explain the
relationship between an organization and its different publics, as
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well as the mutual interaction among such publics. For example,
one method describes and compares this interaction in terms of
“dominance-submissiveness, friendly-unfriendly, and group versus
personal orientation” (Springston, Keyton, Leichty, and Metzger,
1992, p. 81). In practice, when there is public debate about an or-
ganization, an idea, a product, or a behavior, it is quite common
to find a variety of opinions, levels of involvement (for example,
leaders versus followers), and interest and attitudes among multi-
ple audiences. PR interventions often tip the preexisting balance
and prompt a shift in the attitudes and opinions of multiple audi-
ences. As a result, it may also change the dynamics of the rela-
tionship among such audiences.

Within this perspective, PR is considered “the management
function that establishes and maintains mutually beneficial rela-
tionships between an organization and the publics on whom its
success or failure depends” (Cutlip, Center, and Broom, 1994,
p. 2). The concept of PR as a relationship management discipline
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Table 5.2. Characteristics of Types Relevant to Public Relations

ST SF NT NF

People who Sensing and Sensing and Intuition and Intuition and
prefer . . . thinking feeling thinking feeling

Focus on . . . Facts: What Facts: What Possibility: Possibility: 
is . . . is . . . What could be What could be

Make decisions Impersonal Personal Personal Impersonal
based on . . . analysis; warmth; warmth; analysis;

reason emotion reason emotion

Tend toward . . . Practical and Sympathetic Logical and Enthusiastic
pragmatic and friendly ingenious and insightful

Adept at . . . Applying Meeting daily Developing Recognizing
facts and needs of theoretical aspirations of
experience people concepts people

Sensitive to . . . Cause and Feelings of Technique Possibility for
effect others and theory people

Note: ST: Sensitive/Thinking; SF: Sensitive/Feeling; NT: Intuitive/Thinking;
NF: Intuitive/Feeling.

Source: Smith, R. (1993). Psychological Type and Public Relations: Theory,
Research and Applications. Journal of Public Relations Research 5(3), 177–199.
© Lawrence Erlbaum Associates. Used by permission.

Schiavo.c05  2/19/07  1:31 PM  Page 125



has emerged as a fundamental part of its theoretical basis (Led-
ingham, 2003) and finds application in actual PR practice. As Cen-
ter and Jackson observe (1995), “the proper term for the desired
outcomes of public relations practice is public relationships. An
organization with effective public relations will attain positive pub-
lic relationships” (p. 2).

The value of PR practitioners to the general public and the
organizations they serve is often determined by the extent and
closeness of their contacts with the media and community repre-
sentatives, as well as other key stakeholders. In this way, PR strate-
gies and activities become a fundamental tool of larger health
communication and public health interventions by means of ex-
panding the reach of health messages, as well as using the power
of mutually beneficial relationships to advance the discussion and
solution of a given health issue. Several other authors or organi-
zations also include PR among communication’s key action areas
(World Health Organization, 2003) or recognize, among other
fields, the role or influence of PR in health communication
(Springston and Lariscy, 2001).

Public Relations Practice
While the practice of public relations is less than a hundred years
old, PR is now employed by a broad variety of organizations beyond
companies that sell products, including universities, foundations,
nonprofit organizations, schools, hospitals, and associations. In fact,
the official definition of the Public Relations Society of America
(PRSA) highlights both the widespread use of PR by different types
of organizations and the existence of multiple publics from which
these organizations “must earn consent and support. . . . Public re-
lations helps an organization and its publics adapt mutually to each
other,” notes the PRSA (2005a). In most cases, it also helps organi-
zations and their publics discuss and eventually come to an agree-
ment on ideas, recommended behaviors, products, or services. In
this way, it becomes an essential area of health communication.

Over the past few decades, PR growth has been related to the
diversification of the mass media and its increasing influence on so-
ciety. While still relying primarily on print and broadcast media, PR
has expanded its reach using the Internet and other technologies.
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In the commercial world, PR helps create market share and se-
cure product endorsement and use. In the public health world, it
helps create a receptive public environment that could motivate
people to change their behavior. In doing so, it provides the pub-
lic with widespread access to information and helps build support
for recommended health behaviors.

Nonprofit and commercial efforts to feature a specific disease
area or health issue sometimes complement each other. For ex-
ample, in promoting a product through the mass media, compa-
nies often discuss other important facts, such as awareness about
a disease, disease incidence, or risk factors. If the information is
based on reputable sources and scientifically relevant data, these
efforts may contribute to the disease awareness endeavors of many
nonprofit and government organizations in the same field. In
some cases (see Box 5.1), corporations may help tackle a general
public health problem by providing resources, funds, and pro-
grams to elicit interest in the subject.

Box 5.1

Johnson & Johnson’s Campaign
for Nursing’s Future Initiative

Recognizing that the United States was experiencing the most severe
nursing shortage in history, Johnson & Johnson, a multinational health
care company, launched the Johnson & Johnson Campaign for Nurs-
ing’s Future in 2002. This is a multiyear, nationwide effort to enhance
the image of the nursing profession, recruit new nurses, and retain
nurses currently in the system.

Campaign elements have included: a national television, print
and interactive advertising campaign in English and Spanish cele-
brating nursing professionals and their contributions to health care;
a multifaceted and highly visible public relations campaign with press
releases, video news releases and satellite radio tours available to hun-
dreds of media outlets across the country; recruitment materials in-
cluding brochures, pins, posters and videos in English and Spanish
distributed free of charge to hospitals, high schools, nursing schools,
and nursing organizations; fundraising efforts for student scholarships,
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faculty fellowships, and grants to nursing schools to expand their pro-
gram capacity; celebrations at regional nursing events to create
enthusiasm and feelings of empowerment among local nursing com-
munities; a Website (www.discovernursing.com) about the benefits of
a nursing career featuring searchable links to hundreds of nursing
scholarships, and more than 1,000 accredited nursing educational
programs; and activities to create and fund retention programs de-
signed to improve the nursing work environment. Numerous organi-
zations, including the White House, with the Ron Brown Award for
Corporate Leadership, the American Hospital Association, the Amer-
ican Organization of Nurse Executives, the National Student Nurses
Association, the American Nurses Association and NurseWeek, have
honored Johnson & Johnson for this campaign and their overall con-
tribution to addressing the current nursing shortage.

Key Outcomes

• Forty-six percent of 18–24 year olds who participated in a 2002
Harris Poll survey recalled the campaign.

• Sixty-two percent had discussed a nursing career for themselves
or a friend.

• Twenty-four percent of the respondents in the above group said
the campaign was a factor in their consideration.

• The discovernursing.com Website traffic has tallied over
3,000,000 unique visitors, spending an average of 12–15 min-
utes exploring the site.

• Surveys show that recruitment materials are being used by 97
percent of high schools and 73 percent of nursing schools.

• Eighty-four percent of nursing schools that received the materials
reported an increase in applications and enrollment for the Fall
2004 semester.

• The Campaign has raised over $8 million (to date) at regional
fundraising events. These funds have been used to provide
scholarships to thousands of nursing students and nurse educa-
tors and have been complemented by over 100 Johnson & John-
son grants to area nursing schools to help them expand their
program capacity and, therefore, accept more students.

• The American Association of Colleges of Nursing reported that
Baccalaureate nursing school enrollments have seen double-
digit increases every year since the launch of the Campaign in
2002.
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Key Success Factors

• Relevance of the issue to Johnson & Johnson’s key publics as
well as the community at large, and organizational competence
to address it

• Strong relationship-building effort in support of the campaign
with organizations including health care systems, nursing schools
and professional associations around the country

• Multi-media strategy with consistent messages in broadcast, print,
publicity, special events, printed materials, videos and the Internet

Copyright © 2005 Johnson & Johnson. “The Johnson & Johnson Campaign
for Nursing’s Future Initiative,” unpublished case study, 2005. Used by
permission.

While the issue of partnerships with commercial entities will
be discussed in Chapters Eight and Twelve as part of the broader
subject of partnerships in health communication, it is worth men-
tioning here that many reputable nonprofit and government or-
ganizations, including the U.S. National Cancer Institute (National
Cancer Institute and National Institutes of Health, 2002), consider
collaborations or partnerships with for-profit entities. In doing so,
many of them have developed strict guidelines and criteria that
help them protect the public interest and avoid endorsing specific
products or services (see Chapter Eight).

PR practice must be held to high ethical standards. The ongo-
ing debate on PR ethics and related dos and don’ts is legitimate
and should never be abandoned. However, while it is fair to assume
that the main motivation of any industry is profit, it would be un-
fair to think that all companies would go to any length to sell their
products.

The power of the mass media, on which PR relies, can be abused
if facts are misrepresented or inflated. However, in the battle for free
media coverage, this is a risk that the general public may encounter
with a variety of organizations (even those with the best intentions)
if they become too enamored with an idea or the opportunity to
raise their own profile and visibility. Because of the nature of their
profession, PR practitioners need to meet the challenges of serving
their client’s interests (whether their client is a business, a non-
profit, or a government organization) while preserving an honest
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and ethical relationship with the publics they cultivate and address.
Most professional societies in this field, including the PRSA
(2005b), have a comprehensive code of ethics for their members.

Table 5.3 lists some of the key characteristics of ethical PR pro-
grams. Many of them are common sense but always should be con-
sidered in designing and implementing a PR campaign.

In addition to promoting public discussion of ideas, services,
or behaviors, PR also contributes to increasing the visibility of non-
profit organizations, commercial entities, and other kinds of insti-
tutions, as well as their mission, activities, and spokespeople. This
is a fundamental function of PR that helps establish organizations
and their experts as leaders in a field. Together with other kinds of
activities, PR helps them gain the favorable reputation and the
public respect that are needed to have an impact on behavioral
and social change, as well as to encourage others to join the debate
on a health issue and its potential solutions.

As an example of PR activities reaching out to multiple publics,
Box 5.2 shows the Media and Public Relations page of the Web site
of the Schepens Eye Research Institute, an affiliate of Harvard
Medical School. The page includes information that helps position
the institute as a resource for the media on information on eye dis-
eases and related research and treatment news. By providing re-
sources on the institute’s history, mission, and activities, as well as
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Table 5.3. Key Characteristics of Ethical Public Relations Programs

Based on research

Feature reputable and scientifically relevant facts and figures

Strive to maintain an honest and direct relationship with the publics
they address

Adhere to general ethical principles such as identifying sources,
conflicts of interest, and grant disclosures

Seek to establish trusting and long-term relationships between
organizations and their publics and therefore discourage unethical
approaches that may harm relationships

Include standard procedures to promptly correct potential mistakes
and misinformation

Encourage free information exchange

Preserve the public interest
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the background and expertise of its faculty and spokespeople, the
page appeals to journalists in search of story ideas on the subject.
In addition, it appeals to many different audiences (for example,
health care providers, professional organizations, patient groups)
that may have an interest in this field and may want to engage in
collaborations or just participate in the public debate on eye dis-
ease research and treatment.

Box 5.2

Using the Internet as a Key Public Relations
Channel: The Schepens Eye Research Institute
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Source: The Schepens Eye Research Institute, “Media and Public Relations”
(http://www.theschepens.org/pr.htm). Copyright © 2003, The Schepens Eye
Research Institute. Retrieved in November 2005. Used by permission.

PR Versus Advertising: The Differences
Media coverage stemming from PR campaigns is free of charge,
but placing a story requires an in-depth understanding of journal-
ists’ and audiences’ preferences among PR practitioners and the
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organizations they represent. Faced with countless choices for story
ideas, journalists select what they cover primarily on the basis of its
newsworthiness, which is what they think their audiences may find
interesting (Fog, 1999; Gans, 1980; Erickson, Devlieger, and Sung,
1987). Other parameters include level of comfort or knowledge
about the topic, the way the information is framed and presented
to them, and the relationship they have with their sources, such as
PR practitioners, organizations, and politicians. In this highly com-
petitive environment, achieving national media coverage is a major
endeavor.

Different from advertising, PR is a less controlled but more
credible way to approach the media. In advertising, organizations
pay for the print or broadcast space to place their ads, so the media
have no editorial power on the ad content. The ad content is im-
mediately recognized and identified with a specific health organi-
zation by the media’s audiences. In PR, the media placement is free
of charge, but its final tone and content are determined by the jour-
nalist who authors the story. In the absence of breakthrough news,
achieving media coverage using PR strategies is not easy and re-
quires strategic efforts and tools, long-term relationships with the
media, and a true understanding of the concept of newsworthiness.
Most important, it requires patience and perseverance.

The Power of Mass Media
in Health Care Decisions
No one can dispute the increasing power of mass media. Part of this
power stems from the media’s influence on public opinion and every-
day decisions. Often the general public view the mass media as an ob-
jective source of information. Another important factor is related to
the media’s relationships with important decision makers and stake-
holders around the world, including governments and multilateral
organizations as well as the nonprofit and business sectors. In addi-
tion to the entertainment appeal of the media, both of these factors
have contributed to the increasing power of the mass media.

Since mass media are the main channel of mass communica-
tion in Western society, competition for media coverage is quite
fierce. People rely on the media as their main source of news and
are increasingly conditioned in their health, political, or life
choices by what they hear or read (Fog, 1999).
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For many successful companies, one of their major accom-
plishments, other than the services or goods they manufacture and
sell, is the success of their advertising and media coverage efforts,
which help strengthen their reputation and increase their visibil-
ity. In public health, the media can influence people’s perception
of disease severity, their views about the potential risk of contract-
ing the disease, or their feelings about the need for prevention or
treatment. Media coverage can also affect what people eat or do in
their leisure time. It can help reduce the stigma associated with
many diseases or break the cycle of misinformation and silence
about health conditions that are underdiagnosed, undertreated,
or underreported. It can help convince policymakers to develop
new prevention or treatment policies.

In summary, especially in the United States and most of Eu-
rope, where there is a widespread media culture, mass media can
have an enormous impact on people’s health behaviors. In fact, in
the average U.S. home, “the time per day that TV is on is 7 hours
and 40 minutes” (TV-Turnoff Network, 2005). People do not see
their best friends that often, so the media may become more in-
fluential than actual people.

Mass media campaigns have proven to be effective in helping
to increase immunization rates (Porter and others, 2000; Paunio
and others, 1991), vaccination knowledge (McDivitt, Zimicki, and
Hornik, 1997), cervical cancer screening among Hispanic women
(Ramirez and others, 1999), awareness of the risks associated with
smoking (Murray, Prokhorov, and Harty, 1994), and use of tobacco
(Centers for Disease Control, 1994b). The list of media influence
(positive or negative) on health beliefs and behavior is enormous.

Most important, mass media have been defining the concept of
health and fitness by bringing into everyone’s homes seductive im-
ages of men and women, such as healthy and fit celebrities, with
whom average people would like to identify. Sometimes these im-
ages are used for the right purpose (for example, encouraging peo-
ple to exercise or remember about their annual medical checkup),
but other times they promote unhealthy behaviors such as smok-
ing. The power of mass media is such that not everyone can un-
derstand what is really behind a seductive image and make the
right health decision.

Vulnerability to the power of the mass media and some of the
unhealthy behaviors the media may consciously or subconsciously
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promote is related to many factors, including educational level,
prior knowledge or experience on the subject, age, socioeconomic
conditions, personal experience, and psychological status. For
example, in recognizing the vulnerability of young adults and ado-
lescents to media messages that encourage smoking, the U.S. gov-
ernment in 1998 limited forms of advertisement or PR activities that
would directly target this age group (Centers for Disease Control,
1999; Advertising Law Resource Center, 2006) with positive messages
on smoking. Similarly, in many countries, direct-to-consumer ad-
vertising is prohibited for prescription drugs and other kinds of
products that are used for the treatment or prevention of serious
diseases (DES Action Canada, 2006; Mintzes and Baraldi, 2006;
Mintzes and others, 2002).

This brings us back to the discussion on the ethics of PR as well
as the importance of following the code of ethics highlighted by
many professional societies and keeping in mind the suggestions
in Table 5.3. Fortunately, most PR practitioners think that pre-
serving the ethics of their actions is in the best interest of their own
practice, as well as the publics and organizations they serve.

Dos and Don’ts of Media Relations
Interacting with the media is an acquired skill. Because of limited
time and conflicting priorities, journalists do not like to be ap-
proached by people who sound incompetent about the story they
are trying to place or show little awareness of the media industry
and its rules. In an attempt to help junior PR practitioners ap-
proach the media in the way the media want to be approached, sev-
eral professional societies, including the Public Relations Society
of America, organize workshops and lunch meetings in which jour-
nalists speak about their daily routine, their preferred communi-
cation channels (for example, e-mail, telephone, or fax), and the
kind of health issues and stories they may be interested in covering.
Since PR is increasingly recognized as an important skill in public
health, as well as a key area of health communications, one of the
sessions of the 2005 annual meeting of the American Public Health
Association focused on media advocacy and featured journalists
from broadcast and print media who discussed the dos and don’ts
of media and press relations with public health professionals.
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In approaching the media, it is essential to remember that they
are just another audience, so it is important to know them well. Be-
cause of their influence on many of the publics of PR and larger
health communication interventions, knowing them and under-
standing how to spur their interest in a story and its core messages
is even more critical than with many other audiences.

The average U.S. reporter now receives approximately two hun-
dred e-mails each day, and some receive as many as five hundred
per day (101PublicRelations, 2005). They have time to read only a
small portion of them, and usually it is the first few lines. The media
pitch, defined as a brief summary statement, letter, or e-mail mes-
sage that explains why the information is new, relevant to the jour-
nalist’s target audience, and worth covering, should be the focus
of these first few lines. Only stories that stand out for their news-
worthiness and relevance to the publication’s audience actually are
published; each reporter files no more than one to three stories
on any given day.

Using the mass media to publicize the core messages and ac-
tivities of a larger health communication or public health inter-
vention can help expand the reach of the program to different
audiences and publics. It can also help create a critical mass in
support of the recommended health behavior or social change.
However, getting there, and seeing a story published, is a story in
itself. Once the first stories are published, it is still important to se-
cure ongoing attention from multiple media to reach new audi-
ences or reinforce the message over time. Table 5.4 highlights
some of the dos and don’ts of media relations. All of them are
based on PR practice. Others may apply to specific situations, coun-
tries, reporters, or media channels.

What Makes a Story Newsworthy
The concept of newsworthiness is strictly related to the preferences,
needs, and interests of the target audience of a given publication
or media outlet. For example, it is not a surprise that most parent-
ing magazines in the United States and Europe dedicate a lot of
space to stories on babies or toddlers and their sleeping habits.
Sleep deprivation is a common problem among new parents as well
as parents of toddlers who struggle to teach their children how to
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go to sleep on their own and stay asleep for the entire night. Par-
enting magazines and other consumer publications perceive the
topic as something that sells the magazine to their audience. In
fact, in 2005 alone, there were at least seventy-four articles on “get-
ting your baby to sleep” or related topics in different kinds of con-
sumer publications (LexisNexis, 2006).

Sometimes newsworthy topics for specific publications can be
found in the publication name. For example, the Chapel Hill News
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Table 5.4. Dos and Don’ts of Media Relations

Do

Identify the names and interests
of journalists who usually cover
health generally or specific health
topics.

Establish long-term relationships.

Be aware of reporters’ deadlines
and respond in a timely fashion.

Be polite, accurate, and helpful.

Understand why reporters are
calling. Are they seeking to quote
you, or do they want only a
background briefing (ESRC,
2005b)?

Make yourself available for a few
days after issuing a press release.

Make sure all partners in your
program are aware of their media-
related roles and responsibilities
(ESRC, 2005b).

Media-train key spokespeople.

Learn when reporters are on
deadline, and don’t call at that
time.

Read the news. It is the best way to
understand reporters.

Don’t

Waste reporters’ time by pitching
them randomly regardless of their
specific interests.

Use jargon or technical terms in
writing press releases and
speaking with reporters (ESRC,
2005b).

Agree to disclose information off
the record unless you have a
special relationship with a
reporter. You are always at risk of
seeing that information in print.

Call repeatedly or leave multiple
voice messages on the same topic.

Schiavo.c05  2/19/07  1:31 PM  Page 136



looks primarily for stories that appeal to the residents of Chapel
Hill, North Carolina. Infectious Diseases News includes breaking
news, editorials, and feature articles that appeal primarily to in-
fectious disease specialists but also to other health care providers
(for example, family physicians, pediatricians, and internal medi-
cine specialists) who are involved in preventing and managing in-
fectious diseases among their patients. The type of media (print,
radio, television, or online publications) influences the concept of
newsworthiness as well.

Understanding the relevance of a story to the media’s target
audiences is only the first step in defining whether the story may
be newsworthy. Many other criteria need to be met to maximize
the chances for media coverage of an organization’s data, infor-
mation, and messages—for example:

• The story’s timeliness: it just happened or is about to happen.
• The existence of new data or information from clinical trials,

opinion surveys, and other kinds of studies and their potential
impact on the media’s intended publics.

• The presentation of these new data or information at a major
professional, community, or interdisciplinary meeting or their
publication in a prestigious peer-reviewed journal, which would
legitimize the public impact and relevance of the information.

• Reputable spokespeople, such as opinion leaders (for exam-
ple, top physicians, researchers, and community leaders), top
executives, or celebrities who appeal to the media’s target
audiences.

• A new angle to a story of current interest or to an issue that
has not been covered for a while. Reading the news is the best
way to find new media hooks.

• Human interest stories, such as the testimonial of a mother
who decided not to immunize her child who then died or
almost died of a vaccine-preventable disease.

• The announcement of a new large program or event targeted
to the media’s intended audiences and either providing a
unique health-related service or conveying big names in the
field.

• The use of appropriate media tools.

The following PR tools are the ones most commonly used.
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• Press release: A written announcement of an event, program,
or other newsworthy items for distribution to the media. It
includes information on the details of the event, program, or
news item; the organization that issues the press release; facts
and data on the topic being featured; telephone and e-mail of
a media contact person; and the name and credentials of an
expert to interview.

• Media alert: A one-page announcement including information
on the what, when, where, and who of a specific event and the
telephone number and e-mail address of a media contact. It is
used for media distribution to announce press conferences,
speakers’ availability for telephone interviews, and program
kick-off events, for example.

• Op-ed article: A signed article expressing a personal opinion
and the viewpoint of a specific group or organization. It is usu-
ally published on the page opposite the editorial page and is
targeted to one publication. It is not sent to multiple publica-
tions simultaneously.

• Public service announcement: Noncommercial advertising for
distribution to radio, broadcast, or print media that includes
information and a call to action for the public good. The for-
mat varies to accommodate the characteristics of print, radio,
and broadcast media. It can also be sent to multiple media
outlets for free and unrestricted use.

• Radio news release: The radio version of the press release, sent
to radio stations for free use, and lasting forty-five to sixty sec-
onds. It includes a sound bite from one of the PR program’s
spokespeople.

• Video news release: A video segment designed in the style of
a news report and distributed to local and national television
and cable networks for free and unrestricted use. It is rarely
used in the United States but remains somewhat common in
some European countries. Media outlets often use only por-
tions of the release. It is provided for free and unrestricted
use.

• B-roll: A series of video shots on a specific topic, packaged in
the format of unedited material (footage) and distributed to
local and national televisions and cable networks. It is com-
monly used in the United States to pitch a story to local TV
news shows.
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• Mat release: A ready-to-use feature story, usually including a
photograph or some artwork, for distribution to community
newspapers and other local and smaller publications for free
and unrestricted use.

Selecting the right tools for target media is not an optional
step. Since all of these tools are designed, among others, to facili-
tate the reporter’s job and make it easy to cover the story, using the
wrong tool sends a negative message to the media about the
source’s knowledge of the media industry and, potentially, his or
her level of competence on the issue at hand. (Table 5.5 identifies
the mass media channels and most common PR tools used to ad-
dress each of them specifically).

Key Elements of Public
Relations Programs
PR plans and key success factors borrow heavily from other action
areas of health communication and in general from the overall
field. Although the tactics (those activities, materials, and events
that are strategically connected with other elements of health com-
munication planning) are different, all of these approaches exist
to meet the overall goal of a health communication program.
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Table 5.5. Mass Media Channels and Related Public Relations Tools

Media Tools

Print media (for example, Press releases, op-ed articles, letter-to-editor,
national newspapers, print public service announcement, media
magazines) alerts

Radio (local and national Radio news release, radio public service
radio stations) announcement, media alerts, live interview

with expert (by telephone or in a studio)

Broadcast (national and Press release, video news release, B-roll,
local TV stations) public service announcement, media alerts

Local publications/ Mat release
community newspapers

Online publications Press release, media alerts, opinion piece,
public service announcement
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PR strategies and activities cannot be developed in the ab-
sence of a careful analysis of the existing situation and needs. In
fact, they should respond to the wants and desires of all intended
constituencies and make it easy for them to understand and apply
the information that is passed along through the media. For this
purpose, it is important to create and identify multiple messages
and media channels that will reach each intended audience (for
example, the general public, opinion leaders, physicians, or policy-
makers). The level of complexity and the connotation of key mes-
sages as well as the types of publications and media outlets that
need to be selected are quite different if the intervention targets
policymakers instead of the general public. This approach also
draws heavily on marketing and social marketing principles.

PR programs should take into account the needs and character-
istics of the type of media being targeted. In some developing coun-
tries, it is still possible to engage the media in partnerships and
coalitions. In the United States and most of the rest of the Western
world, the media are just another audience and should be treated as
such. Moreover, the PR component of a health communication pro-
gram should be designed by keeping in mind the overall program
goals and the other results the program is attempting to achieve.

Finally, methods of evaluation should be defined in advance
and be related to the overall health communication intervention.
As for other areas of health communication, it is important to re-
member that in most cases, PR interventions alone are not suffi-
cient to achieve health communication goals and objectives. Most
commonly, a multifaceted approach that complements other pub-
lic health interventions and also relies on interpersonal commu-
nications, professional communications, and other strategic areas
is likely to produce faster and more durable results.

Building public will and commitment to a health issue is a com-
plex process. Integrating the use of the mass media with commu-
nity involvement at the national or grassroots levels is likely to
produce long-term results by creating the social and community
support needed to effect and sustain behavioral and social change.

Moreover, instead of providing a quick fix and satisfying short-
term wants and desires of intended audiences, a multifaceted ap-
proach is more effective at connecting existing values and beliefs
systems with the recommended behavior or social change. In other
words, one of the key functions of PR, community relations, should
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serve to engage community leaders and organizations to contribute
in ways that are supportive of their key values and core mission.

PR Evaluation Parameters
Although PR results should be evaluated as part of the larger be-
havioral and social outcomes of the health communication program
for which strategies and activities are designed, a few specific para-
meters are commonly used in PR to measure quantitative and qual-
itative results. (A complete discussion of evaluation parameters and
methodologies of health communication interventions is included
in Chapters Twelve and Thirteen. The methodologies discussed here
more specifically apply only to PR and reflect current practice.)

As for all other areas of health communication, the evaluation
and measurement of the PR component of a program should be re-
lated to the specific and measurable PR goals and objectives defined
at the onset of the program (Institute for Public Relations, 1997,
2003). In other words, what was the PR component of the program
trying to accomplish? What are or were the specific objectives of
each strategy or activity? Which of them were accomplished?

The Institute for Public Relations (1997, 2003) defines three
categories to measure PR programs:

• PR outputs: Short-term and process-oriented measurements,
such as the number of stories published by the media, the
number of times a specific spokesperson is quoted, the tone
and content of the media coverage, and the number of Inter-
net hits received by an online article.

• PR outtakes: The way the PR program is received by the media
and other target audiences as well as overall message recall
and retention. For example, did the media find the design
and packaging of press materials appealing and easy to use?
Was the language used in press releases and other materials
received favorably, or did the media have problems under-
standing and using it? Did the actual message recipients (for
example, the media’s intended audiences such as consumers
or professionals) respond positively to the message? Did the
recipients ask for more information by, for example, going to
a recommended Web site? Did they write any letters to the
editor or commentaries in response to media coverage?
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• PR outcomes: The evaluation and measurement of changes in
the opinions, attitudes, or behaviors of the media’s targeted
audiences.

PR outputs can be simply measured by “counting, tracking and
observing” (Institute for Public Relations, 1997, 2003, p. 7). In
media and press relations efforts, a common parameter to mea-
sure PR outputs is the number of media impressions, defined as
“the number of people who might have the opportunity to be ex-
posed to a story that has appeared in the media” (Institute for Pub-
lic Relations, 2002, p. 13). It is related to the total circulation (for
example, number of copies sold by a newspaper or number of view-
ers of a TV news program) of a given publication or broadcast
media outlet (Institute for Public Relations, 2002). For example,
the New York Times has an audited circulation of approximately 1.2
million (daily issues) to 1.7 million (Sunday issue) readers (New
York Times Company, 2005). Therefore, a story in the Times will
generate 1.2 million to 1.7 million media impressions, depending
on whether it is published on a weekday or on a Sunday.

PR outcomes and to some extent PR outtakes (for example, for
the part concerning the evaluation of message recall and retention
by intended audiences) can be measured only through extensive
pre- and postintervention studies (Institute for Public Relations,
1997, 2003) and are difficult and expensive to assess. Common
methodologies for evaluating PR outcomes as well as some types
of PR outtakes are similar to those generally used in health com-
munication. (These are discussed in Chapters Twelve and Thir-
teen.) The contribution of the PR component of a health
communication intervention should be measured as part of the
overall evaluation of such intervention in relation to its impact on
social and behavioral change and the attainment of its public
health or organizational goal.

When Public Relations Becomes
Public Advocacy
The American Heart Association (2006a) defines public advocacy as
“the act of influencing decision makers and promoting changes to
laws and other government policies to advance the mission of a
particular organization or group of people.” Similarly, many other
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organizations use public advocacy strategies—which also rely
on the use of the mass media—to advance their agenda or preserve
the interest of their key constituencies. Several of them have de-
veloped guides or specific training sessions to advance the public
advocacy skills of their key constituencies as well as other organi-
zations in the same field (for example, Society for Neuroscience,
2006; American Heart Association, 2006a).

Public advocacy strategies and tactics are also used to influence
companies and other publics to change their policies or manufac-
turing practices. An example of public advocacy efforts targeted to
the commercial sector is the HIV treatment access campaign by Doc-
tors Without Borders and many other international organizations
(Calmy, 2004; World Health Organization and Joint United Na-
tions Programme on HIV/AIDS, UNAIDS, 2005) that have been ad-
vocating for a price reduction of essential HIV medications when sold
in the developing world. While treatment access is actually depen-
dent on many other factors in addition to price (see Chapter Two),
their efforts were successful in engaging several pharmaceutical com-
panies in the public debate as well as in an attempt to find appropri-
ate solutions. Similarly, recent consumer awareness of the potentially
negative health effects of transfat acids has motivated many compa-
nies in the food industry to develop transfat-free products (MSNBC,
2006; FoodNavigatorUSA, 2006a, 2006b; Unilever, 2006).

Public advocacy relies on multiple tools and activities, includ-
ing community or town hall meetings and one-on-one encounters
with policy and decision makers. However, a fundamental compo-
nent of public advocacy efforts is the use of the mass media. More
recently, public advocacy that heavily relies on the strategic use of
the mass media is also called media advocacy.

For example, at the time this book is being written, the State of
New Jersey is considering legislation that, if approved, would grant
rights to adopted children to seek medical and personal information
about their birth parents. This legislation is considered essential by
several advocate groups as well as adoptees, who fear that lack of ac-
cess to their medical and family history may jeopardize their health.
Several op-ed pieces and letters to the editor, among the most com-
mon mass media vehicles used in public advocacy, have appeared in
prominent local and national newspapers (Barbieri, 2005). All of
them feature personal stories or testimonials of adoptees or highlight
the official position of adoption and advocate groups.
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Because of the power of the mass media to influence public
opinion, local or national publications, community newsletters,
broadcast media, and the Internet can all be useful channels to ad-
vance public commitment to and awareness of a health issue or
policy. They can help create the critical mass that is needed to mo-
tivate legislators or other decision makers to endorse the policy
being advocated by their publics. Public relations thus becomes
public advocacy when it seeks to influence health policies, laws,
and practices.

Public advocacy is very similar and uses the same tools as pub-
lic affairs, a key PR function. However, in public advocacy, organi-
zations and their constituencies go beyond promoting a public
debate of policies and practices and demand the endorsement of
specific policies or changes on existing practices and legislations.
In order to appear legitimate in the eyes of decision makers, such
demands need to be evidence based and gain the support of large
percentages of a given group or population.

As a consequence, PR is also a fundamental component of gov-
ernment relations because of its ability to influence legislators and
other key decision makers. As Paletz (1999) describes, congres-
sional leaders and their staff review a variety of local and national
newspapers, Web sites, journals, magazines, and other print and
broadcast media outlets to monitor public response to legislative
and policy matters. The tone and content of media coverage often
shape their decisions and perspectives on a given issue. Still,
change does not occur overnight; only long-term and sustainable
PR efforts can produce results.

Key Concepts
• Public relations is one of the action areas of health communi-

cation and an essential component of many health communica-
tion programs. It “helps an organization and its publics adapt
mutually to each other” (Public Relations Society of America,
2005a).

• PR strategies and activities can help create interest about an
idea, a behavior, a product, or an organization among multi-
ple publics.

• As is true for the entire field of health communication, PR is
a relationship-based discipline and practice.
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• Key PR functions are public affairs, community relations, is-
sues management, crisis management, media relations, and
marketing PR.

• Key theoretical constructs of PR are recognizing the impor-
tance of psychological, emotional, and subconscious factors
in human behavior; understanding and addressing multiple
publics in the light of their unique characteristics as well as
their mutual relationships and interaction; and understand-
ing its role in relationship management.

• Because of the significant power of the mass media on public
opinion and the potential risk for manipulation and misrepre-
sentation, PR ethics should be always held to the highest stan-
dards. Professional codes of ethics as well as key characteristics
of ethical PR programs should be considered in developing
PR programs.

• The success of media-based campaigns depends on the story’s
newsworthiness as well as key elements of media and press
relations.

• PR alone is not as effective in affecting the public and encour-
aging behavioral and social change as larger and multifaceted
interventions that rely on other action areas of health commu-
nication, use community-based strategies and activities, and
complement existing or future public health programs.

• Overall outcomes of PR programs should be evaluated in the
context of the health communication intervention for which
they have been designed. Still, it is important to understand
and take into account qualitative and quantitative parameters
that specifically apply to PR.

• PR becomes public advocacy when organizations and their
constituencies use PR strategies and activities to advocate for
specific policies, practices, and laws that may affect a specific
group or society. As a consequence, PR is often an essential
component of government relations.

For Discussion and Practice
1. You are pitching consumer publications (for example, women’s

magazines, local and national newspapers, online publications)
with a story that aims at raising awareness of the importance of
regular mammograms for breast cancer prevention in women
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over forty years of age. List some potential elements and angles
for your story in order to attract reporters’ attention and se-
cure media coverage.

2. This chapter lists some of the key factors in designing ethical
PR programs and also refers to existing guidelines. Share your
reaction to each of these characteristics (see Table 5.3). Can
you recall any example to which they may apply? Can you think
of opposite examples? Is there anything else you would do to
preserve public interest and the ethics of PR while designing
the PR component of a health communication program?

3. When does PR become public advocacy? Provide examples of
health-related public advocacy campaigns that you have no-
ticed in recent news articles or broadcast programs. 
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Chapter Six

Community Mobilization

In This Chapter
• A Bottom-Up Approach to Community Mobilization
• Community Mobilization as a Social Process
• Implications for Community Mobilization Programs of Social

Marketing and Other Theoretical and Practical Perspectives
• Impact of Community Mobilization on Health-Related

Knowledge and Practices
• Key Steps of Community Mobilization Programs
• Key Concepts
• For Discussion and Practice

“Ask Canadians what the name ParticipACTION conjures up, and
the majority of adults will easily recall the 60-year-old Swede”
(Costas-Bradstreet, 2004, p. S25) “Is it true that the average 30-year-
old Canadian is only as fit as the average 60-year-old Swede?”
(Canadian Public Health Association, 2005) was one of the many
questions addressed by the early public service announcements of
a health communication program that ran for over thirty years and
was established by ParticipACTION, a nonprofit organization.

Public service announcements were the main tool of Particip-
ACTION in the early days of its implementation. Once the program’s
name had been established and Canadians became increasingly
aware of the importance of fitness, ParticipACTION also imple-
mented innovative strategies to involve people at the community
level. The program “used community mobilization as a way to
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empower communities and motivate individuals to get more ac-
tive” (Costas-Bradstreet, 2004, p. S25).

Community mobilization efforts originally focused on the city
of Saskatoon in central Canada. Soon the enthusiasm generated by
ParticipACTION community events, including “Walk a Block a Day”
and other mass participation activities, spread to several levels of
Canadian society, including other cities and regions, as well as
provincial, territorial, and national governments (Costas-Bradstreet,
2004).

In 1992 alone, ParticipACTION trained fifty community ani-
mators who “generated 21,000 registered community events in-
volving over 1 million volunteer leaders” (Costas-Bradstreet, 2004,
p. S26). Over the years, the program attracted volunteers from all
segments of society, including health professionals, the media, busi-
ness communities, ordinary people, and government officials. It
also developed partnerships with the federal government, profes-
sional societies (for example, Ontario Physical and Health Educa-
tion Association, College of Family Physicians), the commercial
sector (for example, the Ontario Milk Marketing Board, Merck
Frosst Canada), and major health organizations, such as the Cana-
dian Public Health Association (Costas-Bradstreet, 2004). All part-
ners contributed with funds, activities, and other resources that
expanded the program’s reach.

The long-term impact of this program, which closed its doors
in 2002, remains to be seen. The growing prevalence of obesity in
Canada (Canadian Public Health Association, 2005) seems to point
to the need for future and sustained efforts in this direction. Still,
many of the success stories and lessons learned from Particip-
ACTION and other similar programs around the world demon-
strate the importance of community mobilization as a fundamental
strategy of health communication and, more broadly, public health
interventions.

This chapter establishes community mobilization as a key area
of health communication. It also reviews some of the current the-
oretical assumptions and topics in relation to this approach. Fi-
nally, it provides practical guidance on the key ingredients of
community mobilization programs and the need for considering
this approach as part of a multifaceted and multidisciplinary
intervention.
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A Bottom-Up Approach to
Community Mobilization
Definitions often provide a useful framework for understanding
the platform and the key assumptions of any given approach. In
the case of community mobilization, the importance of commu-
nity participation and self-reliance is emphasized in its theoretical
definition and practical applications.

In fact, community mobilization is often defined as “empowering
individuals to find their own solutions, whether or not the prob-
lem is solved” (Fishbein, Goldberg, and Middlestadt, 1997, p. 294).
Although this definition does not and should not absolve com-
munity mobilization strategies from the pressure and responsibility
of producing results, it clearly indicates that local leaders and or-
dinary people are the key participants in this approach. At the
same time, it places in their hands the potential for involving other
levels of society (for example, governments, professional organi-
zations) in the solutions they have found. In this way, community
mobilization is a bottom-up approach because it tends to rely on
people’s power to involve the upper hierarchical levels of society.

For example, one of the main success factors of Particip-
ACTION was its community-driven approach, which helped secure
“long-term government and sponsor support” (Costas-Bradstreet,
2004, p. S25). Similar conclusions were drawn in regard to a com-
munity mobilization project in Cameroon that aimed at increasing
knowledge and use of family planning methods and reproductive
health services (Babalola and others, 2001). Babalola and others
highlight that once innovations were spread throughout local as-
sociations (called Njangi), they continued “to spread throughout
the larger community, making community mobilization an effec-
tive tool for large-scale behavioral change communication”
(p. 476).

The term community can indicate a variety of social, ethnic,
cultural, or geographical associations, and it can refer to a school,
workplace, city, neighborhood, or organized patient or professional
group, or association of peer leaders, to name a few. As another
example, Njangi are local socioeconomic associations that are quite
common in most of Africa and “are formed on a geographic basis,
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by family structure, or through shared professions” (Babalola and
others, 2002, p. 461). Communities always tend to share similar val-
ues, beliefs, and overall objectives and priorities. According to UN-
AIDS (2005), a community is a “group of people who have shared
concerns and will act together in their common interest.” 

When communities drive public health or health communica-
tion interventions, they are not merely consulted. They share
power and decisions. Community mobilization may be initiated by
leaders within the community or stimulated by external agencies,
organizations, or consultants. Still, the role of external organiza-
tions, health communication practitioners, and other consultants
is to facilitate and follow the mobilization process (Health Com-
munication Partnership, 2006a).

In this context, one of the main objectives of health commu-
nication practitioners and other health professionals who may be
involved in the community mobilization effort is to provide local
leaders and their community with technical assistance to accom-
plish a number of goals: 

• Find solutions that build on the community’s strengths and fit
well within its overall context (Fishbein and others, 1997;
Costas-Bradstreet, 2004).

• Facilitate partnerships with other segments of society (Costas-
Bradstreet, 2004).

• Become aware of potential obstacles and ways to overcome
them.

• Resolve conflicts among community members, and create a
consensus on potential solutions.

• Establish a process for community involvement, including the
development of communication messages, materials, and ac-
tivities, which can ultimately lead to social and behavioral
change.

• Point to resources and approaches that may facilitate long-
term sustainability of all programs and health solutions.

• Design a rigorous evaluation process so that the community
can check on its own progress and accommodate changing
needs.

• Keep the community focused on what it wants to accomplish.
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Community Mobilization
as a Social Process
The impact of community mobilization is greater when different
communities interact with each other and create a social force for
change. This concept is incorporated in the idea of social mobiliza-
tion. Although some of the premises of social mobilization may be
different from those of community mobilization, the two terms are
closely related and are used here interchangeably. Social mobiliza-
tion has been defined “as the process of bringing together multi-
sectoral community partners to raise awareness, demand, and
progress for the initiative’s goals, processes and outcomes” (Patel,
2005, p. 53). This definition is in agreement with the key elements
of community mobilization as discussed in this chapter.

In the context of health communication, community mobi-
lization tends to be disease specific and addresses behavioral issues
that may help reduce the morbidity and mortality of a given con-
dition. Still, there are a number of cases in which community mo-
bilization is a component of health communication programs that
complement larger public health interventions and aim at guar-
anteeing or expanding community access to health services and
products or addressing social issues. In fact, community mobiliza-
tion may entail and refer to different kinds of actions, from peo-
ple marching to demonstrate their discontent about the paucity of
research funds dedicated to a specific disease area to community
members communicating with others about the importance of dis-
ease prevention and leading the behavior change process.

Mobilizing local leaders and their communities is a long process
that may vary according to the community’s makeup and needs.
However, several success factors can be extrapolated from existing
experiences and programs and apply generally to this kind of effort:

• Evidence-based information, which is critical to attract atten-
tion to a health issue and convince people to prioritize it
within a community. Moreover, it can help communities iden-
tify strategies and approaches that are likely to involve their
members as well as other communities in the health behavior
change process.

COMMUNITY MOBILIZATION 151

Schiavo.c06  2/19/07  1:31 PM  Page 151



• A behavior-centered mind-set. In other words, what is the com-
munity mobilization effort asking people to do?

• The inclusion of all influential audiences in the planning and
implementation of the community mobilization process.

• The quality of the technical assistance and training provided
to local leaders and their communities by health communica-
tion practitioners and other key health professionals. Outside
support and technical assistance are critical to sustaining the
effort over the long term (UNAIDS, 2005).

• The potential for community ownership and program
sustainability.

• The existence of complementary interventions (for example,
mass media campaigns, capacity building training, widespread
access to services) that reinforce the community-based com-
munication efforts and encourage its members’ adherence to
the process of change.

Most of the above factors are common to the overall field of health
communication and public health. Still, it is worth mentioning
them here because of their critical importance in community mo-
bilization programs.

Finally, facilitating a community-driven intervention requires
good listening skills, a firm belief in the “value of collective action”
(Costas-Bradstreet, 2004, p. S29), enthusiasm for the health cause,
and a strong ability to transmit it. It also requires the application of
many of the skills and theories previously discussed in relation
to interpersonal communications.

Implications for Community
Mobilization Programs of Social
Marketing and Other Theoretical
and Practical Perspectives
Over time, community mobilization has been influenced by social
marketing from both a theoretical and practical perspective. Yet
it is a different approach for behavioral and social change that
perfectly fits the current emphasis on participatory strategies to
communication.
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Although community mobilization often uses social marketing
strategies (see Chapter Two) as well as participatory research (ei-
ther market or audience related), “these terms are not synony-
mous” (Health Communication Partnership, 2006a). Community
mobilization goes beyond participatory research, which involves
intended audiences in the design, implementation, and analysis of
research protocols and data related to the health issue and its au-
diences. Also, community mobilization is a different approach
from social marketing.

Fishbein, Goldberg, and Middlestadt (1997) point to the defi-
nitions of social marketing and community mobilization in order
to highlight their differences. Social marketing is designed to “in-
fluence the behavior of target audiences to improve their personal
welfare and that of the society of which they are part” (Fishbein
and others, 1997, p. 294; Andreasen, 1995, p. 7). Community mo-
bilization seeks to promote community empowerment by devel-
oping skills that can be used beyond addressing the specific
problem or health issue (Fishbein, Goldberg, and Middlestadt,
1997). It works toward a long-term change in community skills that
can be replicated within different communities and segments of
society as well as in addressing other kinds of health issues.

In planning a community mobilization effort, community par-
ticipants are likely to analyze the situation by trying to define the
best way for the community to address the health issue. Social mar-
keters are likely to think about the behavior that needs to be influ-
enced and the strategies to accomplish that (Fishbein, Goldberg,
and Middlestadt, 1997).

However, even in a participatory and community-driven ap-
proach, defining potential behavioral and social outcomes helps
community participants frame the health issue in a way that will re-
spond to community needs and effectively address it. “A behavioral
science orientation can help design interventions aimed at influ-
encing behavioral determinants” (Fishbein, Goldberg, and Mid-
dlestadt, 1997, p. 298).

In fact, the influence of marketing models in community mo-
bilization efforts may help community members define and pur-
sue the changes they want to address using a systematic approach.
As in other areas of health communication, marketing’s major im-
plication for community mobilization is its research-based and
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structured approach to planning. Still, the emphasis of community
mobilization efforts should be primarily on building the capacity
of the community to address its own problems.

Too often, it is possible to observe in the developing world the
vacuum that is left when capacity building is not one of the key pri-
orities of community mobilization as well as larger health com-
munication or public health interventions. As soon as the outsiders
leave, communities are left to manage programs and priorities they
are not prepared to address. Many times circumstances revert to
the original situation shortly after international agencies leave. This
is exactly what well-designed and well-implemented community
mobilization programs should try to avoid in both the developing
and developed worlds. The recent emphasis on behavioral and so-
cial outcomes as well as increased audience participation in com-
munication efforts is well positioned to accomplish that.

For example, models such as the community action cycle draw
on several social change theories and are designed to help com-
munities “acquire the skills and resources to plan, implement and
evaluate health-related actions and policies” (Lavery and others,
2005, p. 611). Under the community action cycle, outcomes are
defined in terms of changes in “social norms, policies, culture, and
the supporting environment” (Health Communication Partner-
ship, 2006a). Instead, under COMBI, the World Health Organiza-
tion (2003) model for communication for behavioral impact,
community mobilization efforts, which are also participatory and
aim at building community skills, emphasize the importance of be-
havioral change as a key program outcome even when the program
ultimately aims at social change.

Whether the emphasis is on behavioral or social outcomes
should be determined by the unique characteristics of the health
issue being addressed, as well as those of the specific communities
and audiences and their existing health and social behaviors (see
Chapter One). It is critical to remember that social change occurs
only as a result of gradual behavioral changes at different levels of
society. Therefore, these changes should be measured and con-
sidered key program outcomes. Ideally, all interventions should
aim at creating permanent changes in social rules and community
structure. This is also in agreement with some of the key premises
of the larger public health field of community health. In fact, “the
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movement called community health means more than just access
to healthcare. It’s strong families, good schools, safe neighbor-
hoods, caring adults, and economic opportunities” (Emanoil,
2002, p. 16).

In most cases, the connection between health or social issues
and behavior is quite evident. For example there are many severe
diseases and health topics for which changes in individual, group,
or community behavior can effectively address disease incidence
as well as morbidity and mortality rates and other important
disease-related issues.

Box 6.1 offers a case study showing the correlation between be-
havior and disease burden and highlights how community mobi-
lization can effectively address that. In reviewing this case study,
readers should take into account that this intervention was aimed
at reducing the impact of a sudden health crisis. Strategies used in
this case may be different from more extensive interventions that
would address and sustain a health behavior. Nevertheless, the case
study provides a helpful example of the direct correlation between
behavior and health outcomes.

Box 6.1

Social Mobilization to Fight Ebola
in Yambio, Southern Sudan

Controlling communicable diseases demands not only medical ex-
pertise but also social education. To meet this goal, WHO has
adopted a type of social mobilization known as communication for
behavioural impact (COMBI) that focuses on influencing behaviour
at both the individual and community level. This strategy was imple-
mented in Yambio, from late May to June 2004, during an outbreak
of Ebola haemorrhagic fever that resulted in 17 confirmed cases, in-
cluding 7 deaths.

In late May, WHO’s social mobilization experts, from the WHO
Mediterranean Centre for Vulnerability Reduction (Tunis, Tunisia), were
included among the international WHO-coordinated Ebola response
team. Upon arrival in Yambio, their first task was to determine what
changes in behaviour were necessary to contain the Ebola outbreak.
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The social mobilization team was immediately confronted with
numerous misconceptions about the outbreak. For example, many
people in Yambio were unconvinced that there was actually an Ebola
outbreak, while others believed that blood and skin samples were
being removed from patients and sold. There was also an unsub-
stantiated fear of the isolation ward, wariness of the surveillance
teams and irrational behaviour. For example, some people refused to
leave home between 17:00 and 19:00, believing this would reduce
their risk of contracting Ebola.

To counter these misconceptions, the social mobilization team,
which included pastors, teachers and community development work-
ers (who wore uniforms to increase credibility), spoke to villagers daily
at their homes, market places, restaurants, churches and schools.
Simple measures were emphasized, such as asking sick individuals to
contact the Ebola team within 24 hours of the onset of symptoms,
recommending to people that they avoid direct contact with sick in-
dividuals and suggesting that the community refrain from traditional
practices of sleeping next to or touching dead bodies for the duration
of the outbreak.

A key element of the team’s strategy was the distribution of in-
formational pamphlets, which answered basic Ebola questions, as well
as dispelling common rumours. Recognizing the stigma that accom-
panies Ebola, the social mobilization team also worked to explain the
need for the isolation ward at Yambio Hospital, and included pictures
of the ward in the pamphlet, to show the local population that the
fence around the ward was short enough for patients to see and talk
to their family and friends from a safe distance.

By placing communities at the centre of the social mobilization
programme, the rapid containment of the Ebola outbreak in Yambio
can largely be attributed to the efforts of local people themselves.

As WHO and partners gain more experience in identifying and
responding to Ebola outbreaks, social mobilization will undoubtedly
continue to play an important role in the successful containment of
future outbreaks.

Source: World Health Organization, Mediterranean Center for Vulnerability
Reduction. “Social Mobilization to Fight Ebola in Yambio, Southern Sudan.”
Action Against Infection, 2004 ©. http://wmc.who.int/pdf/Action_Against_
Infection.pdf. Used by permission.
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Community (or social) mobilization has been positioned by
several authors and organizations as a key component of global
health communication, especially in the context of behavior and
social change models (World Health Organization, 2003; Health
Communication Partnership, 2006b; Patel, 2005; Rengenathan and
others, 2005). For example, in Namibia, one of the core elements
of the Health Communication Partnership (2006c) communica-
tion program is a community mobilization effort aimed at in-
creasing HIV community awareness as well as the use of HIV
preventive measures and competent health services.

Still, community mobilization is not an all-inclusive tool to ad-
dress community health issues. Its likelihood for success is related
to the use of a multifaceted approach in which other tools and
areas of communication are used to reinforce the community
change process. Multiple channels (for example, mass media, the-
ater, interpersonal communication channels) should be used to
deliver a consistent and clear message in order to create the kind
of support needed for behavioral or social change within a com-
munity. Most important, community mobilization efforts should
complement other relevant public health interventions.

Impact of Community Mobilization
on Health-Related Knowledge
and Practices
As for other areas of health communication, community mobi-
lization efforts aim to influence health behavior. This section re-
views some of the key aspects and potential outcomes of the
process of influencing health-related knowledge and practices
through community mobilization interventions.

Reliance on Community Members
Communicating ideas about health and behavior as well as social
issues related to health outcomes is a long and difficult process.
Using a peer-to-peer approach, such as relying on credible com-
munity members, to diffuse new ideas and prompt action may
shorten this process (Babalola, 2001).
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Because of the involvement and leadership of community mem-
bers in the different phases of program planning, implementation,
and scaling up, community mobilization can be a time-saving and
effective approach to influence health-related knowledge and prac-
tices. When external organizations, health communicators, and
other kinds of facilitators approach a community, they should al-
ways identify, engage, and train local leaders who have an interest
in speaking at community meetings and carrying on the mobiliza-
tion process. This may pass through many different stages, which
include but are not limited to communication and disease-specific
training.

Sometimes people who are well suited to become community
leaders because of personal characteristics and social status lack
the knowledge and understanding of the health problem’s rele-
vance within the community or need to go through a process of
change themselves. Sometimes leaders already exist within a com-
munity and are ready to facilitate the process of change but may
need technical assistance in the planning and implementation of
the process. Other times people become leaders because of life
events or the exposure to different communication tools and ac-
tivities that influence their core beliefs and attitudes prompt a per-
sonal change and make them want to help others. The example in
Box 6.2 shows the different phases of the process of personal
growth, disease awareness, and commitment to the prevention of
sexually transmitted diseases (STDs) that a young man in Kenya
experienced after attending a few community theater sessions on
the topic and engaging in a series of discussions with the health
communication staff and the local coordinators from the Program
for Appropriate Technology in Health, an international health or-
ganization that had developed the theater sessions.

Box 6.2

How Bingwa Changed His Ways

At age twenty-four, Bingwa (not his real name) represents the typical
Kenyan out-of-school youth: unemployed and hot-blooded, but gen-
erally hopeful and lively. He had been a regular attendee of the
community theater sessions organized by Program for Appropriate

158 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c06  2/19/07  1:31 PM  Page 158



Technology in Health (PATH), an international nonprofit organization,
in collaboration with the local Rojo-Rojo troupe in Mumias, in Kenya’s
Western province.

Between January and September 2002, Bingwa’s life evolved dra-
matically. This very average young man—married, father of a fifteen-
month-old son, sexually active outside his marriage but insulated by
a sense that he was not at risk of any infection—became one of the
first youths to be stimulated by Magnet Theatre to navigate a course
to new personal behavior that has made him a community role
model. He volunteered to go for voluntary counseling and testing
(VCT), learned for himself that he was not infected, and took serious
steps to reduce his sexual risk by taking charge of his personal life.

Bingwa made a living by taking care of his uncle’s four rental
houses and eked out his income by selling Coca-Cola and odds and
ends from a kiosk. His buddies would hang around at the kiosk, talk-
ing about politics, football, jobs, and girls. Bingwa, married and with
a child, was economically better off than his friends, and indeed the
de facto group leader. There was a time, in his bachelor days, when
his house used to be known as The Butchery in recognition of the fact
that the young men in the estate would bring girls over for sex there.
Bingwa was always happy to make his house available and disappear
for a while.

Bingwa’s first questions came on a Friday in January 2002, at the
end of a session of community theater by the Rojo-Rojo Magnet The-
atre troupe. PATH’s theater coordinator, Madiang, was looking for-
ward to the weekend and was packing up after a Magnet The-
atre show.

Bingwa approached Madiang, and after a few moments of small
talk, asked, “Say, is an STI [sexually transmitted infection] the same
as AIDS?”

Madiang answered in the negative. But Bingwa became pensive
and launched a second question: “Okay then, if they are not the
same, does an STI later become AIDS if it is not treated?”

Madiang explained to Bingwa the difference between STI and
HIV, and that HIV is just one of various STIs. After citing some ex-
amples of other STIs, he offered an explanation on how some STIs
can pave the way to infection with HIV.

Bingwa now asked, rather hesitantly, “So which STIs are
treatable?”
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As they spoke, Madiang was trying to understand why Bingwa
was asking these questions. He came to several assumptions:
Bingwa could be infected with an STI; he might be seeking treatment
for that STI; he could be concerned about his HIV status. He possi-
bly engaged in multipartner or unprotected sex.

Ironically, Bingwa believed that he was not at risk for HIV at that
time, even though he was regularly having unprotected sex with mul-
tiple partners outside his marriage. Bingwa wrongly believed that one
could get HIV only from a sex worker.

Three weeks later, Bingwa had more questions, this time about
VCT, which had been the topic of the play. What was VCT? Does the
test also check for the other STIs? Must someone undergo the coun-
seling in order to be tested?

In truth, Bingwa had already heard about VCT but did not un-
derstand it well. He confessed that it was at the Magnet Theatre dis-
cussions that he had begun wondering if he might be a candidate for
VCT. The enactments had led him to start reflecting on his former life.
He had become convinced that he was probably infected with an STI
and that it was only a matter of time before this issue came to light.
VCT seemed to him an opportunity to check his STI status.

These questions also seem to have been a turning point in
Bingwa’s life. It was after asking these questions that he “sat back
alone in the kiosk and really looked at his life.” Every answer he
received only confirmed his fear that he was already infected. It was
around this point that he decided, in his words, to “stop engaging in
sex, even with my wife. I was afraid!” Bingwa had never met any-
one who had gone for VCT and even doubted whether anyone actu-
ally did.

Not long after, Bingwa decided to go for VCT. He spoke to Ma-
diang in private for nearly one-and-a-half hours and asked him more
questions than he ever had before. He would listen to the answers
keenly, be quiet for a while, and then launch another question. Two
days later, Bingwa became one of the first young men to go for VCT
as a result of his exposure to the Magnet Theatre process.

Bingwa’s life has not been the same since he went for VCT. He
has already spoken out on a popular Kenyan radio serial drama pro-
duced by PATH, Kati Yetu, strongly urging others to go for VCT and
reflect on their sexual lives and behaviors. Standing in front of his
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peers in a Magnet Theater session, Bingwa pledged that he would no
longer engage in multipartner sex. As of that year’s end, Bingwa af-
firmed that he had had neither extramarital nor unprotected sex. That
was six months after he adopted a new behavior. Today Bingwa has
become a role model in his community and has helped innumerable
numbers of his peers to also go for VCT. He is often asked to share
his experience and the benefits of VCT, information he is always will-
ing to give out.

And his house is no longer called “The Butchery.”

Source: Program for Appropriate Technology in Health, “How Bingwa
Changed His Ways.” Unpublished case study, 2005. Copyright © 2005, Pro-
gram for Appropriate Technology in Health. www.path.org. The material in
this case study may be freely used for educational or noncommercial pur-
poses, provided that the material is accompanied by this acknowledgment
line. All rights reserved. Used by permission.

Advancing Knowledge and Changing Practices
Regardless of how leaders decide to become engaged in the com-
munity mobilization process, this approach has proven to be ef-
fective in prompting changes in people’s health knowledge and
practices. For example, one of the most important lessons learned
in the past few decades is that “a fully mobilized and supportive en-
vironment is a crucial element of effective HIV prevention”
(Amoah, 2001, p. 1).

In the United States, gay activists have played a fundamental
role in controlling the AIDS epidemic. By speaking up, they have
helped break the cycle of misinformation, shame, and stigma that
is still an issue in too much of society but was even more relevant
in the early years of the epidemic and risked paralyzing any form
of progress. AIDS activists not only have ensured that “HIV pre-
vention, treatment and care stayed a global, national and local pri-
ority” (Gay Men’s Health Crisis, 2006) but have influenced disease
awareness, drug approval regulations, work-related policies, pre-
vention and treatment strategies, and access to medications, to
name a few. In doing so, the gay community, which started the
overall AIDS activism movement in the United States, has involved
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different segments of society and contributed to show that AIDS is
not only a gay disease. Box 6.3 presents a timeline of AIDS events
that summarizes some of the most important stages and results of
this community mobilization process. The example also highlights
that many of the policy and social changes were triggered by knowl-
edge and behavioral changes at the legislative, general public, or
scientific community levels.

Box 6.3

Gay Men’s Health Crisis HIV/AIDS Timeline

1981 CDC reports Kaposi’s sarcoma in healthy gay men.
NY Times announces “rare cancer” in 41 gay men.
Eighty men gather in NY to address “gay cancer” and

raise money for research.
CDC declares the new disease an epidemic.

1982 GMHC (Gay Men’s Health Crisis) is officially established.
An answering machine, which acts as the world’s first

AIDS hotline, receives over 100 calls the first night.
GMHC holds its second AIDS fundraiser; produces and dis-

tributes 50,000 free copies of its first newsletter to doctors,
hospitals, clinics, and the Library of Congress and creates
Buddy Program to assist PWAs (persons with AIDS).

CDC changes the name from “gay cancer” to AIDS.
1983 PWAs form National Association of People with AIDS

(NAPWA).
GMHC funds litigation of first AIDS discrimination suit.
NY state (NYS) Department of Health AIDS Institute

established.
1984 CDC requests GMHC’s help to plan public conferences on

AIDS.
GMHC publishes its first safer sex guidelines.
The human immunodeficiency virus (HIV) is isolated in

France and later in the U.S.
1985 Revelation that Rock Hudson, a U.S. TV and movie star,

has AIDS, makes the disease a household word.
FDA approves first test to screen for antibodies to HIV.
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The American Association of Blood Banks and the Red
Cross begin screening blood for HIV antibodies and
rejecting gay donors.

GMHC’s art auction is world’s first million-dollar AIDS
fundraiser.

First international conference on AIDS held in Atlanta,
Georgia.

CDC estimates 1 million HIV-infected people worldwide.
U.S. military starts mandatory HIV testing.
First conference to discuss AIDS in communities of color

held in NYC.
1986 NYC’s first anonymous testing site opens.

GMHC’s client base now includes heterosexual men and
women, hemophiliacs, intravenous drug users, and
children.

U.S. Surgeon General calls for AIDS education for children
of all ages.

GMHC holds first AIDS Walk in New York.
Several states pass bills to ban PWAs from food-handling

and educational jobs, making it a crime to transmit HIV,
and force testing of prostitutes.

1987 AZT, the first drug approved to fight HIV, is marketed.
President Reagan uses the word “AIDS” in public for the

first time.
CDC expands the definition of AIDS.
The United States shuts its doors to HIV-infected immi-

grants and travelers.
Political attacks against GMHC and educational efforts on

safer sex that “encourage or promote homosexual sexual
activity.”

1988 Condom use is shown to be effective in HIV prevention.
The first World AIDS Day held on December 1.
Surgeon General mails 107 million copies of “Understand-

ing AIDS” to every American household.
The United States bans discrimination against federal work-

ers with HIV.
1989 GMHC leads successful effort to draft and pass New York

state’s AIDS-Related Information Bill, ensuring
confidentiality.
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GMHC and other AIDS organizations protest against U.S.
immigration policies.

1990 AIDS activist Ryan White’s death points to need for urgent
funding legislation.

The Ryan White Comprehensive AIDS Resources Emer-
gency (CARE) Act passes, authorizing $881 million in
emergency relief.

Americans with Disabilities Act (ADA) signed to protect
people with disabilities, including people with HIV, from
discrimination.

The first book to talk about long-term survivors of AIDS
is published.

The first GMHC Dance-a-thon raises over $1 million.
U.S. AIDS deaths pass the 100,000 mark.

1991 Earvin “Magic” Johnson announces he is HIV-positive,
becoming the first celebrity to admit contracting HIV via
heterosexual sex.

Condoms become available in NYC high schools after
months of debate.

A Roper poll commissioned by GMHC finds that a majority
of Americans believe that more explicit AIDS education is
needed.

1992 In response to mounting activism and protest, FDA starts
“accelerated approval” to get drugs to PWAs faster.

A federal court strikes down proposed “offensiveness”
restrictions on AIDS education materials.

First time that a U.S. president is elected on a campaign
platform that also contains HIV and AIDS issues.

1993 CDC expands the definition of AIDS. New AIDS diagnoses
expected to increase by as much as 100 percent as a
result of the change.

Over 13,800 PWAs have been clients of GMHC at this
point.

The CDC, NIH, and FDA jointly declare that condoms are
“highly effective” for prevention of HIV infection.

1994 GMHC begins a NYC subway campaign aimed at gay, les-
bian, and heterosexual young adults.

WHO estimates 19.5 million HIV-infected people worldwide.
1995 CDC announces that AIDS is the leading cause of death

among Americans aged 25 to 44.
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The FDA approves the first in a new class of drugs called
protease inhibitors.

1996 The FDA approves the sale of first home HIV test kit.
GMHC launches its first prevention campaign for HIV-

negative men.
The FDA approves HIV viral load test, used to track HIV

progression and efficacy of combination therapy.
Cover stories hailing AIDS breakthroughs and the “end” of

the epidemic start appearing in major U.S. publications.
1997 The first human trials of an AIDS vaccine begin.

WHO estimates 30.6 million HIV-infected people worldwide.
GMHC begins providing on-site HIV testing and counseling

services.
1998 GMHC launches the largest survey of gay and bisexual

men, “Beyond 2000 Sexual Health Survey.”
New York state HIV Reporting and Partner Notification Act

signed, requiring that cases of HIV (not just AIDS) be re-
ported to the Department of Health.

A GMHC study reports that an estimated 69,000 people in
New York state have HIV but remain unaware.

1999 First large-scale study of young gay men finds that large
numbers have been infected in the last two years, many
among black men.

2000 As the result of years of lobbying by HIV/AIDS organiza-
tions, New York state passes legislation decriminalizing
sale and possession of syringes without prescription.

The CDC reports that black and Latino men now account
for more AIDS cases among gay men than white men.

The GMHC AIDS Hotline becomes accessible via e-mail. 
2001 Twentieth year of AIDS epidemic.

In response to the arrest of participants in needle exchange
program, federal court rules that police may not interfere
with public health initiatives that combat disease through
education and prevention.

UN General Assembly adopts global blueprint for action
on HIV/AIDS and calls for creation of $7 to $10 billion
global fund for the developing world.

Abstinence-only HIV prevention programs begin to be pro-
moted by U.S. government.

2002 The FDA approves a new rapid HIV testing device.
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GMHC joins activists to protest U.S. underfunding of do-
mestic and global AIDS programs.

GMHC begins offering on-site hepatitis C testing and
launches new initiative looking at gay men’s health in
broader context.

2003 GMHC holds Eighteenth Annual New York AIDS Walk.
U.S. bill authorizing up to $15 billion for global AIDS, TB,

and malaria treatment and prevention for twelve African
and two Caribbean countries is signed.

Activists express doubts about provision that assigns
abstinence-only programs a third of USAID’s prevention
funding.

Source: The Gay Men’s Health Crisis HIV/AIDS Timeline. Copyright © 2006,
Gay Men’s Health Crisis (GMHC). Used by permission.

As another example, in India and Armenia, a community mo-
bilization effort that was implemented within a multichannel be-
havior change strategy, was shown to improve knowledge and
practices in many areas of childhood diseases management, in-
cluding “improvements in births attended by skilled practitioners,
exclusive breastfeeding, immunization, and HIV/AIDS awareness
and prevention knowledge” (Baranick and Ricca, 2005).

The list of disease areas and health issues where community
mobilization has made or could make a difference is endless. By
empowering people to take their lives and health in their own
hands, community mobilization can produce long-lasting results
in health behaviors and practices as part of a multidisciplinary and
multifaceted approach.

Key Steps of Community
Mobilization Programs
There are several models and frameworks that describe the key
steps of community mobilization. Although some of the stages
they describe may be different or use interchangeable terms, a few
general criteria are common to all of them or reflect practical
experience:

166 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c06  2/19/07  1:31 PM  Page 166



• The importance of understanding the community’s key char-
acteristics, structure, values, needs, attitudes, social norms,
health behaviors, and priorities

• A cross-cultural communication approach through which
health communicators and other community mobilizers
should refrain from any form of cultural bias in exchanging
information about health systems, beliefs, and behaviors, as
well as other kinds of topics

• The need for engaging community members at the onset of
the intervention, including during the community assessment
or participatory research phase (and whenever possible, prior
to that)

• A research-based planning process that should respond and
evolve according to community needs and priorities

• An emphasis on capacity building and community autonomy
• A rigorous evaluation process that needs to be mutually

agreed on by all community members and leaders, identifies
behavioral or social outcomes as key evaluation parameters,
and includes a number of other evaluation measurements to
monitor the process at different stages

• The ability for the process to be replicated during the scaling-
up phase (in which the program is expanded to reach other
communities and regions) as well as to address similar issues
within the community

Following are a few examples of models for community mobi-
lization that incorporate all these criteria in different phases or by
using slightly different terminologies. Methodologies used for most
of these steps are common to the planning and implementation
process of the overall field of health communication and are de-
scribed in further detail in Part Three of this book.

Common Terms and Steps in
Community Mobilization
Community mobilization is a long-term process that relies on a va-
riety of sequential yet interdependent steps and activities.  Some
of the most common terms and phases of community mobilization
are described next, starting with how to select and engage com-
munity organizations and leaders.
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S e l e c t i o n  o f  C o m m u n i t y  O r g a n i z a t i o n s  a n d  L e a d e r s

Before conducting any community mobilization effort, health com-
municators and other community mobilizers need to identify
communities that may have an interest in participating in such ef-
fort. These key criteria should be considered:

• The community has expressed a preliminary interest in partic-
ipating and places a high priority on the specific health issue. 

• There are high rates of disease incidence, morbidity, and mor-
tality within the community.

• Specific community characteristics can be used as a model for
replication of the effort.

• The health issue is relevant to the community’s health and
development.

• There are relevant special needs or issues.

Engaging and training community leaders in defining the key
elements and initial steps of the intervention is critical and should
be part of the initial community engagement process.

This phase should be informed by preliminary formative re-
search, including analysis of secondary data (literature, articles,
and other information compiled by others) as well as stakehold-
ers’ interviews, which will inform health communicators about how
to approach the community regarding the specific health issue. At
this stage, key stakeholders may include representatives of local
nongovernmental organizations (NGOs), companies, international
health agencies, local churches, women’s groups, government, and
everyone who can provide initial information on the community’s
key characteristics, structure, and issues as well as existing inter-
ventions in the same health area. Formative research can also be
instrumental in identifying potential community leaders.

Preliminary research findings and analysis should be shared
with community members formally and informally. For example,
as part of a joint malaria prevention effort in Angola by UNICEF
and the local ministry of health, preliminary research findings were
shared first with a team of government officers and then with a
larger group representing local NGOs, companies, universities,
and other key stakeholders (Schiavo, 1998, 2000). This gave an op-
portunity to all participants to brainstorm about the findings, pri-
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oritize their relevance within the community, and develop prelimi-
nary strategies for a community outreach effort aimed at enhancing
malaria awareness as well as the use of insecticide-treated mosquito
nets for malaria protection (Schiavo and Robson, 1999). At the same
time, this helped recruit and train community members for the par-
ticipatory research effort and other phases of the program.

P a r t i c i p a t o r y  R e s e a r c h  

Participatory research, also referred to as community-driven assess-
ment and participatory needs assessment (Centers for Disease Control,
2006a), is a collaborative research effort that involves community
members, researchers, community mobilizers, and interested agen-
cies and organizations. It is a two-way dialogue that starts with the
people and through which the community understands and iden-
tifies key issues, priorities, and potential actions. Participatory re-
search should inform and guide all phases of the community
mobilization effort.

The U.S. Agency for Healthcare Research and Quality (AHRQ)
defines participatory research as “an approach to health and envi-
ronmental research meant to increase the value of studies for both
researchers and the community being studied” (Viswanathan and
others, 2004, p. 1). Participatory research uses traditional research
methodologies such as focus groups and one-on-one or group
interviews. 

While the community should be involved in designing the re-
search protocol and questions as well as recruiting research par-
ticipants and analyzing research findings, experience shows that
“participation levels vary” and depend on many factors, related to
both the community and the health communication and research
team (Mercer, Potter, and Green, 2002). Also, the concept of par-
ticipation may mean different things to different people and
institutions.

Ideally, the community should be the main protagonist of this
process. This phase should represent an opportunity to exchange
information; understand community preferences, concerns, and
priorities; and identify culturally appropriate communication ac-
tivities, channels, messages, and spokespeople, as well as the be-
havioral or social outcomes that need to be achieved through the
intervention.
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C o m m u n i t y  G r o u p  M e e t i n g s

Community group meetings involve larger segments of the com-
munity in addition to the original members who have been re-
cruited for the participatory research phase. They can be existing
meetings (for example, monthly administrative meetings of a
women’s group, hospital or other kind of community) that are
used to inform and engage community members in the commu-
nity mobilization efforts. They can also be specifically organized
for other reasons:

• Sharing participatory research findings and securing feedback
from a larger number of community members

• Informing about the health issue, its relevance to the commu-
nity, and potential behavioral or social changes that have been
identified during formative or participatory research, and
then securing feedback and suggestions on all elements

• Advancing understanding of the community’s priorities and
needs

• Promoting an ongoing dialogue among community members
on the health issue and its potential solutions

• Motivating and engaging additional volunteers or community
leaders to participate in the community mobilization effort

• Identifying roles and responsibilities of community members
for program implementation

• Addressing other community- or issue-specific topics

Ideally, community leaders should conduct these meetings with
the help, when necessary, of health communicators and other fa-
cilitators. Sometimes if local leaders are not ready or adequately
trained to conduct such meetings, the community mobilization ex-
ternal team should take the lead, but only after discussing and
agreeing on core messages and meeting strategies with relevant
community leaders.

P a r t n e r s h i p  M e e t i n g s  

Once the community has identified its key priorities and actions,
partnership meetings can be held to define and start establishing
collaborations among community members, agencies, and orga-
nizations that have participated so far in the process or to intro-
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duce them to potential new partners and organizations. These
kinds of meetings should attempt to achieve several goals—for
example:

• Defining the roles and responsibilities of all different partners
• Advancing agreement on standard procedures and specific

contributions to the community mobilization effort
• Developing strategies and action plans
• Defining and mutually agreeing on evaluation parameters
• Discussing lessons learned
• Providing an update on progress

A discussion on establishing and maintaining partnerships is
included in Chapter Eight of this book.

D e v e l o p m e n t  o f  C o m m u n i c a t i o n  A p p r o a c h e s ,
A c t i v i t i e s ,  To o l s ,  a n d  S p o k e s p e o p l e  

Community mobilization is complemented by or relies on many
different communication approaches and tools, such as theater,
traditional media, brochures, home visits, workshops, and rallies.
(A detailed discussion about the development of communication
messages and tools is included in Part Three of this book as part
of the overall health communication planning and implementa-
tion process.)

Nevertheless, it is important to note here that all strategies and
action plans need to include community-based tools (for example,
existing meetings and communication vehicles) and methodolo-
gies, address community priorities and needs, and support behav-
ioral or social outcomes. Most important, communication tools
and messages need to be developed and delivered by and for the
people.

Community Action Cycle or Model
Several versions of the community action model have evolved over
time. Some of them include evaluation as one of the key steps
(Health Communication Partnership, 2006a) while others con-
sider evaluation a separate step from the overall cycle (Lavery
and others, 2005). Some also include a scaling-up phase (Health
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Communication Partnership, 2006a), while others describe scal-
ing up as a separate process. Including evaluation and scaling up
as part of the overall planning and implementation cycle may sig-
nal the importance of these steps to inform and guide follow-up
interventions, as well as the replication of the same intervention
in other communities at different times. Nevertheless, fundamen-
tal premises of this model remain the same and include commu-
nity participation, emphasis on social outcomes, capacity building,
and the importance of an ongoing dialogue among community
members in relation to health issues (Health Communication Part-
nership, 2006a; Lavery and others, 2005).

Under this model, health communicators and other facilitators
assist the community in “creating an environment in which the in-
dividuals can empower themselves to address their own and their
community health issues” (Health Communication Partnership,
2006a). One of the versions for this model includes the following
key steps (Health Communication Partnership, 2006a):

• “Organize the community for action” by identifying commu-
nity leaders who have an interest in becoming engaged in the
process, training them, and facilitating the discussion about
issues that are important to the community.

• “Explore health issues and set priorities” using participatory
research.

• “Plan together” to establish the community actions that need
to be implemented to support social change and address the
specific health issue. Actions need to be achievable, sustain-
able, and have the potential “to persuade groups, organiza-
tions or agencies to make policy changes” (Lavery and others,
2005, p. 615). They may include different kinds of activities
such as lobbying with local governments, stakeholder presen-
tations about a specific health issue, or organizing a health
fair.

• “Act together” in the implementation of the actions previously
defined.

• “Evaluate together” through a process of participatory evalua-
tion in which all community members and program partners
compare actual outcomes with the presumed social outcomes
defined at the onset of the program.
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The major difference of this model compared with other par-
ticipatory models used by the World Health Organization (2003),
the Centers for Disease Control (2006b, about the CDC’s syphilis
elimination effort), or other key organizations is its emphasis on so-
cial outcomes instead of behavioral outcomes. When the specific
health situation as well as the community characteristics and level of
preparedness allow for it, this model is well suited to address health
disparities (Lavery and others, 2005) and other broader social issues
related to health. Still, it is always important to remember that social
change begins and ends with a series of individual, group, and com-
munity behavioral changes within multiple sectors of society.

Key Concepts
• Community mobilization is a key area of health communica-

tion that seeks to empower communities to make the changes
needed for better health outcomes. It often starts with ordinary
people and attempts to engage all different levels of society.

• Community mobilization describes different kinds of actions,
from people marching to demonstrate their discontent about
the paucity of research funds dedicated to a specific disease
area to community members communicating with others
about the importance of disease prevention and leading the
health behavior change process.

• In this chapter, the terms community mobilization and social mo-
bilization are used interchangeably. One of the key premises
of the definitions and case studies used in this chapter is that
the potential impact of community mobilization is greater
when several communities come together and create a force
for social change.

• As part of health communication interventions, community
mobilization tends to be disease focused but often also ad-
dresses broader health and social issues and complements
other health communication and public health efforts.

• Community skills building as well as community participa-
tion and autonomy are fundamental aspects of community
mobilization.

• The role of health communicators and others who may facili-
tate the community mobilization process should not take away
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from community autonomy and power. So-called community
mobilizers should act only as consultants and technical experts
in accompanying the process of community reflection and em-
powerment on relevant health issues.

• The effectiveness of community mobilization interventions in-
creases when they are part of larger health communication
programs and complement existing public health initiatives
and strategies.

• Community mobilization has been influenced by several theoret-
ical and practical models, including social marketing and partici-
patory research. Nevertheless, these terms are not synonymous.

• Several models describe key steps of community mobilization
efforts. All of them focus on behavioral or social outcomes and
share many common characteristics.

For Discussion and Practice
1. Discuss your reaction to the Bingwa case study in Box 6.2. List

all factors that in your opinion contributed to Bingwa’s change
and rank them in order of importance. Use role-play to imag-
ine a potential conversation on the same topic (STDs and their
prevention) you may have with your peers or someone like
Bingwa.

2. Do you have any personal or professional experience with com-
munity mobilization? Did you ever participate in a community-
based meeting or event? If yes, describe and apply key concepts
from this chapter to your description whenever they are relevant.

3. Can you think of an example in which a series of behavioral
changes led to a health-related social change as the result of
community engagement and mobilization? Describe the se-
quence of events as well as the specific changes that occurred at
different levels of the community or society. You can refer to ex-
amples that recently appeared in the news or to personal expe-
riences. In the absence of specific examples, think of a desirable
social change (for example, a new health policy in a specific
health area or removal of the stigma associated with a spe-
cific disease), and identify the behaviors that may lead to social
change.
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Chapter Seven

Professional Medical
Communications

In This Chapter
• Communicating with Health Care Providers: A Peer-to-Peer

Approach
• Theoretical Assumptions in Professional Medical

Communications
• How to Influence Health Care Provider Behavior:

A Theoretical Overview
• Key Elements of Professional Medical Communications

Programs
• Overview of Key Communication Channels and Activities
• Key Concepts
• For Discussion and Practice

Health care systems and, consequently, the practice of medicine
have changed tremendously in the past few decades. For example,
Fischer (2001) reports finding among the personal memorabilia
of his father-in-law, a surgeon in Sioux City, Iowa, and a governor of
the American College of Surgeons, a number of records showing
that many of his patients did not actually pay him. Instead, “in-kind
contributions of chickens, potatoes, knickknacks, etc., served some-
times as ‘payment’ for the care he delivered uncomplainingly for
the better part of his 91 years” (pp. 71–72).

My own great-grandfather, who was a general practitioner in a
small town in southern Italy, led a very different life from today’s

175

Schiavo.c07  2/19/07  1:32 PM  Page 175



physicians and other health care providers. He died at the age of
102. One can speculate that good genes, a good diet, his passion
for his work and long walks, and a relatively stress-free lifestyle all
contributed to his long life. There are not many health care pro-
viders in this era of technological advances, malpractice suits, in-
creased medical specialization, insurance-based health care, and
other cost-cutting interventions who can say they lead a stress-
free life.

Today, physicians and all other health care providers are faced
with a number of additional day-to-day demands and tasks:

• Containing costs and being aware of the cost-effectiveness of
the procedures and medications they recommend

• Keeping up with technology advances and the rapid evolution
of medical standards and practices

• Being prepared to answer complex medical questions by in-
creasingly informed patients

• Competing with other practices for patient retention
• Completing significant paperwork to satisfy billing and health

insurance requirements

Professional communications can help health care providers
meet their challenges with peer-to-peer information and tools that
contribute to the effectiveness of their medical practices and, ulti-
mately, better health outcomes for their patients. The importance
of this communication area is directly correlated to the need to en-
sure that “medical practice reflects state-of-the-art scientific knowl-
edge” (Solomon, 1995 p. 28). This is also the rationale for the
recent emphasis on behavioral and institutional change models
that may encourage physicians and other health care providers to
adopt new behaviors and practices (Solomon, 1995).

This chapter defines medical professional communications and
describes theoretical assumptions that influence this communica-
tion area. It also highlights key elements and commonly used ac-
tivities and tools of professional communications programs. Finally,
it establishes the context for professional communications and em-
phasizes how this approach can complement other strategies and
areas of health communication and public health in general.
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Communicating with Health Care
Providers:  A Peer-to-Peer Approach
Scientific exchange was recognized as both a need and an oppor-
tunity in the early history of medicine and other health care fields
such as psychology and nursing. In most contexts and situations,
peer-to-peer scientific exchange aims at advancing medical prac-
tices and advocating for the application of new standards of care.
An everyday example of scientific exchange is the role of mentors,
such as senior physicians and head nurses, who train or advise
younger health care practitioners on different areas.

The concept of scientific exchange can be traced to Hip-
pocrates, the ancient Greek physician who is considered the father
of modern medicine (Pikoulis, Waasdorp, Leppaniemi, and Bur-
ris, 1998). Hippocrates, a prolific writer of his ideas and findings,
“recommended that physicians record their findings and their
medicinal methods, so that these records may be passed down and
employed by other physicians” (Crystalinks, 2006; Winau, 1994).

Professional medical communication has evolved from the con-
cept of scientific exchange as a peer-to-peer communication ap-
proach directed to physicians, nurses, physician assistants, and all
other health care providers, as shown in Table 7.1. Professional
medical communication can be defined as the application of
health communication theories, models, and practices to programs
that seek to influence the behavior and the social context of these
professionals directly responsible for administering health care. In
other words, it is the process of planning, executing, and evaluat-
ing communication programs intended for health care providers.

In professional communications, the concept of peer describes
professionals with similar education, training, and overall capacity.
Some peers who are recognized by their community as thought
leaders in a field or on a health issue tend to take the lead in com-
municating with other physicians or nurses about new information
in their area of competence. Other times, professional associations
and other organizations, which may be responsible for setting new
standards of care or keeping their membership up to date on re-
cent medical and scientific progress, act as peer leaders in a com-
munication effort.
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Although physicians and other health care providers are just
another audience of health communication and should be treated
as such, some differences exist. In fact, professional communica-
tions relies on several specific tools and activities as well as spe-
cialized skills (for example, excellent science writing skills and the
ability to speak in complex medical terms), which are not always
used in addressing the needs of other audiences. This is why pro-
fessional communications is considered a separate area of health
communication in this book.

This also reflects the actual practice of health communications.
In fact, health communicators who facilitate the development of
professional communications programs need to be able to relate
to physicians and other health care providers using their own
terms. This requires an in-depth technical understanding of the
health issue and a much higher level of knowledge about the peer-
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Table 7.1. Key Audiences of Professional Medical Communications

Physicians

Physician assistants

Medical directors

Nurses

Nurse practitioners

School nurses

Visiting nurses

Camp nurses

Therapists

Speech therapists

Physical therapists

Other therapists

Dentists

Nutritionists

Dietitians

Thought leaders

Other health care providers
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reviewed literature related to it. Similarly, science writers are often
specialized members of the health communication team.

Professional medical communications is often an important
component of health communication programs. This approach is
instrumental in a number of ways:

• Promoting the adoption of best practices
• Establishing new concepts and standards of care
• Raising provider awareness of recent medical discoveries,

beliefs, parameters, and policies
• Changing or establishing new medical priorities
• Advancing health policy changes by engaging thought leaders

and professional organizations in advocating such changes

Finally, professional medical communications are an important
component of multifaceted interventions that ultimately seek a be-
havioral or social change at the patient or public level. In fact, they
are instrumental in creating a receptive environment for patient
demands and increased use of health services.

Take the fictitious example of José, a Puerto Rican man who
reads in the local newspaper about the higher risk for oral cancer
among Puerto Ricans versus other ethnic groups (Hayes and oth-
ers, 1999; Parkin and others, 1997). At his next appointment, he
asks his dentist whether he regularly performs oral cancer screen-
ing. If his dentist is not aware of the higher risk among Puerto Ri-
cans or does not consider oral cancer screening one of the
priorities of his practice, he may dismiss José’s request and reas-
sure him that he has nothing to worry about. In this case, any in-
tervention directly targeted to José and other Puerto Ricans may
not be effective if it is not supported by efforts that involve dentists
and other primary care physicians in prioritizing and performing
oral cancer screening at routine visits.

Similarly, the mother of a nine-year-old boy who still wets the
bed at night as the result of primary nocturnal enuresis (PNE), a
common medical condition that is still highly misdiagnosed and
misunderstood in the United States (Hodge-Gray and Caldamone,
1998), may be rebuffed by her son’s pediatrician when she asks
for help. The pediatrician may believe that wetting the bed is a be-
havioral problem, which has been shown to be irrelevant in the
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etiology and treatment of PNE (Cendron, 1999). This may lead to
additional years of suffering and humiliation for the boy, who would
be limited in his ability to participate and enjoy common childhood
activities such as summer camps and sleepovers (Hodge-Gray and
Caldamone, 1998). The recurrence of this health problem will also
continue to have a negative effect on family interactions and stress
levels (Cendron, 1999).

These two examples confirm that professional medical com-
munications efforts should be based, like all other communication
interventions, on a true understanding of the audience’s common
beliefs, attitudes, practices, and needs. They should focus on chang-
ing the behavior of health care providers and, when necessary, the
social norms and policies of the professional community to which
they belong. Finally, they should engage health care providers in
the design, implementation, and evaluation of such programs and
elicit among them feelings of ownership and leadership in the so-
lution of the health issue.

Theoretical Assumptions
in Professional Medical
Communications
Planning and implementing professional communications inter-
ventions is not so different from planning interventions intended
for other audiences. “Whether directed to physicians or others,
there is a standard method for designing interventions that in-
cludes the selection of an appropriate target audience, program
goals, and messages as well as methods for delivery, implementa-
tion and evaluation” (Solomon, 1995, p. S28).

As in other areas of health communication, an important fac-
tor in the potential success of professional communications efforts
is the participation and involvement of health care providers as
well as the key institutions that represent or exert an influence on
them. This process helps engage and train key opinion leaders in
similar ways to those described in the chapter on community mo-
bilization (see Chapter Six). After all, the medical and scientific
community is still a community.

Sometimes taking an institutional approach to physician be-
havior change may help produce faster results (Solomon, 1995;
Solomon and others, 1991). When reputable professional organi-
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zations take the lead in changing the beliefs, priorities, and prac-
tices of their memberships or employees (for example, in the case
of a hospital), they implicitly acknowledge and influence what
Solomon (1995) calls the “social nature of decision-making”
(p. S30).

While all shifts in policies and practices are gradual and re-
quire a systematic and step-by-step approach, chances are that at-
tempting to change an institutional policy may help implement the
kind of peer pressure that is sought at the individual health care
provider level. Still, in order to change the policy of an institution
or organization, a series of behavioral changes is needed at the dif-
ferent hierarchical levels of the institution. Sometimes it is an or-
dinary member who believes in the need for change and starts
modifying his or her practice as well as discussing the changes with
colleagues and other members of the organization, all the way to
the top. At other times, the behavioral and institutional changes
start with the vision and leadership of top management, which be-
comes convinced because of professional communications pro-
grams, direct experience, or new scientific discovery of the need for
new policies and practices.

Regardless of the original approach to behavioral change, the
overall aim of professional medical communications efforts is to
make sure that the largest number of individual physicians and
health care providers endorses and implements practices that re-
sult in the best patient outcomes. It all starts with the awareness that
scientific and medical discovery is just one step in improving pa-
tient outcomes. Despite such progress, the practice of medicine in
most countries varies from region to region, practice to practice,
and physician to physician (Burstall, 1991; Woods and Kiely, 2000).

In the United States, there are still common and widespread
gaps in the quality of care patients receive (Institute of Medicine,
2001), which may be explained by differences in the use of state-
of-the-art technologies or recommended medical practices as well
as managed care restrictions (see Chapter Two). For example, “a
review of 48 MEDLINE studies about US quality of care showed
that 50% of recommended preventive care, 40% of recommended
chronic care, and 30% of recommended acute care was not pro-
vided, whereas 20% to 30% of the care given was not recom-
mended and so ranged from unnecessary to possibly harmful”
(Grol, 2002, p. 245; Schuster, McGlynn, and Brook, 1998).
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Closing the gaps and improving the overall quality of care is a
step-by-step process that includes many of the stages highlighted
by the behavioral and social change theories discussed in Chapter
Two and requires a systematic audience-centered approach. As
Grol (2002) highlights, several studies and experiences have shown
that knowledge and more traditional educational activities are not
sufficient to change physician behavior. “Activities and measures
at different levels (individual, team, hospital, practice and the
wider environment) are required to be successful” (p. 246). This
is one of the fundamental and more general assumptions of well-
designed and well-implemented health communication programs.

All theories and models that more generally apply to health
communication are also relevant to professional medical commu-
nications. As in other areas of health communication, theories and
models should be selected because of their relevance to the spe-
cific health problem and customized to meet the needs of physi-
cians and other health care providers. Still, there are a few more
specific considerations and theoretical assumptions that may help
explain why health care providers do what they do and how to in-
fluence provider change. 

How to Influence Health
Care Provider Behavior:
A Theoretical Overview
Health care providers should be considered just another audience.
In designing communication interventions intended for them,
their professional role as well as the key factors that influence pro-
viders’ behavior should be analyzed in the same way health com-
municators would do with any other audience.

While there is a general lack of agreement on the theoretical
basis for physician behavior or, more in general, health care pro-
vider behavior, many authors do agree about the relevance of be-
havioral and social change theories (Grimshaw, Eccles, Walker, and
Thomas, 2002; Grol, 2002). Most of these theories were examined
in Chapter Two and should be considered part of a toolbox that
would also be used to guide the design of professional medical
communications. Behavioral, institutional, and social outcomes of
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each professional intervention should be defined early in the pro-
cess and used to measure the potential success of the professional
communications effort.

Another emerging theoretical perspective is the importance of
finding the right balance between individual and organizational
or community-based interventions (Grol, 2002). For example, Slot-
nick and Shershneva (2002) suggest that physicians learn in com-
munities of practice, which they define as “a group of people who
share interests in an aspect of human endeavor and who partici-
pate in collective learning activities that both educate and create
bonds among those involved” (p. 198).

Well-designed professional medical communications use a
strategic blend of activities and channels that aims at involving
individual providers and professional organizations to which they
belong. In planning the behavioral change process, health com-
municators and other professionals should ask at what levels the
intervention should occur and which kinds of actions are expected
at each level. “Usually, actions focusing on individuals should be
complemented by those directed at teams, organizations and the
wider environment” (Grol, 2002, p. 248).

Sporadic and single communication activities almost never pro-
duce long-term results. Professional communications should be
viewed as a process that is integrated by many other interventions,
such as public relations, government relations, and physician com-
munication training.

Prior to designing any activities, it is important to understand
providers’ beliefs, attitudes, current behavior, and potential peer
pressure about the health issue or practice being addressed. Of
equal importance is the need to assess their level of comfort with
the medical topic.

The analysis should consider more general social factors that in-
fluence providers’ behavior and practices. These may include both
personal factors, such as the overall level of satisfaction with their
profession, and practice-related factors, such as medical priorities
established within their practices, level of collaborations with other
medical specialties or health care providers, policies and social
norms that prevail in their communities, or managed care or other
cost-related restrictions. The same analysis should be conducted
about organizations or professionals who influence health care
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provider behavior and practices: professional organizations, in-
surance companies, medical schools, and hospitals, for example.
Finally, serious consideration should be given to potential obsta-
cles to the implementation of new practices as well as the strate-
gies to remove them. Multifaceted interventions that also focus on
addressing potential barriers tend to be more effective (Grimshaw,
Eccles, Walker, and Thomas, 2002) and produce sustainable be-
havior change.

Table 7.2 lists some of the common obstacles to behavioral
change among health care providers. This list is not all-inclusive
and, in some cases, would need to be modified in relation to the
specific health issue or provider’s specialty.

Key Elements of Professional Medical
Communications Programs
One of the most important elements of professional communica-
tion programs is their multidisciplinary and multifaceted nature.
Only interventions that rely on a sustained effort as well as on mul-
tiple tools and activities have the potential to become effective el-
ements for provider change.

A list of some of the key characteristics of professional com-
munications programs, which are discussed in further detail in this
section, follows. Interestingly, many of them also reflect the key ele-
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Table 7.2. Key Obstacles to Clinician Change

Gaps in knowledge or specific skills

Time constraints

Conflicting priorities

Information overload

Insufficient facilities or medical equipment

Lack of financial incentives

Managed care restrictions or other cost-cutting interventions

Sources: Grimshaw, Eccles, Walker, and Thomas (2002); Spickard and others
(2001).
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ments of best medical practices. In other words, best practices in
professional communications planning often mirror the same key
considerations that the health care and scientific community con-
sider in establishing best medical practices. The asterisks in the list
below indicate that these are also key elements of best clinical prac-
tices according to Steenholdt (2006):

• Evidence based*
• Audience specific
• Behavior centered
• Patient centered*
• Practical*
• Inclusive of easy-to-implement recommendations and tools
• Multifaceted
• Consistent*

Evidence Based
Health care providers are accustomed to basing their decisions on
statistically significant data, scientific information, and professional
guidelines. Large-scale clinical trials, new scientific discoveries, and
clinical experience, which often lead to the development of orga-
nizational or disease-specific guidelines, provide evidence to sup-
port the need for a new medical practice or behavior.

Professional communications interventions should take into
account the data-driven mind-set of physicians and other health
care providers and rely on reputable scientific evidence to advance
the adoption of the best medical practices.

Audience Specific
As in all other areas of health communication, professional com-
munications efforts should be tailored to specific medical special-
ties and health care providers. In fact, the level to which different
providers may need to apply new medical recommendations and
practices can vary in relation to their level of competence and re-
sponsibility for a specific aspect of care.

For example, detailed information on how to reconstitute a
vaccine from its powder formulation as well as storage conditions
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and vaccine appearance is particularly relevant for nurse practi-
tioners, who are usually responsible for the actual administration
of vaccines. However, since nurses are also on the front line with
patients in addressing questions about the safety and efficacy of
vaccines, information on new vaccines and their characteristics
should be as comprehensive as that discussed with physicians. In
this way, provider-patient communications will be consistent and
accurate, and all members of the health care team will be ade-
quately equipped to influence patient outcomes and decisions.

Behavior Centered
As always in health communication, behavioral outcomes should
be clear at the onset of program planning. In other words, pro-
gram planners should ask themselves what they want physicians or
other health care providers to do. All interventions should be de-
signed to encourage such behaviors and changes in practices.

Patient Centered
The patient is often at the center of health communication inter-
ventions. This is especially true in professional communications,
where the ability of health care providers to digest and apply new
medical and scientific information to day-to-day care may have a fun-
damental impact on health outcomes. As a consequence, profes-
sional communications strategies, activities, and tools should always
strive to remind health care providers of the connection between
the information being presented and potential patient outcomes.

Whenever possible, information about specific diseases or new
medical practices should be integrated with the discussion and
modeling of approaches to improve provider-patient communica-
tion on that specific topic. This is particularly relevant in the case
of chronic illnesses or other medical issues that have a long-term
physical or psychological burden on the patient.

Practical
Professional communications should always begin with asking, “So
what?” Health care providers should leave all encounters and read-
ings that are part of the professional communications program
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with a clear understanding of how the material applies to their day-
to-day practice. Painter and Lemkau (1992) make a similar obser-
vation in relation to the organization of didactic materials for
psychologist-led activities targeted to physicians.

For example, in developing a workshop on malaria, profes-
sional communicators should first emphasize practical approaches
about the disease diagnosis and treatment and only later address
the debate about the efficacy of different strategies for malaria
prevention—for example, use of insecticide-treated mosquito nets
versus house spraying or use of chloroquine (American Associa-
tion for the Advancement of Science, 2006; Centers for Disease
Control, 2006d; World Health Organization, 2006b).

Easy to Implement
Time barriers, conflicting priorities, managed care restrictions (see
Chapter Two), and other obstacles often limit providers’ ability to
change and implement new practices. Therefore, professional com-
munications should strive to make it easy to sustain the adoption of
such practices. As Grol (2002) writes, “Particularly important here
is that the change activities are embedded within day-to-day activi-
ties as much as possible and that the change will not be seen as
extra work” (p. 249). This could be achieved by developing disease-
specific or practice-specific activities and tool kits that health care
providers can use as a reference or with their patients.

For example, as part of a communication effort to improve
recognition and management of mild traumatic brain injury
(MTBI), a condition that in the United States affects 1.1 million peo-
ple and still is underdiagnosed and undertreated, the Centers for
Disease Control (2006e) has developed a physician tool kit that in-
cludes “easy-to-use clinical information, patient information in En-
glish and Spanish [which physicians can distribute to their patients
to complement or initiate in-office discussions], scientific literature,
and a CD-ROM.” The kit is aimed not only at improving the diag-
nosis and treatment of MTBI but also at providing physicians with
the tools to communicate with patients and the community at large
on how to prevent MTBI. The kit is complemented by other initia-
tives targeted to the general public, state departments of health, and
special audiences (for example, athletes’ coaches) that aim at in-
creasing awareness and prevention of MTBI. In this way, physician
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change is also supported by attempts to change health behaviors
in the patient communities that physicians attend to.

Multifaceted
A multifaceted approach has been proven to be more effective
than single and sporadic activities. Table 7.3 provides an analysis
of thirty-six systematic reviews and compares different approaches
in relation to their effect on changing clinical performance (Grol,
1997, 2002). As part of this analysis, the table shows that single ap-
proaches have limited or mixed effects, while multifaceted inter-
ventions are mostly very effective.

As another example, when the U.S. National Foundation for In-
fectious Diseases (NFID) took over the leadership in advocating for
policy and practice changes related to pediatric immunization against
flu (see Box 7.1), it used a multifaceted approach that encouraged
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Table 7.3. Communication Approaches and Tools and
Their Effects: Analysis of Thirty-Six Systematic Reviews

Number of
Approaches and Tools Reviews Effect of Studies

Educational materials, journals, Nine Limited effects
mailed information

Continuing medical education Four Limited effects
courses, conferences

Interactive educational meetings, Four Few studies; mostly
small group education effective

Educational outreach visits, Eight Particularly effective for
facilitation, and support prescribing and

prevention

Feedback on performance Seven Mixed effects

Use of opinion leaders Three Mixed effects

Combined and multifaceted Sixteen Mostly (very) effective
interventions with education

Source: Adapted from Grol, R. “Changing Physicians’ Competence and
Performance: Finding the Balance between the Individual and the Organization.”
Journal of Continuing Education in the Health Professions, 2002, 22, 244–251. Used
by permission.
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and supported the Centers for Disease Control recommendation for
pediatric immunization as well as a widespread use of this practice.

Box 7.1

National Foundation for Infectious Diseases
Flu Fight for Kids: Case Study

Research shows children under 2 years of age are hospitalized due to
influenza infection at the same high rate as persons 65 years and
older. In 2002, the Centers for Disease Control and Prevention (CDC)
issued a new policy to encourage influenza vaccination of all children
6 to 23 months of age. Extensive research and communication with
key pediatric influenza thoughtleaders, policy makers and practicing
physicians showed most physicians supported pediatric influenza im-
munization, but needed to overcome infrastructure barriers in their
practices to implement annual flu vaccination programs. In addition,
thoughtleaders and physicians identified several perceived barriers to
6- to 23-month-old influenza immunization.

In 2002, the National Foundation for Infectious Diseases
launched the Flu Fight for Kids initiative to stimulate discussion on the
topic and to create a climate of receptivity for routine annual influ-
enza vaccination of infants and children 6 to 23 months of age.
Thoughtleaders and policy makers needed to be convinced that im-
munization of 6- to 23-month-old children was feasible. At the same
time, parents needed to become aware of their children’s risk for flu
and ask their health care providers to vaccinate their children.

Key Actions

2002 Roundtable Meeting/Consensus Document

NFID convened a roundtable meeting with the participation of experts
from many sectors, including public health, private practice, nursing
and infectious diseases. This was instrumental to reach a consensus
about the severity of pediatric influenza and highlight best practice
models to help pediatric practices implement annual vaccination pro-
grams. A comprehensive consensus report, Increasing Influenza Im-
munization Rates in Infants and Children: Putting Recommendations
Into Practice, summarized the meeting proceedings. The report out-
lines barriers to influenza vaccination, as well as strategies to overcome
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them. It also provides “best practice models” for achieving optimal
influenza vaccination rates. The document was widely distributed and
presented to the CDC’s Advisory Committee on Immunization Prac-
tices (ACIP) as a resource to demonstrate that annual influenza vac-
cination programs can be implemented in physician practices.

Media Outreach

Trade and consumer media outreach were conducted to communi-
cate to the medical community, as well as parents, the serious nature
of influenza illness among children 6 to 23 months of age. Outreach
also focused on strategies for immunizing this population within pe-
diatric practices throughout the Flu Fight for Kids initiative. Key place-
ments were secured in leading consumer and trade media throughout
the campaign, including USA Today, AAP News, Parents and Child.

Satellite Symposium at American Academy
of Pediatrics (AAP) Annual Meeting

NFID sponsored a continuing medical education (CME) satellite sym-
posium highlighting the proceedings from the roundtable meeting
and report at the American Academy of Pediatrics annual meeting in
November 2003. Hundreds of physicians attended the program on-
site and several hundred more participated in an online CME pro-
gram, which was made available following the event. The CME
program provided information to help pediatricians prepare their prac-
tice for routine influenza vaccination of all children 6 to 23 months
of age.

CDC Issues Full Pediatric Recommendation

During the campaign, two key meetings of the CDC’s ACIP took place
in June and October of 2003. Before both meetings, NFID invited key
thoughtleaders to highlight the strategies from the roundtable meet-
ing and consensus report. At the October meeting, NFID enrolled a
practicing pediatrician to address the panel about his successful vac-
cination program.

Results—First Year of Routine Recommendation

On October 15, 2003, the CDC’s advisory committee unanimously
voted to recommend influenza vaccination for 6 to 23 months of age,
beginning in fall 2004. NFID’s steady, year long outreach to
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thoughtleaders, physicians, policymakers and parents contributed to
early adoption of the recommendations. Data from the first year of
the full recommendation (2004–05 influenza season) reported the
new vaccination recommendations for all children 6 to 23 months of
age resulted in a higher than expected 48 percent coverage rate. This
is the most rapid uptake of any routine pediatric vaccine to date.

Continuing its efforts to help physicians implement the new rec-
ommendations and improve immunization rates in the population,
NFID developed a comprehensive resource kit, Kids Need Flu Vac-
cine, Too! The kit helps healthcare providers establish in-practice in-
fluenza vaccination programs. The kit was issued in 2004 and
updated with additional educational materials in 2005. Key objectives
of the resource kit are supported by the American Academy of Pedi-
atrics (AAP) and the National Influenza Vaccine Summit, which is co-
sponsored by the American Medical Association and the CDC.

Source: National Foundation for Infectious Diseases, “Flu Fight for Kids,” un-
published case study, 2005. Copyright © 2005. National Foundation for In-
fectious Diseases. Used by permission.

Consistent
Communication messages should be consistent throughout the
stages of the professional communications intervention. They
should also be consistent with recent medical discoveries, best prac-
tices, and clinical guidelines.

Message consistency is a fundamental concept in communica-
tion and helps establish a clear path to change. Conflicting rec-
ommendations and messages may confuse intended audiences,
hinder their willingness to change, and affect their overall per-
ception about the quality of the communication program.

Overview of Key Communication
Channels and Activities
Physicians and other health care providers have traditionally relied
on peer-reviewed publications to communicate with their com-
munities about scientific and medical discoveries as well as clinical
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practices. This remains an important evidence-based tool for cred-
ible scientific exchange about research findings. However,
Grimshaw, Eccles, Walker, and Thomas (2002) identify a number
of limitations by relying solely on this approach as well as its im-
pact on translating new evidence to actual medical practice: (1)
the limited time physicians dedicate to reading, which according
to several polls is on average not more than one hour per week;
(2) the fact that many physicians lack specific training to evaluate
the quality of published research; and (3) the existence of several
barriers to the application of evidence-based information to ac-
tual clinical practice. Well-designed and well-implemented profes-
sional communications programs rely on multiple channels and
activities that do the following:

• Complement peer-reviewed publications.
• Present information in an easy-to-digest and practical format.
• Prioritize and highlight the weight of different research find-

ings in relation to actual clinical practice.
• Point to specific guidelines and best practices.
• Provide guidance and tools to overcome existing barriers to

the adoption of new clinical practices and behaviors.

Table 7.4 sets out tools, activities, and channels that are tradi-
tionally used in professional communications. All of them—and
many others—should be considered in identifying the strategic
elements of issue-specific and audience-centered professional com-
munications programs. Among them, peer-reviewed or trade pub-
lication articles are normally written by opinion leaders and
scientific advisers who are close to an organization’s mission or are
actually members of their scientific board of advisers. In fact, it is
common practice for nonprofit and other private organizations to
ask their scientific leaders to be directly involved in publicizing the
data or ideas developed or advocated by such an organization.
Other times, the organization simply keeps track in a publication
plan of all forthcoming articles on a specific topic and makes sure
to extend the reach of the publication through other professional
communication channels and activities.

Another important point is that serious consideration should
be given to active approaches, such as interactive workshops and
opinion leaders meetings, which should be designed to fit in the
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Table 7.4. Key Communications Tools and Channels
in Professional Communications

Communications venues Annual meetings, professional
and channels conferences

Regional meetings, professional chapter
meetings

Institutional meetings (for example,
hospital or patient conferences)

Special events (roundtables, symposia,
lecture series)

World Wide Web 

Professional and trade media

Special communication tools

Key tools

Print Monograph: a document, book, or leaflet
that is complete in itself and contains
multiple articles or sections

White paper: a type of monograph that is
based on the discussion at a thought
leader roundtable or working group

Consensus document: a type of white
paper to establish consensus on a health
issue or practice, with conclusions voted
on by all members of the working group
or closed roundtable

Call-to-action document: a type of
consensus document that calls for specific
actions to be implemented by different
audiences in the medical and professional
community; may help shape new health
policies or practices.

Journal supplement: a compilation of
scientific articles or meetings proceedings,
usually packaged with the primary journal
for distribution

Trade publication article: an article being
published by a thought leader or
professional organization on publications
that target specific professional audiences,
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including op-ed pieces and letters to the
editors. Standard editorial process; not
peer reviewed.

Peer-reviewed journal article: peer-
reviewed article on original research data
or new ideas on existing research

Online Web sites

E-alerts: issued by professional
organizations to their membership and
key constituencies to alert them to new
medical practices, publications, events,
and other information of interest

Online discussions, live seminars,
symposia, educational programs

Electronic versions of print tools

Audio and video programs

Audio and video programs Training videos

Spin-off of a primary program (for
example, audiotaped conference,
videotaped symposium)

Videos to support topic- and audience-
specific presentations at conferences and
meetings

Easy-to-implement tools Tool kits: print or electronic versions of
materials that clinicians can use for a
variety of issue-specific reasons:
communication with patients, diagnostic
tool, training sessions for all members of
the clinical team, as a reminder of the
importance of a new medical practice;
may include brochures, fact sheets, videos,
CD-ROM
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Table 7.4. Key Communications Tools and Channels
in Professional Communications, Cont’d.
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busy schedule of clinicians. Interactive approaches are more likely
to be effective even if they are more expensive (Grimshaw, Eccles,
Walker, and Thomas, 2002; Spickard and others, 2001). Practical
experience has always confirmed this view.

Finally, professional communications activities and tools should
respond to program strategies and be designed to transform “road-
blocks into stepping stones” (Painter and Lemkau, 1992, p. 183)
toward clinician change and, ultimately, better patient outcomes.

Key Concepts
• Professional medical communications is the application of

health communication theories, models, and practices to pro-
grams that seek to influence the behavior and the social con-
text of health professionals who are directly responsible for
administering health care.

• Professional communications is a peer-to-peer approach di-
rectly related to the need to ensure that clinical practice al-
ways reflects the state-of-the-art scientific evidence.

• Because of the influence of health care providers on patients’
outcomes and decisions, professional medical communica-
tions is a very important area of health communication. Often
it is also a critical component of larger health communication
programs that seek to encourage behavioral changes at the pa-
tient or public level or advocate for a medical policy or prac-
tice change.

• Although physicians and other health care providers are just
another audience and should be considered as such, there are
several specific skills (for example, advanced scientific writing
ability) and tools that are used primarily or solely in profes-
sional communications. This creates the need for considering
professional communications as a separate area of health
communication.

• Although there is no consensus on theories and models for
clinician change, recent emphasis has been placed on the im-
portance of behavioral and social change theories as well as
many other constructs that are already part of the health com-
munication theoretical tool box (see Chapter Two). 
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• As in other areas of health communications, behavioral and
social outcomes should be defined in advance and used to
evaluate the intervention’s effectiveness. Ultimately profes-
sional communications programs should aim to facilitate and
encourage the adoption of best practices that may result in
better health outcomes.

• The key characteristics and tools of effective professional com-
munications programs should be considered in planning and
implementing such interventions.

• Given the complexity of the health care environment, special
consideration should be given to the following observations:
• Professional communications programs that address existing

barriers to clinician change are more likely to be effective.
• Although more expensive, interactive approaches should be

preferred because of their higher potential to motivate be-
havioral change among health care providers.

• Multifaceted approaches are usually more effective than sin-
gle or sporadic approaches in converting state-of-the-art sci-
entific evidence in the adoption of new or best practices by
clinicians.

• Practical experience has validated the importance of using
the right combination of individual and group strategies with
institutional strategies.

For Discussion and Practice
1. In your opinion, in what circumstances may professional med-

ical communications programs be an essential component of
health communication interventions? Use specific examples or
anecdotal experiences.

2. What are the key differences between professional medical
communications and other areas of health communication?
What are the key similarities?

3. How do health care providers’ social networks and professional
associations influence clinician behavior and practices? What
are some implications of the providers’ social context in pro-
fessional medical communications?

4. Review Table 7.2, and rank what in your opinion are the most
important obstacles to clinician change. Explain your rank or-
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dering, and relate any personal or professional experiences
that may support your selection.

5. A national nursing association launches a communication pro-
gram to raise awareness of the reemergence of an infectious
disease as well as recommended approaches to prevent it. Until
then, the disease had been underestimated and underdiag-
nosed. In year one, the program’s primary audience encom-
passes only health care professionals; in year two, the program’s
reach is extended to patients and the general public. List po-
tential reasons for the association’s decision to target only
providers in the first year of the program, and discuss pros and
cons of this approach. 
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Chapter Eight

Constituency Relations
in Health Communication

In This Chapter
• Constituency Relations: A Practice-Based Definition
• Recognizing the Legitimacy of All Constituency Groups
• Constituency Relations: An Effective and Structured Approach
• Key Concepts
• For Discussion and Practice

In most democratic societies, constituency relations is a structured
approach that policymakers and elected government officials use
“to consult, interact and exchange views and information with the
public, so that citizens can express their preferences and provide
their support for decisions that affects their lives and livelihood”
(United Nations Development Programme, 2006). The general
public as well as special groups and communities are the main con-
stituents of policymakers.

At the same time, local government officials are a key con-
stituency for public health. In fact, they influence the actions of
local health departments as well as the allocation of funds and
human resources to public health intervention and fields. Help-
ing local government officials understand the true meaning of
public health, which sometimes they regard only as the provision
of specific health services and not as broad-based and community-
centered interventions to improve public health outcomes, has
been identified as an important role of public health managers.
This helps gain visibility for public health (Lind and Finley, 2000)
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and enhances the chance that funding of public health interven-
tions becomes a priority in a specific state or region.

These examples are only a few among the many contexts of
constituency relations in which two different groups (policy-
makers and the general public, or local government officers and
public health officials) can mutually influence each other. Con-
stituency relations is an approach that is used in the public health,
nonprofit, and commercial sectors to address a variety of health is-
sues and situations, often in the context of health communication.
It applies to different kinds of constituency groups that vary in
function concerning the specific health issue or disease area.

This chapter defines constituency relations and establishes its
key contexts. It also provides examples on how the practice of con-
stituency relations is relevant to the field of health communication
and can be used as an integral approach of all communication ac-
tion areas. Finally, it highlights examples, key steps, and dos and
don’ts of this health communication area.

Constituency Relations:  A
Practice-Based Definition
Before defining constituency relations, it is important to under-
stand what a constituency is. Constituents range from the body of
voters who elect a specific policymaker or a political party or the
board member of a professional organization to “groups of sup-
porters or patrons” of different causes or groups “served by an or-
ganization or institution” (American Heritage Dictionary of the English
Language, 2004). In health care, they include patients, physicians,
and other health care providers, hospital employees, professional
and advocacy groups, nonprofit organizations, pharmaceutical
companies, public health departments, the general public, and pol-
icymakers, to name just a few. These groups mutually influence
each other. Depending on the specific health issue, situation, or
setting, some of them may be more effective than others in helping
to advance public health causes, organizational missions, or cor-
porate goals.

In health communication, constituency relations can be defined as
the process of convening, exchanging information, and establishing
and maintaining strategic relationships with key stakeholders and
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organizations with the intent of identifying common goals that can
contribute to the outcomes of a specific communication program
or health-related mission. In fact, “communicating often involves
reaching out to the audience first and building a constituency for
the message” (Carter, 1994, p. 51). This process of establishing
effective relationships and building key constituencies relies on all
action areas of health communication (for example, interpersonal
communications, public relations). It is also an integral element
of all of them and at the same time a communication area of its
own. Often constituency relations leads to strategic partnerships
and coalitions.

Constituency relations has been used for the past twenty years
as a strategic area of communication in the private and commer-
cial sectors. It has been employed to develop alliances “to address
public-policy issues” as well as “to extend political or marketing
reach” by corporations. In this context, key constituency groups
are also called third-party groups and include nonprofit, special in-
terest, and advocacy organizations (Burson-Marsteller, 2006). Usu-
ally all parties in these relationships have shared goals that often
can be achieved through collaboration, partnership, or interaction.

In the corporate world as well as in many health care institu-
tions such as private and public hospitals, constituency relations
may be explained by looking at the stakeholder theory (Freeman,
1984). Originally developed to describe which groups in a corpo-
ration should receive management attention, the stakeholder the-
ory recognizes that there are internal (for example, employers,
investors) as well as external parties (customers, of course, but also
political groups and communities) whose needs and wishes should
be addressed as part of corporate decisions and initiatives. “A stake-
holder in an organization is (by its definition) any group or indi-
vidual who can affect or is affected by the achievement of the
organization’s objectives” (Freeman, 1984, p. 25; Scholl, 2001). 

Other theoretical influences in the practice of constituency re-
lations can be found in theories and models that look at the in-
terrelation between different individual, group, or community
factors, organizations, and levels of society, as well as their influ-
ence on health and social behavior (for example, the socioeco-
logical model mentioned in Chapter One and the ideation theory
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covered in Chapter Two). In general, constituency relations is a
structured approach that can maximize the value of these con-
nections and unleash the power of relationships to achieve health
or social goals. Key community and social mobilization principles
(see Chapter Six) can also be considered major influences in the
practice of constituency relations.

In public health, several organizations and institutions in-
creasingly recognize the role of constituency relations. For exam-
ple, in 1999 the U.S. National Institute of Mental Health launched
the Constituency Outreach and Education Program, a nationwide
initiative to “focus the energy of advocacy groups on merging sci-
ence with service” and provide them with tools and information to
develop health communication programs that will increase access
to appropriate medical interventions by patients who suffer from
mental illnesses (Cave, n.d.). The program, now called the Out-
reach Partnership Program, has enlisted over the years “national
and state organizations in partnerships to help bridge the gap be-
tween research and clinical practice by disseminating the latest sci-
entific findings; informing the public about mental disorders,
alcoholism, and drug addiction; and reducing the stigma and dis-
crimination associated with these illnesses. The program also pro-
vides the National Institute of Mental Health with the opportunity
to engage community groups across the United States in develop-
ing a national research agenda grounded in public health need”
(National Institute of Mental Health, 2006).

Constituency relations can help advance several disease-specific
or social objectives within a health communication program. Some
of the key areas or issues on which constituency relations can help
are discussed later in this chapter.

Recognizing the Legitimacy of
All Constituency Groups
Positive relationships with organizations, opinion leaders, and in-
dividuals who have a stake in a specific health issue often lead to
creating a favorable and receptive environment for the key mes-
sages and activities of a health communication program. However,
relationships should extend beyond groups or individuals who
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share common ideas and goals. Recognizing the legitimacy of all
constituents, including groups that may have an opposite point of
view, is an integral component of the practice of constituency re-
lations (Burson-Marsteller, 2006).

Understanding opposing opinions as well as the key facts that
may lead to them is one step toward anticipating and managing
criticisms as well as gaining the respect of those who advocate op-
posite causes or solutions for the same health issue. In some cases,
it may help find common ground, minimize differences, or pro-
pose solutions that may be acceptable to all parties.

Although it is not always possible to bridge different opinions,
it is important to convey the impression of being for or against an
issue and not against someone personally. At a minimum, contacts
with opponents or information about their activities can guide
communication efforts and tactics.

A relevant example is the ongoing debate on animal rights ver-
sus animal research that has been taking place for decades in
Europe and the United States. Some of the animal rights organi-
zations in the United States have long recognized that “an un-
compromising, vegetarian-only, anti-medical-progress philosophy
has a limited appeal” (Center for Consumer Freedom, 2006) with
key constituencies, including the general public and policymakers.
In some European countries, animal welfare organizations had to
react to increasing support as well as petitions in favor of animal
research by scientists, doctors, and reputable opinion leaders from
the medical community. As a result, some of them have somewhat
changed the focus or the tactics used in their efforts (Constance,
2005).

In recognizing the legitimacy of all constituencies, many of the
skills and theoretical bases of interpersonal communications and
other health communication areas come into play in managing
criticisms as well as looking for common ground whenever possi-
ble. In fact, constituency relations use many of the tools and tac-
tics of these communication areas (for example, public advocacy,
one-on-one meetings, issues management) to address criticisms as
well as develop alliances with key constituency groups that share
similar values and goals.

At the same time, constituency relations is an integral compo-
nent of all the other areas of health communication. For example,
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public advocacy (see Chapter Five) is often used to attract new con-
stituents to a health issue. At the same time, establishing and main-
taining relationships with key representatives of the mass media is
fundamental to media advocacy efforts and uses many of the prin-
ciples of constituency relations.

Constituency Relations:  An Effective
and Structured Approach
As with other areas of health communication, constituency rela-
tions is both an art and a science. Health organizations that ap-
proach this field for the first time may require changes at the
individual, team, and organizational levels in order to succeed in
their constituency relations efforts. Still, as experience has shown,
constituency relations and building are critical elements in the
process for addressing existing and new public health recommen-
dations and challenges (Kimbrell, 2000).

Health organizations and communication teams may want to
consider building internal capabilities to establish and maintain
relationships with key constituencies and, ideally, develop strate-
gic partnerships and coalitions. This transformation usually starts
with key management (for example, executive directors, board
members, and communication directors) and extends to all lev-
els of the organization. Encouraging a constituency relations and
partnership-oriented mind-set among staff and consultants has
these key components:

• Identifying constituency relations and outreach champions
and, when resources allow, establishing professional positions
or departments dedicated to this area. For example, the U.S.
National Institute of Mental Health has an Office of Con-
stituency Relations and Public Liaison. Also, the Campaign
for Tobacco-Free Kids, “one of the United States largest non-
governmental initiatives ever launched to protect children
from tobacco addiction and exposure to second-hand smoke”
(Campaign for Tobacco Free Kids, 2006), has several staff
members dedicated to constituency relations as well as a vice
president of constituency relations.
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• Emphasizing the importance of teamwork, listening, and ne-
gotiation skills, as well as balancing different needs and shar-
ing credit for success with other organizations.

• Training staff members.
• Sharing results with other organizational departments.

In addition, organizations and health communication teams
need to develop a long-term vision about key constituency groups
as well as their key issues and priorities. They also need to estab-
lish and cultivate long-term relationships with all of these groups.
Table 8.1 gives examples of the dos and don’ts of establishing and
preserving relationships with key constituents.

Developing Alliances to Address Health or
Social Issues and to Expand Program Reach
One of the common outcomes of constituency relations is the de-
velopment of partnerships, coalitions, or other kinds of collabora-
tions. Coalitions often grow out of partnerships and require a more
formal structure, including written memoranda of communication
agreements, by-laws, a dedicated management team, and common
tools, as well as a long-term commitment to the coalition’s cause.
A relevant example is the Coalition for Health Communication
(2006), “an inter-organizational task force whose mission is to
strengthen the identity and advance the field of health communi-
cation.” The coalition, which includes several groups, associations,
and U.S. federal agencies, has a common Web site, a management
team, and common activities and tools.

Regardless of their format, partnerships, coalitions, and other
forms of collaborations can help advance health and social goals
by strengthening the credibility and relevance of a specific issue;
giving a structured voice to constituencies that can influence poli-
cymakers, the press, and other key stakeholders; expanding the
program’s reach; or combining different resources and expertise.
Box 8.1 features an interview with key staff members from Physi-
cians for Human Rights, an international nonprofit organization,
and provides a practical perspective on the importance of con-
stituency relations.
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Table 8.1. Guidelines for Establishing and
Preserving Long-Term Relationships

Do

Understand the mission, strategic
priorities, and focus of key
constituency groups.

Reach out to these groups at the
program’s onset.

Keep an open mind in
exchanging relevant information.

Consider their worries and
concerns.

Recognize and respect cultural,
ethnic, or other kinds of
differences.

Look for shared goals and
priorities.

Act to establish long-term
relationships based on trust and
mutual respect.

When of interest, address barriers
to potential partnerships.

If a partnership is established,
honor deadlines, financial
commitments, and mutually
agreed-on procedures and roles.

Encourage and maximize
participation by all partners in
program design, implementation,
and evaluation.

Don’t

Look down at constituency groups
if they are smaller in size or in
favor of a different approach to a
health issue.

Assume they will support every
aspect of your health cause or
communication program.

Give the impression they are not
accountable for their
responsibilities if a partnership is
established or do their share of
the work.

Try to control or micromanage
them.
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Box 8.1

How Constituency Relations Can Help Advance an
Organization’s Mission: A Practice-Based Perspective

The following perspective on constituency relations reflects a telephone
interview and personal communications in 2006 with Gina Cummings,
deputy director of operations, and Nancy Marks, director of outreach,
for Physicians for Human Rights.

Physicians for Human Rights (PHR), founded in 1986, mobilizes health
professionals to advance the health and dignity of all people through
actions that promote respect for, protection of, and fulfillment of human
rights. In 1997 PHR shared the Nobel Prize for Peace as a founding
member of the Steering Committee of the International Campaign to
Ban Landmines. PHR is a membership organization of physicians,
nurses, public health experts, forensic scientists, human rights experts,
and others dedicated to advancing health and human rights. Health
care professionals are a reputable voice in society and have the power
and credibility to advocate for human rights protection.

Over the past twenty years, the organization has evolved in its
mission and has made many changes to engage health care providers
(including physicians, nurses, and medical, nursing, and public health
students) from the United States and many other parts of the world
in studying the impact of human right abuses on the health status of
populations as well as advocating for change with policymakers and
other relevant parties. PHR built a U.S.-based professional con-
stituency that provides expertise and document abuse and advocates
for new policies and practices. It is currently beginning to cultivate a
similar constituency in Africa to work on issues related to the preven-
tion of HIV/AIDS and treatment and care of HIV/AIDS patients.

Medical, nursing, and public health students are key constituen-
cies in the organization. PHR believes that students represent the fu-
ture of public health and human rights. Student volunteers raise
awareness of health care disparities, persuade policymakers about
the importance of viewing HIV/AIDS as a global crisis with an impact
on health care and health care systems, and work to end the geno-
cide in Darfur, Sudan.
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PHR work has been focusing not only on building and support-
ing new constituencies but also on maintaining and cultivating rela-
tionships with existing constituency groups and other stakeholders,
including U.S. policymakers, ministries of health in developing coun-
tries, the World Health Organization, and other human rights orga-
nizations, including Amnesty International. PHR is often a resource
for policymakers and other key constituencies; for example, it provides
scientific content about human rights and health issues and proposes
strategic solutions. PHR also acts as a convener of stakeholders in
meetings, workshops, and summits that aim to establish consensus
on potential solutions of health and human rights issues, as well as a
clear path to achieve them.

For example, in recognizing that most health centers in rural
Africa are attended by nurse practitioners, PHR partnered with the
U.S. Association of Nurses in AIDS Care to organize an HIV summit
that included the participation of twenty-five to thirty nurses working
with AIDS in Africa. These nurses not only had an opportunity to ex-
change information on best clinical practices in HIV/AIDS treatment
and prevention but were also able to meet with U.S. policymakers to
address issues related to the funding of HIV prevention, care, and
treatment in Africa. The summit also addressed the issue of the in-
creasing shortage of health care professionals in developing countries
due to deteriorating socioeconomic conditions. PHR gave to the proj-
ect its expertise in human rights, while the nurses’ association was in-
strumental for technical competence and wealth of knowledge in the
HIV/AIDS field.

Building a constituency is often the result of speaking with orga-
nizations or people who understand the specific health or human
rights problem and its potential solutions. It also requires a clear un-
derstanding of roles and responsibilities of different constituencies,
expected outcomes of potential partnerships, the time frame of all
joint efforts and collaborations, and the decision-making process that
will be used for joint efforts.

Most people understand the nuances of the work required in con-
stituency relations only after many years of practice. This is the kind
of professional competence that one learns on the job. Nevertheless,
it is important to become familiar with the values and key principles
of this important area as part of formal education and training.
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Key Steps in Developing Strategic Partnerships
Building strategic partnerships requires hard work in both the ex-
ploratory and the maintenance phases. It is important to identify
potential partners early in the process as well as to be aware of or-
ganizational restrictions and administrative requirements of one’s
organization that may prevent or regulate partnerships.

The decision about developing partnerships should be made
early in program development. In doing so, health organizations
and communication teams should be aware of the potential draw-
backs of partnerships and be prepared to address them efficiently
(National Cancer Institute and National Institutes of Health,
2002).

In general, most drawbacks can be successfully addressed if all
partners have established and agreed on well-defined objectives for
the specific partnership, standard procedures, shared workload,
and common goals. All of these elements are usually addressed as
part of the partnership plan component of a health communica-
tion program (see Chapter Twelve).

Nevertheless, partnerships take time and commitment. Being
aware of some of the potential drawbacks is a step forward in over-
coming barriers and preserving long-term relationships. Table 8.2
lists potential drawbacks. Some of them may be minimized by
choosing the right partners.
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Table 8.2. Potential Drawbacks of Partnerships

Feelings of loss of control over program development

Time-consuming process

Partners who may go “off strategy”

Lack of partners’ participation or real commitment to the project

Too many administrative roadblocks

The cost (economic or human resources) of maintaining and
managing the partnership

Sources: National Cancer Institute and National Institutes of Health (2002);
Weinreich (1999).
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Choosing the Right Partners
Since the list of potential partners is often quite long, the follow-
ing criteria may help identify partners and organizations that are
best suited to support and contribute to the health communica-
tion program or the mission of a specific health organization:

• Mutual mission and goals, which often starts with a common
vision but sometimes can be the result of an engaging commu-
nication process in which common interests and solutions are
identified, negotiated, and selected to the satisfaction of all
potential partners.

• Background and experience in relation to the specific health
issue or audience the program is seeking to address. It also in-
cludes relevant experiences in different fields that may func-
tion as a model for new health communication interventions.

• Access to intended audiences through existing communica-
tion vehicles or because of the reputation of potential partners
with key audiences, the mass media, or other key stakeholders.

• Preexisting relationships with one’s organization.
• Enthusiasm about overall program goal and content.
• Access to additional resources and skills.
• Ease of process in terms of the review process for materials

and messages, as well as lack of excessive standard protocols
that are not flexible to accommodate partners’ working styles
and routine procedures.

• Costs (economic, time, and resources) that need to be dedi-
cated to establishing and managing a specific partnership.

In short, it is always better to identify partners that have orga-
nizational, professional, or audience-related objectives that in the
long term can contribute to the achievement of the health com-
munication program’s goals and objectives. If and when partner-
ships with commercial companies are considered, most nonprofit
organizations have written or informal criteria and policies that
guide such partnerships. These criteria are set to preserve the non-
profit organization’s credibility and independence, as well as the
overall reputation of the partnership. Usually they are also wel-
comed and endorsed by most commercial entities. 
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Box 8.2 provides the U.S. National Cancer Institute guidelines
for the evaluation of commercial partners that may participate in
health communication interventions or other institute efforts. Spe-
cific criteria and steps also apply to other special kinds of partner-
ships such as coalitions, public-private partnerships (such as any
collaboration between public authorities such as local or central gov-
ernments, and private companies or organizations; National Coun-
cil for Public-Private Partnerships, 2006), and collaborative agreements
(such as those that involve universities, health care professionals,
and organizations). Appendix A includes a select list of resources
in relation to special kinds of partnerships.

Box 8.2

National Cancer Institute Guidelines for
Considering Commercial Partners

Policies

• The National Cancer Institute will not consider any collabora-
tion that endorses a specific commercial product, service, or
enterprise.

• The National Cancer Institute name and logo may be used only
in conjunction with approved projects and only with the written
permission of NCI. NCI retains the right to review all copy (e.g.,
advertising, publicity, or for any other intended use) prior to ap-
proval of the use of the NCI name and logo.

• The National Cancer Institute will formally review each proposal
for partnership.

• No company will have an exclusive right to use the NCI name
and logo, messages, or materials.

• Confidentiality cannot be guaranteed for any collaboration with
a federal program.

Criteria for Reviewing Corporations
Prior to Partnership Negotiations

• Company is not directly owned by a tobacco company and is not
involved in producing, marketing, or promoting tobacco products.
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• Company does not have any products, services, or promotional
messages that conflict with NCI policies or programs (e.g., the
company does not market known carcinogens or market some
other product that NCI would not consider medically or scientifi-
cally acceptable).

• Company is not currently in negotiation for a grant or contract
with NCI.

• Company does not have any unresolved conflicts or disputes with
NCI or NIH [National Institutes of Health].

• Establishing a partnership with this company will not create ten-
sions/conflicts with another NCI partner or federal program.

• Company or institution satisfactorily conforms with standards of
health or medical care.

• There is evidence that the company would be interested in be-
coming a partner with NCI.

Source: U.S. National Cancer Institute and National Institutes of Health. Mak-
ing Health Communication Programs Work. National Institutes of Health, Pub-
lication No. 02-5145, 2002, p. 37.

In conclusion, the practice of constituency relations, as well as
the potential for partnerships or other kinds of collaborations that
derive from this practice, is a valuable asset in all health commu-
nication areas. For example, when planning the professional med-
ical communications component of a health communication
program, it is critical to understand and involve health organiza-
tions and groups that can influence physician behavioral change.
At the same time, constituency relations rely on many of the theo-
retical assumptions and tools of other areas of communication (for
example, interpersonal communications) and can be considered
a strategic communication area of its own. Often new communi-
cation programs and approaches as well as the decision to focus
on a specific health issue start with an informal meeting or tele-
phone call in which constituency groups are involved. From this
starting point, the road to effective interactions, collaborations,
and partnerships is as complex and gradual as described in this
chapter.

CONSTITUENCY RELATIONS IN HEALTH COMMUNICATION 211

Schiavo.c08  2/19/07  1:32 PM  Page 211



Key Concepts
• Constituency relations is a key area of health communication

as well as a critical component of all other action areas of com-
munication.

• In health communication, constituency relations can be de-
fined as the process of convening, exchanging information,
establishing, and maintaining strategic relationships with key
stakeholders and organizations with the intent of identifying
common goals that can contribute to the outcomes of a spe-
cific communication program or health-related mission.

• Constituency relations is commonly used in the public health,
nonprofit, and commercial sectors as a fundamental area of
communication. 

• One of the fundamental premises of constituency relations
is the importance of recognizing the legitimacy of all con-
stituency groups, including those that may have opposite
opinions on or approaches to a health issue.

• Establishing and maintaining positive relationships with
groups that share common values and goals depends on a
number of factors.

• Building a constituency around a health issue or developing
strategic partnerships and collaborations requires hard work
and several fundamental steps. These steps are usually summa-
rized in the partnership plan component of a health commu-
nication program (see Chapter Twelve).

For Discussion and Practice
1. Discuss examples of partnerships or coalitions of which you are

aware, and highlight their role in advancing public health or
organizational goals.

2. Review Table 8.1, and describe a professional or personal ex-
perience in which any of the dos or don’ts in the table have in-
fluenced the process of establishing and preserving long-term
relationships. Rank the dos and don’ts in the table in order of
importance, and provide a rationale for your ranking order.

3. How do constituency relations fit in health communication?
Provide examples to illustrate key concepts explored in this
chapter.
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Part Three

Planning,
Implementing,
and Evaluating
a Health
Communication
Program 
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Chapter Nine

Overview of the Health
Communication
Planning Process

In This Chapter
• Why Planning Is Important
• Approaches to Health Communication Planning
• The Health Communication Cycle and Strategic Planning

Process
• Key Steps of Health Communication Planning
• Elements of an Effective Health Communication Program
• Establishing the Overall Program Goal: A Practical Perspective
• Outcome Objectives: Behavioral, Social, and Organizational
• Key Concepts
• For Discussion and Practice

Most health organizations have or expect to have a communica-
tion plan at some point in their life cycle. However, many of them
have difficulties converting plans into actions that have an impact
on their constituencies, their mission, or the visibility of their or-
ganization. Most of the problems rest in a lack of understanding
of the fundamental steps of a health communication plan and how
to design communication interventions that fit the organization’s
mission, as well as the needs of its key constituencies and stake-
holders. In other words, there is often lack of clarity about what
the plan should do for the organization and its key audiences
(Adams, 2005).
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A practical example is the use of mandated cigarette warnings
as part of the U.S. public policy strategy “to educate consumers
about the risks of smoking” (Krugman, Fox, and Fischer, 1999,
p. 95). Cigarette warnings have been used for many years but have
proven to be ineffective communication tools. Part of the problem
is that they were designed as the result of negotiations between the
U.S. federal government and the tobacco industry and “neither de-
veloped nor implemented with specific communications goals in
mind” (p. 95).

It is important that policymakers clearly understand and es-
tablish at the onset of the warning program what they expect warn-
ings to accomplish. Should warnings be designed to communicate
the risks associated with smoking or attempt to prevent smoking
initiation? Did the current design and message length take into ac-
count how much time consumers would spend reading the warn-
ing? Did warnings aim to reach primarily adolescents or also other
age groups? What about the graphic appeal of the warnings in con-
trast with the flashy images of tobacco industry ads? Understand-
ing all of these factors and many others that are not listed here may
increase the efficacy of cigarette warnings if they become part of a
comprehensive health communication program (Krugman, Fox,
and Fischer, 1999).

This example reinforces several of the fundamental premises
of this book: know your audience; be clear about what you want
them to do or believe; use a multifaceted and participatory ap-
proach to affect their core beliefs and behavior; and help them
own the change process. In health communication, planning is a
rigorous research-based process. Health communication termi-
nology is important in guiding the different planning and imple-
mentation steps.

This chapter, the first in Part Three, which provides a step-by-
step guide to health communication planning, implementation,
and evaluation, discusses why planning is important and highlights
the key steps of the health communication process. It provides an
overview of this process, which will be discussed in further detail in
the remaining chapters and, using practical examples, defines the
meaning of “overall program goal” and provides practical guidance
in establishing these goals at the onset of the program together with
behavioral, social, and organizational change objectives.
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Why Planning Is Important
Too often health organizations operate on emergency mode and
use communication primarily as a tool to respond to emerging
needs or sudden crises. This frequently leads to difficulties in se-
curing adequate funding or response to what appear to be last-
minute needs. The truth is that most needs can be anticipated and
many crises averted if communication planning is one of the stan-
dard protocols and activities of the organization.

Communication planning is a research-driven process. An in-
depth understanding of the health communication environment
as well as the needs, preferences, and expectations of key audi-
ences and stakeholders on a health issue may result in multifac-
eted and well-orchestrated interventions that are far more effective
than single and sporadic approaches to communication. Even
when the health communication intervention is part of a larger
public health or corporate effort, which happens in most cases, “a
plan specific to the health communication component is neces-
sary” (National Cancer Institute and National Institutes of Health,
2002, p. 16).

A health communication plan can help clarify how an organi-
zation can:

• Advance its mission
• Involve others in a health issue and its solutions
• Expand the reach and implementation of its ideas, recom-

mended behaviors, and practices
• Ultimately support health behavior change

Moreover, planning can help in other ways too:

• Provide further knowledge on the health issue being ad-
dressed and key factors influencing its potential solutions.

• Develop a clear understanding of key audiences’ characteris-
tics, culture, preferences, needs, lifestyle, and behavior.

• Engage key audiences and stakeholders in the design and im-
plementation of the health communication intervention.

• Become clear about what the program is asking key audiences
to do and whether the proposed change is feasible.
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• Evaluate the strengths, weaknesses, and cost-effectiveness of
different approaches that can be used to support change.

• Set communication priorities.
• Select potential partners.
• Evaluate the organization’s internal capability and resources

to address the health issue.
• Develop culturally appropriate tools and activities.
• Define program time lines, roles, and responsibilities, as well

as budget parameters.
• Establish evaluation parameters designed to facilitate program

assessment.

An example illustrates one of the benefits of planning: gaining
knowledge on the health issue. Imagine an organization that ini-
tially thought about launching a communication program to re-
duce sodium consumption among young women, with the ultimate
goal of reducing the incidence and morbidity of hypertension in
this age group. Before focusing exclusively on sodium consump-
tion, the organization should explore the importance of sodium
in the pathology of hypertension versus other contributing factors,
as well as lessons learned from previous experiences that focused
on only one element of a multifactorial condition. These are just
a few of the many areas that should be addressed in order to gain
understanding of the health issue and its potential solutions. Re-
search will help the organization validate its original idea or, de-
pending on key findings, may prove the need for a much broader
approach.

Approaches to Health
Communication Planning
While there may be variations in the number of phases different
authors use to describe communication planning, the fundamen-
tal steps and principles of the overall planning process are always
the same and are described in the next section of this chapter.
However, from a theoretical perspective, there are many differ-
ences between the traditional approaches to planning and a more
participatory approach (National Planning Council, Colombia,
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2003). Most of them are related not only to the actual process of
planning but also to the potential outcomes of the health com-
munication program.

In general, traditional planning is “centralized,” “vertical (from
the top to the bottom),” “technical (done by experts)” and “rec-
ognizes a certain population as an object that will benefit from the
plan.” In contrast, participatory planning is “decentralized,” “hori-
zontal and agreed upon (from the bottom to the top),” “dialogue-
based,” “democratic,” and “recognizes social actors as active
subjects in their own development” (National Planning Council,
Colombia, 2003).

However, in looking at the characteristics of traditional plan-
ning versus participatory planning, it is important to remember
that the word participation may have different meanings to differ-
ent people, groups, or cultures. Ideally, key audiences should be
involved as much as possible in the research, planning, imple-
mentation, and evaluation of a health communication program.
Behavioral and social changes are always more likely to occur if
people are part of the process. “Social efficacy is a key concept in
the field of health communication. For it to be achieved, groups’
and persons’ social skills must be made use of and influence pro-
gram design” (Ader and others, 2001, p. 190).

Still, critics of the participatory approach, especially in Asia,
have highlighted that often “participatory models were premised
on Western-styled ideas of democracy and participation that do not
fit political cultures somewhere else.” In other words, participation
may not always be welcomed by all communities and cultural
groups, at least not to the extent and with the same implications
with which it is conceived in the Western world. It is important to
acknowledge that in some cases the community may not be inter-
ested in investing time in a democratic decision-making process
and may have other priorities. In certain contexts, “recommenda-
tions for participation could be also seen as foreign and manipu-
lative by local communities” (Waisbord, 2001, p. 22).

Moreover, there are situations in which one of the two ap-
proaches may be better suited to address a specific health issue or
avert a crisis and limit its negative consequences. For example, “in
some cases such as in epidemics and other public health crises,
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quick and top-down solutions could achieve positive results” (Wais-
bord, 2001, p. 21). Instead, a participatory approach to planning
is better positioned to achieve long-term and sustainable behav-
ioral and social outcomes. In other circumstances, characteristics
of a specific planning process are mixed and matched from the
two approaches.

Finally, some of the traits mentioned above are attributed to
participatory and traditional planning and may vary from situation
to situation and country to country. Therefore, they should be in-
terpreted only as general tendencies of these two approaches,
which may diverge from the above elements or should be cus-
tomized to meet the needs of specific audiences, cultures, and sit-
uations. This is not very different from other aspects of health
communication. In fact, theories, models, and approaches should
always be considered part of a tool box with multiple options.

The Health Communication Cycle
and Strategic Planning Process
Different authors and models may describe the phases of commu-
nication planning or the general health communication cycle in
divergent ways. However, the general premises and steps of the
health communication cycle tend to stay the same:

• Understand how health communication can contribute to the
resolution of a health problem or advance the mission of a
health organization.

• Research the health communication environment and the key
characteristics and needs of intended audiences.

• Establish a multidisciplinary team, which should include rep-
resentatives of key program audiences.

• Determine the best approach and channels to reach intended
audiences, and involve them in the communication and be-
havioral and social change process.

• Develop communication messages, materials, activities, and
tools, and seek feedback from intended audiences.

• Implement the health communication program.
• Evaluate program effectiveness in relation to behavioral,

social, organizational, or other key outcomes and parameters
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that were set in advance and agreed to by all team members
and partners.

• Refine or validate program elements in agreement with
lessons learned and evaluation analysis.

Figure 9.1 describes the phases of health communication plan-
ning and shows how strategic planning is directly connected to the
other two stages of the health communication cycle (program im-
plementation and monitoring, and evaluation, feedback, and re-
finement). In fact, effective strategic planning influences the
success of the implementation experience, as well as the overall
evaluation process and potential outcomes. In turn, planning is in-
fluenced by observations and lessons learned during the imple-
mentation and evaluation phases, which may validate or call for
changes in all or some of the elements of the initial communica-
tion plan. Finally, all steps of the planning phase are interdepen-
dent. Failure to complete all steps may limit the program’s ability
to meet the expectations and needs of intended audiences as well
as effectively address any given health issue.
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Figure 9.1. Health Communication Cycle

• Research- and audience-based
• Structured approach
• Strategic process

Planning

• Hard work to ensure spotless
    execution
• Monitor progress, results,
    and audience feedback

Implementation and Monitoring

• Starts during planning
• A continuing part of the
    communication process

Evaluation, Feedback, and Refinement
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Key Steps of Health
Communication Planning
The steps listed in this section are key to effective strategic planning
and reflect actual communication practice. All of them are described
in further detail in the following chapters as well as in Appendix A,
which includes worksheets and other practical information to de-
velop a health communication plan. Since health communication
planning is a step-by-step process in which all phases are interde-
pendent and each informs and guides the next one, following this
sequence is important. Figure 9.2 shows the key steps of health com-
munication planning, which are further described below.

Overall Program Goal
The goal is a brief description of the “overall health improvement”
(National Cancer Institute and National Institutes of Health, 2002,
p. 22) that the health communication program is planning to
achieve—for example, “contribute to the elimination of health dis-
parities among African Americans,” “reduce the morbidity and
mortality associated with asthma among children under age ten,”
or “help reduce the number of deaths associated with vaccine-
preventable childhood diseases.” This goal should inspire and
guide the design of the health communication intervention.

Outcome Objectives:  Behavioral,  Social,
or Organizational Objectives
This is the statement of a specific behavioral, social, or organiza-
tional result that is sought by the program and supports the overall
program’s goal. Behavioral, social, or organizational objectives
(outcome objectives) are the ultimate desired results of the health
communication program. They complement the program’s goal
and should be validated by the research phase. They explicitly
highlight what key audiences should do (behavioral objectives),
what policy or new practice should be implemented and institu-
tionalized (social objectives), and how an organization should be
perceived or act in relation to the health issue or be supported in
its mission (organizational objectives). Ideally, behavioral objec-
tives (World Health Organization, 2003) and other kinds of out-
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come objectives should be time bound and measurable since they
are often used as key indicators for program evaluation. Social and
organizational objectives are usually achieved as a result of the at-
tainment of a series of behavioral objectives. Therefore, behavioral
change is a key milestone of any kind of change. Examples are,
“Prompt U.S. mothers of children under age two to immunize
their children against flu [behavioral objective—to be quantified
with actual percentages of intended population and dates, whenever
possible]”; “Promote adoption, by the year 2003, of a U.S. health
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Figure 9.2. Key Steps of Health Communication Planning
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policy recommending pediatric flu immunization [social change
objective]”; and “Initiate and sustain a process of change that
would make pediatric immunization the number one priority of
KIDS TODAY [fictional name] by the year 2009 [organizational
objective].”

Some authors (National Cancer Institute and National Insti-
tutes of Health, 2002) consider behavioral, social, or organizational
objectives as one type of communication objectives. Other authors
and communication models (World Health Organization, 2003;
Donovan, 1995) separate them from communication objectives,
which are considered the intermediate steps to achieve behavioral
and other kinds of outcome objectives. This chapter as well as all
other chapters in Part Three are based on the latter models. There-
fore, outcome objectives are distinguished from communication
objectives. In practice, after establishing the overall program goals,
there are some key questions that resonate or should resonate in
communication planning meetings:

• What do we want our audience to do? What are some of the
key actions that may lead to a decrease in disease incidence,
morbidity, or mortality?

• What kind of policy, social structure, or norm would support
the overall program goal?

• What kind of change do we need to make in our organization
to be able to implement a program that would serve the goal
we have just established?

Establishing outcome objectives early in program planning helps
guide the development of key audience and marketing research
questions for the initial planning steps, as well as inform all other
program elements. This is also instrumental to reaching consensus
among team members on what the program wants to achieve.

Situation Analysis and Audience Profile
This step is a detailed and research-based description of all factors
that influence a specific health issue and its potential solutions, as
well as the adoption of new behaviors, clinical practices, and poli-
cies. It includes an in-depth analysis of the health communication
environment as described in Chapter One (see Figure 1.1) in re-
lation to the specific health issue and all related factors. The situ-
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ation analysis is integrated by a comprehensive and research-based
audience profile for intended audiences as well as individuals and
groups whose opinions or actions are most important to the suc-
cess of the health communication intervention.

Communication Objectives
These objectives describe the intermediate steps that must be taken to
achieve the program’s goals (UNICEF, 2001). They may coincide with
behavioral, social, or organizational objectives when the audience’s
readiness, the specific situation, or the overall lack of complexity of
the health issue allows for simplified programs that expect to pro-
duce an immediate behavioral, social, or organizational change.

Typically communication objectives describe changes in knowl-
edge, attitudes, and skills that, in support of the overall program’s
goal, can lead to behavioral, social, or organizational change. In
these circumstances, they are the intermediate evaluation param-
eters of the potential effectiveness of a communication effort.
Whenever possible, they should be measurable. Examples are, “In-
crease the awareness of HIV preventive measures and services
among 10 percent of young women in the United States by the
year 2010,” “Fifteen percent of adolescents in the target group will
report by the year 2009 to know about the risk associated with
using recreational drugs,” and “Increase clinician recognition of
the importance of early diagnosis and treatment of primary noc-
turnal enuresis among 70 percent of health care providers in urol-
ogy clinics in the United Kingdom.”

Communication Strategies
This step results in a broad statement on how the program will
reach its outcome and communication objectives. Strategies are
not tactical. In other words, they do not mention in detail flyers,
brochures, media campaigns, workshops, or other tactical ele-
ments. They are conceptual descriptions of the communication ac-
tions that need to be undertaken to reach specific objectives.
Strategies are audience specific—for example, “Promote among
women aged eighteen to nineteen short-term family planning
methods as well as their safety and efficacy via health care providers
counseling” (O’Sullivan, Yonkler, Morgan, and Merritt, 2003),
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“Leverage natural opportunities (for example, annual confer-
ences) to highlight pertussis severity and cycle of transmission
among physicians and other professional audiences,” and “Create
a social and professional network to support high-risk groups in
their intention to seek screening for prostate cancer.”

Tactical Plan
The tactical plan provides a detailed description of all communica-
tion messages, materials, activities, and channels, as well as the meth-
ods that will be used to pretest them with key audiences. It is
audience specific and usually consists of a strategic blend of differ-
ent areas of health communication (for example, interpersonal com-
munications and public relations) as described in this book. The
tactical plan also includes a detailed time line for the program im-
plementation, an itemized budget for each communication activity
or material, and a partnership plan with roles and responsibilities
that have been agreed on by all team members. (How to develop a
tactical plan is addressed in detail in Chapters Twelve and Thirteen.)

Evaluation Plan
The plan includes a detailed description of the behavioral, social,
or organizational indicators, as well as other evaluation parame-
ters, to be used to assess program outcomes. Expected outcomes
and other evaluation parameters need to be mutually agreed on
by all team members and program partners. The plan should also
describe methods for data collection, analysis, and reporting, as
well as related costs. (See Chapters Twelve and Thirteen for a com-
prehensive discussion on how to develop and implement an eval-
uation plan as well as current theories, models, and topics on the
assessment of health communication programs.)

Elements of an Effective Health
Communication Program
Only well-planned and well-executed health communication cam-
paigns have the potential to achieve long-term and sustainable
results. Key elements of effective health communication interven-
tions are listed in Table 9.1 and briefly discussed here.
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Careful Analysis of the Situation, Opportunities,
and Communication Needs
Health communication is a research-based discipline. Only a true
understanding of the political, social, and market-related envi-
ronments can lead to the design of optimal interventions. This
analysis should rely on a variety of approaches and research meth-
ods described in Chapter Ten.

Understanding of Constituency
and Audience Needs
Since the audience is at the center of the health communication
approach, its evolving needs should be understood and considered
in communication planning and execution. Communicators
should be open to redefine interventions on the basis of their un-
derstanding of the needs, preferences, and cultural values of key
audiences and constituency groups (see Chapter Eight). This pro-
cess, which starts with the development of an audience profile as
part of communication research and planning, should continue
throughout the communication process and rely on the input of
representatives of interested audiences.

Early Agreement on Expected Outcomes
and Evaluation Parameters
A question that is too often asked in the evaluation phase of com-
munication interventions is, “Why were our donors [or clients or
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Careful analysis of the situation, opportunities, and communication needs

Understanding of constituency and audience needs

Early agreement on expected outcomes and evaluation parameters

Well-defined communication objectives

Strategies designed to meet the objectives

Multiple and audience-specific vehicles

Adequate funding and human resources
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partners] not satisfied with the results of our program even if we
achieved the program’s objectives?” A common answer to this kind
of question is that partners, donors, constituencies, or clients were
not involved in defining expected outcomes of the communication
program.

Establishing mutually agreed-on outcome objectives and eval-
uation parameters with key stakeholders is the latest wisdom in
evaluating health communication programs, at least in the private
and commercial sectors. This allows the extended communication
team to share early on their vision about expected outcomes as well
as minimizes the potential for disappointment that may result in
changes in program funding or a decrease in the level of commit-
ment and participation by the program’s partners. Moreover, early
agreement on evaluation indicators and parameters informs and
shapes the development of all other elements of health commu-
nication planning.

Ideally, planning frameworks and evaluation models should
stay consistent at least until the preliminary steps of the evaluation
phase of a program are completed. This allows communicators to
take advantage of lessons learned and redefine theoretical con-
structs and communication objectives by comparing program out-
comes with those that were anticipated in the planning phase.

Well-Defined Communication Objectives
Communication objectives need to respond to the audience’s
needs. For example, if the audience is not aware of being at high
risk for oral cancer, communication efforts should address the
need to raise awareness of that risk. If instead the audience is aware
of the high risk for oral cancer but does not know how to prevent
it, communication efforts should focus, for example, on key risk
factors and how to make lifestyle changes or how to discuss with
dentists and other primary health care providers the importance
of regular oral cancer screening. Sometimes several communica-
tion objectives can be defined and achieved in the same time
frame. At other times, communicators need a more gradual, step-
by-step approach in which different objectives are achieved at dif-
ferent times. These kinds of decisions need to be based on an
in-depth analysis of the audience’s needs and levels of receptivity
to the communication effort (see Chapter Ten).
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As for outcome objectives and evaluation parameters, com-
munication objectives also need to be discussed and mutually
agreed on with representatives of intended audiences, key con-
stituencies, and partners. In this way, all members of the extended
communication team will have in mind similar program outcomes
and can work toward achieving them (see Chapter Eleven for a
more comprehensive discussion).

Strategies Designed to Meet the Objectives
There may be many good ideas in health communication, but just
a few of them may actually support communication objectives.
Since communication strategies represent how communication ob-
jectives are met, they should always support objectives and repre-
sent a creative and cost-effective solution to reach them.

Multiple and Audience-Specific Vehicles
Creating and identifying multiple and audience-specific vehicles
and messages are among the keys to the success of well-planned
health communication programs. Messages and vehicles need
to respond to audience needs, preferences, and literacy levels.
Consumer-targeted messages and channels need to be different
from messages on the same topic that are intended for key opin-
ion leaders, policymakers, or health care providers. For example,
in many countries in the developing world, theater and puppet
shows that travel from village to village to spread AIDS prevention
or immunization-related messages have been effective vehicles to
reach the general public in areas where low literacy levels and the
absence of more sophisticated communication outlets may jeop-
ardize the use of alternative channels. At the same time, commu-
nication efforts targeted to health care providers have been taking
place using more traditional venues and vehicles, such as profes-
sional meetings and peer-reviewed journals.

Adequate Funding and Human Resources
Too often well-designed communication programs fail to achieve
projected outcomes because of insufficient funds or human re-
sources. An adequate budget and human resources estimate is an
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important component of effective planning. Budget estimates
should also include contingency funds for potential crises or
changes in plans that may become necessary to meet audience
needs or other specific circumstances. Failure in estimating ade-
quate funds or human resources may affect the program’s quality
as well as the perception of the overall effectiveness of health com-
munication interventions in the eyes of partners, clients, or fund-
ing agencies.

This leads to the next point related to this topic: the role of
health communication professionals in advocating for adequate
funding of communication interventions by proving their added
value in the health care field. In fact, “despite the proven success
of communication programs, communication activities often do
not receive adequate funding. They are often considered optional
and, therefore, vulnerable to being cut in budget shortages” (Wais-
bord and Larson, 2005, p. 2).

Unfortunately, this happens also in clinical areas, such as child-
hood immunization, where several studies have shown “a positive
association between communication campaigns and behavior”
(p. 2). In the United States, the recent emphasis on health com-
munication by federal agencies and reputable organizations and
sources such as Healthy People 2010 may contribute to improve fund-
ing resources for health communication interventions in the non-
profit and public health sectors. Still, program planning is one of
the most important opportunities to argue for the value of com-
munication interventions by showing their strategic connection
with health outcomes.

Establishing the Overall Program
Goal: A Practical Perspective
In establishing health communication among its priorities, Healthy
People 2010 sets the goal to “use communication strategically to im-
prove health” (U.S. Department of Health and Human Services,
2005, p. 11-3). Improving health is also one of the strategic goals
of health communication and is reflected in the definition of the
overall program’s goal in communication planning. In fact, pro-
gram goals are developed to reflect and meet a specific need. They
express the reason that a program is considered, initiated, and de-
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veloped. They should be viewed as the rationale for seeking funds
or asking a health organization to invest in communication.

As for the other elements of health communication planning,
the program goal is evidence based. At the time program goals are
developed, the communication team should already have con-
ducted some preliminary research (for example, a literature review
or one-on-one conversations with key stakeholders, representatives
of key audiences, potential partners or clients, or organizational
departments) or received a briefing on the health issue that allows
them to state the need to address a specific health problem. In this
phase, the situation analysis and audience profile may still need to
be completed. Still, the goal can be established by keeping in mind
the preliminary research findings or briefing. As previously stated,
the program goal highlights the health improvement or “the over-
all change in the health or social problem” (Weinreich, 1999, p. 67)
the program is seeking to attain. At this stage, the program goal is
preliminarily defined and will need to be validated and clearly
stated once a comprehensive situation analysis and audience pro-
file (see Chapter Ten) is finalized. Among the practical examples
of program goals are these:

• Contribute to decrease HIV incidence rates among Hispanic
men.

• Help limit the impact of women’s depression on family and
work-related settings.

• Decrease the incidence of mild traumatic brain injury among
young people in the United States.

Health communication interventions are almost always part of
larger public health or corporate initiatives. Therefore, using words
such as contribute or help may serve to acknowledge that change is
always the result of comprehensive efforts, of which communica-
tion is an important element but nevertheless just one element. It
may also help the communication team and its audiences focus on
what communication can and cannot do (see Chapter One for a
discussion of this topic), so that program design is based on real-
istic expectations, and seek achievable results.

At this stage, the health communication team in research set-
tings may have already selected the theoretical framework or
model that will guide their key assumptions and logical thinking
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throughout program planning or at least for some of its phases
(for example, applying the steps of a behavior change theory to
the development of the audience profile). Although this approach
may not be rigorously applied in other contexts (for example, in
the nonprofit or commercial sectors), it is still important to use
consistent models and assumptions throughout program planning
and evaluation.

Outcome Objectives:  Behavioral,
Social,  and Organizational
Outcome objectives (behavioral, social, and organizational) com-
plement the program goal and should be initially established after
the preliminary research or briefing on the health issue. As for the
program goal, these objectives would need to be refined and vali-
dated by the key findings of the situation analysis and audience
profile (see Chapter Ten). Still, stating the behavior, social, or or-
ganizational change objectives at the onset of the planning process
helps focus all research efforts (for example, literature review, one-
on-one interviews, and focus groups) that lead to the situation
analysis and audience profile, and ultimately, the development of
adequate communication objectives. The communication objec-
tives should support the program goal and help achieve the be-
havioral, social, or organizational change that is sought by the
program. In fact, “the early stages of any communication planning
model should explicitly link the overall program’s broad goals, spe-
cific outcome objectives, and individual behavior change objectives
to the communication component of the program” (Donovan,
1995, p. 215). Such objectives should be established by outside ex-
perts or the intended community depending on the nature of the
health communication intervention.

Behavioral objectives refer to what key audiences should do in
relation to a specific health issue or situation, social change ob-
jectives highlight the policy or social change that the program is
seeking to achieve, and organizational objectives refer to the
change that should occur within an organization in terms of its
focus, priorities, or structure in relation to the specific health issue.
Key program outcomes will be measured against these outcome
objectives as well as other intermediate parameters that may cor-
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respond to the communication objectives or be specifically identi-
fied and agreed on by the health communication team. Still, this
assumes that all these objectives support the attainment of the over-
all program goal and are critical to it.

Outcome objectives should be measurable and realistic. Setting
the right expectations is critical in defining the percentage of the
population or group in which any change is expected. Human be-
havior is difficult to change, so expecting 30, 40, or 50 percent of
the intended audience to make a change is quite unrealistic. Sound
objectives may look at a 3 to 5 percent change in a realistic time
frame that may extend for several years (E. Rogers, cited in Atkin
and Schiller, 2002; Health Communication Unit, 2003a; National
Cancer Institute and National Institutes of Health, 2002). This time
frame as well as the percentage of people being affected by a health
communication intervention may vary according to the health issue
or program. Many of the methods and considerations that go into
developing communication objectives (see Chapter Eleven) also
apply to the definition of outcome objectives.

Most important, behavioral, organizational, or social change
in health communication should be considered instrumental to a
reduction of the burden of disease. Therefore, behavior, social,
and organizational objectives should refer to changes that make
possible the attainment of the overall program goal.

Additional examples of behavioral, social, or organizational
change objectives are included in Exhibit 9.1 and refer to the pre-
vention of asthma severity and mortality in inner cities in the
United States. Asthma is a leading cause of death “among children
ages 3 to 12 years old” (Dumke, 2006, p. 304). It is a condition that
can be aggravated by several indoor triggers, for example, dust or
mold (Ad Council, 2006a, 2006b; Centers for Disease Control,
2006f). In addition, lack of medical insurance or inadequate
knowledge may jeopardize the prevention and management of
asthma attacks (Lara, Allen, and Lange, 1999).

Key Concepts
• Health communication planning is a research-based and

strategic process that is necessary for effective health commu-
nication interventions.
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Exhibit 9.1. Examples of Outcome Objectives
for a Program on Pediatric Asthma

Overall Program Goal
Reduce the severity and mortality of asthma among children less than

twelve years of age who live in inner cities in the United States

Behavioral Objectives

Within 3 years from
program launch, prompt
XX% of parents or care-
takers of asthmatic
children in target
neighborhoods to:
• Recognize early signs

of an asthma attack
• Go immediately to the

emergency room
By the year 2010, per-
suade XX% of parents
or caretakers in the
intended group to:
• Get rid of triggers (for

example, mold, dust
mites, cats and dogs)
of child asthma attacks
in their homes

• Keep their health care
providers abreast of
progress

Within the next year,
prompt XX medical
practices in target neigh-
borhoods to discuss
pediatric asthma with
children and their
families:
• At routine visits
• Using bilingual

materials and
interpreters, when
needed

Social Objectives

By the year 2010, reduce
by XX% disparities in
health outcomes among
children who suffer
from asthma
Remove by the year
2020 existing health
insurance barriers to
adequate access to
services and medications
for asthmatic children
in inner cities

Organizational
Objectives

By the year 2010,
become recognized as
a leading medical pro-
fessional organization in
pediatric asthma
management by XX
percent of health care
providers, donors, and
other key stakeholders
in the field (for example,
in the case of a profes-
sional organization that
has a new vision; believes
in its potential to con-
tribute to the overall
program goal; wants to
develop and disseminate
new solutions or guide-
lines; and understands
that its reputation in the
field is instrumental to
its cause)

Note: The goals and objectives in this exhibit are an example. The definition of
actual goals and objectives for a program on pediatric asthma in inner cities
should be based on an in-depth situation analysis and audience profile.
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• Planning is a fundamental stage of the communication cycle,
which also includes implementation and monitoring; and
evaluation, feedback, and refinement.

• Strategic planning helps clarify what health communication
programs should do for an organization and its audiences.

• There are variations in some of the stages and categories that
different authors or organizations use to describe the health
communication cycle as well as the planning process. Still, the
overall general premises tend to stay the same and describe
the overall function of each step or stage in the process.

• The key elements of a health communication plan are:
• Overall program goal
• Behavioral, social, and organizational objectives (outcome

objectives)
• Situation analysis and audience profile
• Communication objectives
• Communication strategies
• Tactical plan (including communication messages, channels,

activities, and materials)
• Evaluation plan

• The key elements are research based and interdependent.
Each affects decisions in relation to the others.

• Health communication planning terms serve to increase clar-
ity about the different steps of communication planning.

• The overall program goal is evidence based and describes the
overall “health improvement” (National Cancer Institute and
National Institutes of Health, 2002, p. 22) or “overall change
in a health or social problem” (Weinrich, 1999, p. 67) that the
program is seeking to achieve.

• Behavior, social, and organizational change objectives (out-
come objectives) complement the overall program goal and
should be defined early in program planning. They help focus
the research phase, which leads to the next steps of the plan-
ning process as well as to the development of adequate com-
munication objectives.

• Program outcomes should be measured against outcome ob-
jectives as well as other intermediate evaluation parameters,
which are refined and finalized on the basis of the key find-
ings of the situation analysis and audience profile (see Chap-
ter Ten).
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For Discussion and Practice
1. In your opinion, why is planning important? List and discuss

what you see as the top three reasons for a structured and rig-
orous approach to planning in health communication.

2. Luciana is a nineteen-year-old Italian woman who loves spend-
ing time at the beach and is unaware of the risk for skin can-
cer associated with prolonged sun exposure. (For additional
detail on Luciana’s beliefs, behavior, and social context, see
Box 2.1 in Chapter Two.) Apply the core definitions in this
chapter to:
• Establish the preliminary overall program goal of a health

communication program targeted to Luciana and her peer
group.

• Develop measurable outcome objectives (behavioral, social,
and/or organizational) for this program. For organizational
objectives, think of professional or consumer organiza-
tions that may have an interest in participating in a program
on skin cancer prevention.

3. Imagine you are a health communication consultant who has
been hired to develop a health communication plan. Identify
the steps in your planning process using (a) a traditional,
expert-led approach to planning and (b) a more participatory
approach involving intended audiences and key stakeholders.
Discuss the pros and cons of the two approaches and the steps
you have envisioned.
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Chapter Ten

Situation Analysis and
Audience Profile

In This Chapter
• How to Develop a Comprehensive Situation Analysis and

Audience Profile
• Organizing and Reporting on Research Findings
• Common Research Methodologies
• Key Concepts
• For Discussion and Practice

Health communication planning can be compared to a tower with
many building blocks. Think about the potential verbal or written
briefing that health communicators may receive from an organi-
zation, agency, or team that seeks to address HIV/AIDS prevention
among young women in the United States. This briefing can be re-
garded as the first building block that allows communicators to es-
tablish, share, and discuss the preliminary program goals, as well
as the potential behavioral, social, or organizational objectives with
team members and other key program stakeholders. Most likely
the briefing has been complemented by some preliminary re-
search, including a few conversations with key opinion leaders in
the HIV field and an initial literature review.

Still, the foundation of the health communication tower is not
yet solid. The team members will have many gaps in their knowl-
edge that they will have to close in order to implement the health
communication program. These gaps may include the team’s ac-
tual understanding of the extent and severity of HIV/AIDS among
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young women, as well as all factors contributing to potentially
higher incidence rates and limited use of preventive measures. The
tower’s foundation will be built only by using a comprehensive sit-
uation analysis, including an audience profile for all interested
groups and communities the program intends to reach. Ideally this
analysis should enlist the participation of intended audiences in
defining the health issue and its potential solutions.

The situation analysis is a fundamental building block in the
communication tower. A well-executed situation analysis informs
and guides all the other steps of health communication planning.
It also makes sure that all the building blocks in the tower are not
at risk of falling for lack of the research- and audience-based glue
that holds them together.

This chapter focuses on how to build a solid foundation for
health communication programs by developing an in-depth situa-
tion analysis and audience profile. In doing so, it provides a step-
by-step guide on how to research and analyze all key factors
contributing to a health problem, as well as to select and prioritize
the information that is instrumental to the development of health
communication objectives and strategies. The information in this
chapter is complemented by a detailed worksheet included in Ap-
pendix A (see “Situation Analysis and Audience Profile Worksheet:
Sample Questions and Topics”).

How to Develop a Comprehensive
Situation Analysis and
Audience Profile
The term situation analysis has different meanings in different con-
texts. In this book, it is used as a planning term and describes the
analysis of all individual, community, social, political, and behavior-
related factors that can affect attitudes, behaviors, social norms,
and policies about a health issue and its potential solutions. This
analysis is integral to the development of communication objec-
tives and strategies.

The situation analysis is not just a compilation of data and sta-
tistics. It is an analytical and selective report on the health com-
munication environment (see Figure 1.1 in Chapter One) and all
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audience-related factors. It helps communicators gain an in-depth
understanding of how these factors influence the health issue and
how health communication can affect the environment. All topics
in the situation analysis are selected, prioritized, and covered only
to the extent that they are relevant to a specific health issue and its
audiences.

Ultimately the situation analysis helps identify what may work
and what has not worked. For example, in Nigeria, a situation
analysis report on the government’s efforts to prevent sexually
transmitted infections (STIs) showed that “past actions have lacked
coordination, failed to establish linkages between projects and ac-
tions, and suffered from insufficient financial allocations” (Soul
Beat Africa, 2006). The report also identified the lack of involve-
ment of many key sectors of society in previous initiatives as well as
the absence of critical information on key audiences (Soul Beat
Africa, 2006).

Some authors distinguish the situation analysis from the audi-
ence profile and consider them as two separate steps. In this book,
the audience profile is described as one of the key sections of the
situation analysis. This also reflects actual health communication
practice.

The audience profile focuses only on the audience’s charac-
teristics, demographics, needs, values, attitudes, lifestyle, and be-
havior. These descriptive factors are also used to segment key
audiences. However, practical experience has shown that often
many of the issues pertaining to an audience are also related to the
health communication environment described within the situation
analysis. For example, the social stigma that in many countries is
attached to certain health conditions such as HIV/AIDS should be
analyzed not only as part of the social environment of a commu-
nity or group but also as part of the audience profile. Fear, poor
knowledge of HIV transmission modalities, and a lack of empathy
for a disease that may appear to be self-inflicted (International
Center for Research on Women, 2003) may feed social conventions
and at the same time be reinforced by them. Social norms, poli-
cies, and audience beliefs, attitudes, and behaviors are all mutually
influenced. When the audience profile is part of the situation
analysis, this connection and mutual interdependence may be-
come easier to understand. For this reason, the audience profile,
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which refers to a detailed description of the key program’s audi-
ences as well as groups that influence them, is included in this
book as part of the situation analysis.

These practical tips may help in developing a situation analysis:

• Never feel as though you have spoken with too many people
about a health issue or condition. Gathering multiple perspec-
tives is essential to the planning process.

• Use a team approach in collecting data and relevant informa-
tion. Brainstorm in advance about research needs and methods,
as well as potential difficulties and strategies to overcome them.

• Involve representatives of key audiences across the various re-
search and analysis phases.

• Do not get discouraged if it is difficult to find a specific piece
of information (O’Sullivan, Yonkler, Morgan, and Merritt,
2003). Be persistent.

• Share and solicit feedback on research findings, as well as the
final situation analysis, from key audiences and as many peo-
ple as possible in your organization or team.

• Use data strategically to develop sound communication objec-
tives and strategies, but do not jump ahead. Do not include
communication objectives and strategies as part of the situa-
tion analysis. Program planners should be able to develop
adequate communication objectives and strategies only after
reviewing, discussing, and analyzing key findings (see Chapter
Eleven).

• Look for signs suggesting there is sufficient information in
support of a basic framework of understanding of the specific
health issue and its audiences. Examples are the emergence
of recurring trends or multiple data from different sources
that point to similar conclusions.

All of these points provide practical guidance in completing
the steps of a situation analysis as illustrated in Figure 10.1.

Define and Understand the Health Problem
The first step in developing a situation analysis is to gain an in-depth
understanding of the health issue: its medical and situational causes,
risk factors, severity, and statistical significance among different au-
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diences and groups. This step leads to identifying the audiences or
audience segments the program would prioritize reaching.

For example, decisions about the design and key audiences of
a program on sudden infant death syndrome (SIDS), a condition
that has been associated with many risk factors, including improper
infant sleeping position (National Institutes of Health, 2003; Cen-
ters for Disease Control, 2002), may be influenced by the higher
mortality rates among African American children than among
other U.S. children (National SIDS/Infant Death Resource Center,
2006; National Institute of Child Health and Human Development,
2005). If economic and human resources limit the program’s abil-
ity to reach multiple audiences or the general public, it may make
sense to focus all resources on reaching out to African Americans,
where the risk for SIDS deaths is higher. Of course, these decisions
are influenced by many factors, including the organizational com-
petence to address a specific group or population.

Other important information to include in this first step of the
situation analysis are data and opinions on current treatment and
prevention strategies, recent scientific progress, anticipated pre-
ventive or therapeutic options, best clinical practices, and existing
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Figure 10.1. Key Steps of Situation Analysis

• Highlight unmet communication needs

• Research existing programs, initiatives, and resources

• Develop an audience profile and segmentation

• Understand social, political, and other
    external influences

• Identify key audiences

• Define and understand
    the health problem

• Describe overall barriers to program implementation
    and proposed change
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guidelines. If a new health product or practice is involved, infor-
mation about its major advantages and disadvantages, as well as
how they compare with existing products or services, should be ob-
tained at this stage. Such data can be obtained by a literature re-
view as well as telephone or in-person interviews with key opinion
leaders and professional organizations. Understanding current
clinical practices and available tools helps shed light on the be-
havior or practice change that needs to be addressed at a patient,
health care provider, or policymaker level, to name a few potential
audiences.

Finally, information about the health issue or condition needs
to be evidence based. Whenever possible, use statistically signifi-
cant parameters to define the problem:

• Incidence—the number of new cases of a health condition
that are occurring or are expected to occur in a given popu-
lation within a specific time frame—for example, “HIV/AIDS
cases in Africa are expected to increase by X percent in the
next five years.”

• Prevalence—the total number of cases of disease in a given
population at a specific time, often expressed as a percentage
of the population—for example, “X percent of U.S. children
age six and over have suffered from primary nocturnal enure-
sis at any time during the past five years.”

• Mortality—the total number of people who died of a health
condition during a specific time frame—for example, “In
2002, there were X deaths due to pertussis in the United
States.”

• Morbidity—the number of people who present with severe
symptoms of a disease and are either temporarily or perma-
nently disabled as a result—for example, “In 2003, X percent
of U.S. adults forty to fifty years old who were severely obese
were hospitalized for longer than one week.”

• Cost of the health condition to individuals, health organiza-
tions, communities, groups, or the society as a whole—for ex-
ample, “In 2005, depression accounted for X number of lost
workdays, which resulted in X dollars in lost earnings among
people suffering from depression.”

• Morbidity or mortality of other conditions associated with the
primary health condition or issue—for example, “Serious
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head injuries as a result of falls among Alzheimer’s patients is
a common disease complication and occurs in X percent of
patients.”

• Percentage of people who received or had access to adequate
preventive or treatment options—for example, “In 2006, X
percent of Canadian children received all the immunizations
in the recommended childhood immunization schedule.”

Ideally, all of these parameters should be explored and defined
by age, gender, and ethnic and cultural group or other relevant
variations at the population level. Peer-reviewed publications, or-
ganizational Web sites, and other relevant literature can be used
to gather specific information related to this step.

Identify Key Audiences
This step entails identifying the primary and secondary audiences
of the health communication intervention. The primary audiences of
a health communication program are the people the program
seeks to influence: the people who are at risk for a certain medical
condition or are suffering from it; parents or caregivers who are
responsible for pediatric care decisions for their children; and
other audiences (for example, health care providers and policy-
makers) in cases where programs are small and target only a spe-
cific group or constituency (for example, through professional
communications or government relations). Secondary audiences are
all individuals, groups, communities, and organizations that have
an influence on the decisions and behaviors of the primary audi-
ences. In other words, secondary audiences include those people
who can help reach the primary audience. Primary and secondary
audiences can change or switch over time when, for example, some
of the program objectives are achieved and the program focus is
redefined.

Take the example of the human papilloma virus (HPV), which
is a sexually transmitted infection and can present with almost no
symptoms (Weinstock, Berman, and Cates, 2004). Persistent HPV
infection with specific types of the virus has been described as one
of the leading causes of cervical cancer (Sellors and others, 2003).
In 2006, the U.S. Food and Drug Administration (FDA) approved
the first vaccine against HPV (U.S. Food and Drug Administration,
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2006). The vaccine is approved for use in women “9 to 26 years of age”
(U.S. Food and Drug Administration, 2006). Primary audiences of
a health communication program aiming at reducing HPV inci-
dence by getting people vaccinated might include adolescents and
young adults, as well as parents of children nine to twelve years old
who can influence their preteens’ decision to be immunized. The
decision on selecting one of these two groups (or both of them) as
the primary audience of a health communication intervention
should be based on a number of factors, including audience risk
for HPV, organizational competence to address an audience’s
needs, current policies and medical practices, and the chance for
success in convincing people to comply with immunization.

Secondary audiences should be selected by using a similar pro-
cess and include all groups (for example, family members, health
care providers, peers, student associations) that may have an in-
fluence on the primary audiences. In the case of HPV, one obvi-
ous secondary audience is health care providers, including
pediatricians (when the primary audience consists of parents of
children ten to twelve years old), as well as family practitioners,
gynecologists, nurses, and family planning counselors. In fact,
health care providers are a credible source of information on HPV
and can support the decision to be immunized.

While identifying potential audiences, both primary and sec-
ondary, it is important to start grouping them by age, professional
associations, cultural or ethnic factors, religious beliefs, gender,
current attitudes, practices, and behaviors, as well as other distin-
guishing characteristics that contribute to the makeup of a specific
group or community. This information will be used and analyzed
to complete the audience profile and segmentation.

Understand Social,  Political,  and
Other External Influences
Once the health problem has been defined and potential audi-
ences identified, the next step is to understand the external fac-
tors that influence the current situation or may represent a
challenge or opportunity for change. This phase takes into account
the social nature of human interactions and decision making. In-
dividual decisions often are influenced by peers, institutions, so-
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cial norms, and policies. Medical practices and government poli-
cies are often shaped by the communities to which legislators or
health care providers belong, as well as their constituencies and
the public at large.

Consider the fictional example of Adriana, a forty-five-year-old
Italian woman who takes care of her brother, Mario, who has suf-
fered from schizophrenia since age twenty. He is now thirty-five
years old and lives with his seventy-year-old mother. Adriana is mar-
ried with four children but spends her time between her own
home and her mother’s home.

Like her brother, she lives in a small town where family values
are strong and dictate people’s involvement in the care of less for-
tunate family members. Still, the community is also dominated by
a lack of understanding of mental illness and feelings of fear about
anyone who suffers from it. Adriana’s work colleagues and many
friends have isolated her and her family and seem to expect that
she may also become “crazy” at any moment. In a way, the com-
munity values are contradictory: on the one hand, Adriana is sup-
posed to take care of her family, while on the other hand, almost
no one is able to offer the emotional and social support she and
her brother need.

Over time Adriana and her mother have been influenced by
social prejudice against mental illness. They kept Mario’s illness a
secret for a long time, and Mario avoided treatment and counsel-
ing at the local mental health clinic for fear of being seen there by
his neighbors and friends. He accepted professional help only at
a late stage of his illness. Overall, the lack of social support and
high level of family stress this created affect Mario’s ability to com-
ply with treatment and have had a negative impact on his health.
This also prevents him from holding a steady job or performing
other regular daily activities.

Unfortunately, most countries and communities are still over-
ridden with social prejudice against mental illness. People tend to
believe that mentally ill patients are dangerous (Corrigan, 2004).
However, many of them are in a middle group: “struggling with
mental illness [yet] living on their own with a full-time job” (Med-
scape, 2004).

Prejudice may be reinforced by or, in some cases, lead to spe-
cific local policies and practices. For example, some U.S. states have
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laws “that undermine a person’s [with mental illness] ability to
have a family, to vote, and things like that” (Medscape, 2004). Dis-
crimination may also apply to the quality of health care mentally
ill patients receive. For example, people with mental illness appear
to be less likely to receive cardiac care (Medscape, 2004; Druss and
others, 2000). Finally, additional disadvantages in health insurance
policies “also reflect the stigmatization of people with mental ill-
ness” (Gaebel, Baumann, and Phil, 2003, p. 657).

In the case of schizophrenia, “delayed intervention leads to
greater secondary morbidity” (Hustig and Norrie, 1998, p. 58). A
social, medical, and policy environment that does not encourage
early intervention and instead contributes to family and patient
stress may have a negative impact on patient outcomes.

The mental illness example shows why social and medical prac-
tices, as well as existing policies and regulations, need to be ana-
lyzed and included as part of the situation analysis of a health
communication program. Stigma is only one of many elements that
are influenced by multiple factors that are all interdependent. Oth-
ers include:

• People’s beliefs, attitudes, and behaviors
• Cultural, ethnic, gender, religious, and age influences
• Social norms, policies, and regulations
• Health insurance policies or other practices related to the

health care system
• Overall ideas of health and illness within a specific population

or subgroup
• Market- or environment-related considerations, such as the

way a disease is portrayed by the media
• Disease-related stereotypes

This step of the situation analysis focuses primarily on analyz-
ing all relevant external factors related to the social, scientific, mar-
ket, and policy environment, including these aspects that may be
specific to a given health issue or region of the world. In complet-
ing this step, it is important to take into account how people are
influenced by these factors, as well as what they can do to shape
the environment in which they live.
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Develop an Audience Profile and Segmentation
Developing the audience profile and segmentation in groups with
similar characteristics and behavioral stages is one of the most sig-
nificant steps of the situation analysis. “Know your audience” is
probably the most important mantra of health communication. In
fact, no one can attempt to influence people without making an
effort to know them first.

Only health communication interventions that are based on a
true understanding of the audiences have any chance of succeed-
ing and meeting expected program outcomes. Depending on the
type of health communication intervention, either representatives
of intended audiences or large segments of the community should
be involved and complement expert efforts to profile and analyze
key findings about the needs, characteristics, beliefs, attitudes, and
behaviors of intended audiences.

In most cases, profiling an audience also includes segmenting
it into groups with similar characteristics and needs. This helps
make sense of the audience’s complexity and guides the allocation
of resources as well as the development of adequate communica-
tion objectives and strategies for each segment. Audience seg-
mentation may lead to several different combinations of attributes
for each segment. However, there are cases in which segmentation
is not necessary because the audience presents with similar char-
acteristics and behavioral stages.

A number of obvious categories should be used in profiling,
grouping, and segmenting an audience:

• Demographic characteristics, including age, gender, race, eth-
nic background, language, marital status, number of children,
and literacy level

• Common beliefs, attitudes, and behavior in relation to the
health issue, including perceived or existing barriers to the
adoption of new behaviors or the use of new health services
and products

• Geographical factors, such as location, rural versus urban
environment, size of city or county, climate, and means of
transportation
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• Socioeconomic factors, such as income level, education, and
professional status

• Lifestyle and cultural characteristics, such as preferred pas-
times, risk behaviors, work versus family balance, cultural val-
ues, ideas about health and illness, religious beliefs, media
habits, and preferred media channels

• Physical or medical factors, such as health status, medical his-
tory, comorbidities, and group and individual risk factors

• Other factors that may be issue or audience specific

Sometimes all of these categories apply to the health issue
being analyzed. At other times, only a few of them are significant.
For example, an analysis of the transportation system of a specific
region may be relevant in northeast Brazil, where there are large
distances and very few well-equipped health centers (Stock-
Iwamoto and Korte, 1993; Tannebaum, 2006). In contrast, trans-
portation issues and related audience preferences will not be
relevant to interventions intended to promote screening for breast
cancer among U.S. women under age fifty who live in metropoli-
tan areas, where public transportation and access to health care fa-
cilities are generally diverse and widespread.

The most important parameter for audience segmentation is
the stage of the audience’s beliefs, attitudes, and behaviors in re-
lation to the health issue being addressed. How far are policy-
makers from passing legislation that would increase the number
of available public health clinics? Are they convinced about the im-
portance of this issue? Do they feel it is important to their con-
stituencies? Do they care? Are they normally empathetic about the
rights of underserved and underprivileged people?

Some authors (Weinreich, 1999) suggest using the stages of
behavior change model (see Chapter Two) to segment key audi-
ences on the basis of their attitudes and behavior. The five steps of
this theory (precontemplation, contemplation, preparation, ac-
tion, and maintenance) are described in Chapter Two.

In general, if we think about human behavior and the reason
that people may decide to immunize their child, use condoms on
a regular basis, or protect their skin from the risk for cancer, the
main reasons for adopting or not adopting a recommended be-
havior can be summarized in the following categories of people:
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“Don’t know; know, but see too many obstacles; know, don’t see ob-
stacles, but don’t see benefits; know, don’t see too many obstacles,
see benefits, but don’t care” (Southwest Center for the Application
of Prevention Technology, 2001), and know, don’t see too many
obstacles, see benefits, care but don’t have the time, resources,
tools, or support to implement the change.

Interventions targeted to each of these segments may be quite
different and will need to take into account the other characteris-
tics of each segment (for example, socioeconomic factors, age,
lifestyle). Sometimes because of the diversity of the approaches
that are required to reach different segments or subgroups of a
population, health communicators may decide to focus on only
one group or include other groups gradually. Exhibit 10.1 shows
a practical example of audience segmentation that uses the cate-
gories set out here.

Once the segments have been defined, there are some general
criteria and questions that can help prioritize audience segments
and allocate appropriate resources:

• Is the segment at greatest risk for the health condition (Wein-
reich, 1999)?

• Can it be influenced given the current level of competence of
the health organization to address the audience’s needs and
the specific health situation?

• Does change in a particular segment need to happen before
focusing on other audience segments because of the group’s
ability to lead the process of change?

• Is the segment ready to make a behavior change (Weinreich,
1999; Hornik, 2003), or would this require economic and
human resources that go beyond the current program estimate?

• What is the segment size (Hornik, 2003)? Is it worth a large in-
vestment, or should resources be proportional to its size?

Secondary audiences should be profiled using a similar process
and the same categories described earlier in this section. In addi-
tion, there are a few specific criteria that apply to the process of pro-
filing and segmenting secondary audiences: the level of influence
exerted on the primary audience, potential benefits (for example,
visibility, mission fulfillment) that secondary audiences may derive
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Exhibit 10.1. Audience Segmentation Example

Audience: U.S. women over age fifty-five who suffer from Type 2 diabetes
and are severely overweight or obese

Stage of Knowledge, Attitude,
or Behavior

Don’t know

Know, but see too many obstacles

Know, don’t see many obstacles,
but don’t see benefits

Examples of Potential Segments

Women who are not aware of the
association between obesity and
Type 2 diabetes. They may attribute
diabetes to other causes or consider
it a normal part of aging.

Women who know about the
association between obesity and
Type 2 diabetes. However, they
feel they will never succeed in
losing weight because of one or all
of the following obstacles:

• Peer and family pressure to eat
fast food or other kinds of
unhealthy food

• Lack of time to cook or
implement lifestyle changes

• Insufficient health club or gym
presence in their neighborhood
or cost of membership

• Overall feelings of being unable
to make a change

• Others

Women who know about the
association between obesity and
Type 2 diabetes, don’t see many
obstacles or are confident they
can overcome them. Still, they
don’t believe that at this point
losing weight would make any
difference in regard to their
diabetes or any other comorbidi-
ties of obesity. For example, they 
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Exhibit 10.1. Audience Segmentation Example, cont’d.

Stage of Knowledge, Attitude,
or Behavior Examples of Potential Segments

Know, don’t see many obstacles,
see benefits but don’t care

Know, don’t see many obstacles,
see benefits, care, but don’t have
the time, resources, tools, or
support to implement change

may regard diabetes as a lifetime
condition on which nothing can
have an impact.

Women who know about the
obesity-diabetes association, don’t
see many obstacles to change, see
benefits but don’t care for any of
the following potential reasons:

• They currently are able to con-
trol diabetes with medications,
so, what’s the big deal? 

• They have a fatalistic view of
health and illness and feel they
cannot do anything about it
(whatever it is, it is).

• They have many other
conflicting priorities in their life
and feel this is not one of them.

• Others.

Women who know about the
obesity-diabetes link don’t see
obstacles to change and see
benefits and care. They consider
losing weight one of their top
priorities but are overwhelmed
about the process and may need
help or tools to

• Learn how to integrate exercise
into their busy lifestyle or find
cost-effective options for
physical activity
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from their involvement in the program, and barriers to their in-
volvement (Weinreich, 1999). Other criteria should include the
level of difficulty in working with them, the audience commitment
to the health issue, and existing opportunities (for example, ongo-
ing communication channels, annual venues) that have been de-
veloped by secondary audiences and may expand program reach.

Box 10.1 is an example of audience profiling and segmenta-
tion. This example refers to the Centers for Disease Control
(2006h) campaign “Got a Minute? Give It to Your Kids!” which is
targeted to less involved parents and uses social marketing as a
planning framework and theoretical model.

Box 10.1

Audience Profile: Got a Minute? Give It to Your Kids!

The Audience

The intended audience for this campaign is parents who are less in-
volved with their 9- to 12-year-old children—that is, those who are
less likely to eat dinner with those children, know where those chil-
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Exhibit 10.1. Audience Segmentation Example, cont’d.

Stage of Knowledge, Attitude,
or Behavior Examples of Potential Segments

• Engage peers and family in
their lifestyle change

• Ask the right questions of their
health care providers about
weight loss

• Become aware of quick recipes
for healthy meals they can
prepare after work

• Find the right weight loss
program

• Others

Source: With the exception of the last stage in this exhibit, the stages of
knowledge, attitude, or behavior are from Southwest Center for the Application
of Prevention Technologies (2001).
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dren are during the day, help those children with homework, or oth-
erwise be involved in those children’s lives. These are parents who
need to become more involved if they are to help their children reject
the lure of tobacco.

Why Are We Addressing Only Less-Involved Parents?

Segmenting or identifying a group of people who have enough in
common that you can reach them or motivate them in the same way
is an essential component of a successful social marketing campaign.
The more precisely we can describe a group, the stronger our cam-
paign can become. After all, the goal is to influence behavior among
the largest number possible with the available resources.

We identified less-involved parents as our target audience after
looking at extensive research: in 1998, CDC hosted 60 parenting ex-
perts at a meeting to determine how parents should be characterized.
After that we looked at consumer data from sources like HealthStyles
and Prizm and conducted focus groups with parents. Our analysis
showed us a distinction between three main clusters of parenting at-
titudes and behaviors:

• On-target parents—those doing all the right things according to
the research.

• Non-enforcers—those who were involved with their children and
set clear rules but then failed to enforce those rules.

• Less-involved parents—the group targeted with the Got a Minute?
campaign.

Who Are Less-Involved Parents?

It is not hard to empathize with less-involved parents. Parenting pre-
teens is not easy. As they age through this period, children who were
once running to their parents for help are suddenly running away,
seeking independence. Parents can feel they have lost control. For
our target audience, this is especially true. Less-involved parents want
to be involved with their children, but they don’t know how, when, or
what to do. And as their children enter adolescence, the distance be-
tween parent and child often grows, placing these preteens at greater
risk for tobacco, drug, and alcohol use.

Compared with the other groups, less-involved parents are over-
whelmed. Time that may have been set aside for their children is
quickly absorbed in household chores, work, or just trying to find a

SITUATION ANALYSIS AND AUDIENCE PROFILE 253

Schiavo.c10  2/19/07  1:33 PM  Page 253



moment to relax. Although they work similar hours to other parents,
our target audience can’t find enough time to get organized and plan
activities with their preteens or even with other adults. In short, for
less-involved parents, efficiently managing their time is one of the
largest barriers to participating in activities with their children.

The lack of time and general organization for less-involved par-
ents is not due to involvement in activities without their children. This
group seldom visits friends. They are typically not members of social
clubs, churches, or volunteer organizations. In fact, nearly half would
call themselves “couch potatoes” and most (62%) consider television
their primary form of entertainment.

A powerless feeling is a defining characteristic of less-involved
parents. They reported the lowest self-efficacy on a wide range of be-
haviors. They are often aware of a need to change unhealthy habits
and daily patterns, but they don’t believe they can.

Regarding parenting, our intended audience knows they should
spend time with their children but believe they are unable to change
current behavior patterns. They are less confident about protecting
their children from behavioral risks than other groups of parents and
are less likely to create, develop, and enforce rules with their children.

Snapshot of Less-Involved Parents

• 69% indicated consistently feeling a great deal of pressure.
• 43% see their home as chaotic.
• 90% feel they work very hard.
• 39% do not have their children do chores on a regular basis.
• 43% reported household incomes over $50,000.

What Do Less-Involved Parents Look Like?

Our intended audience can be found anywhere. They cross lines of
ethnicity, education level, socioeconomic status, and marital status.
Less-involved parents can be blue- or white-collar workers. They are
more likely than the other groups to be part of a parenting dyad
(nearly one-quarter of less-involved parents are likely to be separated,
divorced, or never married). Most also fall within the low-middle to
upper-middle household income levels. Not unlike the other groups,
they want to be perceived as ambitious (75%), hardworking (98%),
and courageous (88%), and they want their children to exceed their
current socioeconomic status.
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What Are Their Current Parenting Behaviors?

Although our intended audience wants to spend time with their chil-
dren, they are not able to identify possible activities or actions they
can take to increase or improve their time together. For example, a
majority (54%) of less-involved parents do not usually eat dinner to-
gether as a family. They think food preparation should take as little
time as possible and are less likely to feel guilty about serving conve-
nience food.

Concerning rule enforcement and monitoring of children’s activ-
ities, many parents in our intended audience are not requiring that
their children do chores on a regular basis, and their children are usu-
ally not checking in with them regarding their after-school or week-
end activities.

Overall, less-involved parents are not satisfied with how their lives
are currently going (52%)—including their relationships with their chil-
dren. They feel overwhelmed with obligations, have low self-confidence,
and feel like they are never going to get a grasp on their parenting
obligations.

How Do We Reach Them?

Our intended audience is open to ideas on how to improve their par-
enting behaviors. They are willing to listen to various communications
channels and are not that selective about the messenger. If it seems
like a good idea, they will try it. However, they are likely to resent mes-
sages that do not provide a choice or that criticize their current be-
haviors. One subtle distinction goes to the heart of this: they want
ideas, not advice.

Thus, the Got a Minute? campaign is designed to offer help, not
issue orders or encourage guilt. At its core, the campaign simply pro-
vides ideas about how to connect with their children—just what less-
involved parents are seeking.

Source: Centers for Disease Control and Prevention. “Got a Minute? Give It
to Your Kid: Audience Profile.” http://www.cdc.gov/tobacco/parenting/
audience.htm. Retrieved Feb. 2006. Used by permission.

K e y  S t a k e h o l d e r s  a n d  C o n s t i t u e n c y  G r o u p s

Stakeholders are all individuals and groups who have an interest or
share responsibilities in a given health issue. They may represent
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the primary audience (for example, AIDS activist groups or breast
cancer survivors’ groups) or influence them. As part of the audi-
ence profile and segmentation, key stakeholders need to be iden-
tified, cultivated, and engaged in the early phases of program
planning to secure their potential commitment and endorsement
of communication objectives and strategies.

For example, in designing a program that aims to reduce flu
transmission from health workers to patients by promoting im-
munization of nurse practitioners and other health workers, it
makes sense to speak with the organization that represents nurse
practitioners. In doing so, communicators can solicit their feed-
back on key research findings about current beliefs, attitudes, and
behaviors, as well as potential communication objectives and strate-
gies. Moreover, brainstorming with them about communication ac-
tivities and their involvement in the program provides invaluable
insight into the design of the communication intervention and in-
creases the likelihood that the program will effectively reach nurse
practitioners.

Stakeholders are either individuals, such as physician opinion
leaders in a field, or constituency groups, such as the nurse asso-
ciation described above, that represent and influence specific com-
munities, groups, or people who share common interests and
goals. Securing the endorsement of program elements by key con-
stituency groups as well as managing criticisms and different view-
points by key influential groups is an important component of the
health communication process and should be a key priority in the
planning process.

Key resources to identify stakeholders and constituency groups
include the Web, existing literature, articles or broadcast clips from
mass media outlets, interviews, and other personal encounters with
representatives of key audiences, colleagues, and disease experts.

P r e f e r r e d  C o m m u n i c a t i o n  C h a n n e l s ,
V e h i c l e s ,  a n d  V e n u e s

Health communication is audience specific. Understanding the
media habits and preferences for different kinds of communica-
tion channels of each primary and secondary audience is an inte-
gral part of the audience profile section of the situation analysis.
Special consideration should also be given to audience-specific
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venues, such as annual conferences or existing community or chap-
ter meetings.

In this book, the term communication channel refers to both the
means and the path selected to reach the intended audience with
health communication messages and materials. Communication
channels can be divided into three broad categories:

• Mass media channels: print and broadcast media, the Internet,
and other new media

• Interpersonal channels, such as counseling, one-on-one meet-
ings, provider-patient encounters, peer education, stake-
holder-led meetings, or other interactive channels

• Other community-specific channels and venues, such as local
or traditional media, poetry, traditional folk media, theater,
existing community meetings, churches, local markets, or
annual conferences

The U.S. Agency for International Development (1999) ana-
lyzes benefits and challenges of diverse communication channels
on the basis of three key parameters: ease of message control, in-
teractivity, and ease of boundary control. In this model, radio and
television are the less interactive channels, and peer education and
counseling are considered the most interactive. Interactivity is con-
sidered more likely to influence a group to take action.

In general, the most appropriate channels for a given health
communication program are audience specific, reflect the audi-
ence’s preferences, and depend on several criteria that should in-
form research objectives on this topic as well as the analysis of
relevant findings:

• Message content and complexity. Complex messages cannot
rely on only the use of the mass media; they also need to be deliv-
ered using interpersonal channels and other community-specific
media to reinforce mass media messages. Consider, for example,
the mother of a twelve-year-old boy who may have read in a na-
tional newspaper about the recent increase in U.S. pertussis inci-
dence (Centers for Disease Control, 2005). She may be aware of
the need to immunize adolescents to protect them from contract-
ing the disease and transmitting it to more vulnerable segments of
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the population such as infants and young children (Centers for
Disease Control, 2006i). However, the decision to immunize her
child would need to be supported by her physician as well as her
peer group. This would be particularly important in the absence
of school mandates and other specific regulation in her commu-
nity. Health communication programs in this field should also in-
clude the use of interpersonal channels and tools to facilitate
peer-to-peer interactions as well as provider-parent communica-
tions. Ideally, interpersonal channels such as one-on-one meetings
or community-specific channels such as local government newslet-
ters and meetings could also be used to support the introduction
of school-based mandates at local government level.

• Audience reach. A common criterion in selecting communi-
cation channels is the number of people a channel can reach. In
the case of print and broadcast media, this number is expressed in
terms of audience circulation (see Chapter Five). In other cases, it
may be the number of people in the intended audiences that a
workshop or community meeting is estimated to attract. These
numbers are important to define the most suitable and effective
channels to reach the largest number of members of key audi-
ences. Audience reach is one of the key parameters to consider in
designing cost-effective interventions.

• Cultural and issue appropriateness. Even within the variety
of channels that are specific to a given audience, a distinction
needs to be made in selecting those that are culturally appropriate
for discussing or breaking news about a specific health issue. For
example, Bernhardt and others (2002) reported that African
American and European American men who participated in a
study on Internet-based health communication on human genet-
ics were interested in the great potential for Internet communica-
tion but “voiced concerns about the credibility and accuracy of
on-line information, lack of trust in many websites, and fear of safe-
guarding privacy” (p. 325). Conversely, people coping with HIV in-
fection appear to regard the Internet as a source of empowerment
that “augments social support and facilitates helping others”
(Reeves, 2000, p. 47).

• Cost-effectiveness. Since cost-effectiveness is one of the key
elements of health communication (see Chapter One), possible
channels need to be assessed on the basis of budget parameters
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and priorities. Cost-effectiveness assessments should be based on
a cost comparison of options that will lead to comparable results.
This analysis should also include an evaluation of existing pro-
grams and resources as potential channels for the delivery and dis-
tribution of health messages and materials. Cost-effectiveness
assessment naturally leads to the next step of the situation analysis
(existing programs, initiatives, and resources) and is one of the
many reasons for researching past and ongoing programs.

Even within the same kind of communication channel (for ex-
ample, interpersonal channels), it is important to consider the im-
pact on behavior that different speakers or messengers may have
on intended audiences. For example, a study by Holtzman and Ru-
binson (1995) showed differences in the behavioral outcomes of
parent communications versus peer communications on HIV/AIDS
among high school students. In fact, “young women were influ-
enced more by HIV discussions with parents, while young men
were influenced more by discussions with peers” (Holtzman and
Rubinson, 1995, p. 235). Peer discussions were more likely to lead
to multiple partners and unprotected sexual intercourse.

Once the key stakeholder analysis has been completed, further
consideration should be given to the stakeholder access, level of
comfort, and effectiveness with different communication channels.
This analysis intersects with the assessment of key communication
channels and may influence resource allocation for the develop-
ment of tools, materials, or activities specific to a given channel.

The analysis of communication channels is one of the last steps
of the audience profile section of the situation analysis. Of course,
other audience- or issue-specific factors may not be included in this
book’s description.

Once channels have been researched and analyzed, it is im-
portant to understand overall audience preferences and reactions
to different communication vehicles. In health communication, the
term communication vehicles refers to the specific means or tools that
are used to deliver a message using communication channels
(Health Communication Unit, 2003b). It includes communication
activities, events, and materials. For example, if the communica-
tion channel is print media, such as a consumer magazine, potential
vehicles include feature articles and advertorials. Communication
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vehicles are audience and channel specific. All criteria that apply
to the analysis of which communication channels to select also
apply to communication vehicles. In health communication prac-
tice, the terms vehicles and channels are sometimes used inter-
changeably, which may lead to confusion. In order to avoid
confusion, the term tactics in this book is primarily used to indicate
the same category (for example, activities, materials, and events).
However, tactics also has a strategic connotation because of the con-
nection of the communication vehicles being used with the other
elements of the tactical plan (see the Glossary and Chapter
Twelve).

Research Existing Programs,
Initiatives,  and Resources
There are several reasons to research and analyze past and exist-
ing programs, initiatives, and resources:

• Lessons learned and key success factors of past and ongoing
programs.

• Opportunities for partnerships, material distribution, message
delivery, and overall enhanced access to key audiences.

• Existing tools and communication channels that may comple-
ment the new program’s messages and materials or be used
with them. Capitalizing on existing tools and channels may
reduce the new program’s costs for material development and
audience outreach.

• Knowledge of programs or approaches that may be in opposi-
tion to the health communication program goal and objectives.
For example, if the program being developed is in support of
animal research, it may be helpful to understand the rationale
and tools used as the basis of health communication programs
that advocate against animal research.

These should all be considered key components of this analysis.
Key resources to collect information on past or existing programs
and initiatives include the Web, communication or public affairs
directors of health organizations in the field, health communica-
tion listservs or chatrooms, mass media articles, peer-reviewed lit-
erature, and field experts.
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Highlight Unmet Communication Needs
This step complements and expands on the analysis of existing pro-
grams. In fact, the previous step may help identify unmet commu-
nication needs that have not been addressed by past or current
programs or may help distinguish a program and attract the at-
tention of key audiences. However, this analysis is often integrated
by information collected through interviews with key stakeholders
and representatives of intended audiences, focus groups, literature
review, or other research methods, which should contribute to
highlighting specific communication needs and priorities for each
audience.

Describe Overall Barriers to Program
Implementation and Proposed Change
Health communication programs that are poised to address poten-
tial barriers to behavioral or social change or program implemen-
tation are more likely to achieve expected outcomes (Grimshaw,
Eccles, Walker, and Thomas, 2002). Therefore, a description of
barriers should be included in the situation analysis along with an
initial vision for how to address and overcome them. This vision
should be defined using the input of representatives of key audi-
ences, stakeholders, and constituency groups or, depending on the
program characteristics and planning needs, the community at
large.

Among the potential barriers are these:

• Cost, which is the actual financial cost of the product the pro-
gram asks people to use, or the human cost or sacrifices in
terms of time, lifestyle, or supportive relationships needed to
adopt a new behavior, policy, or practice

• Lack of adequate tools and resources to facilitate the integra-
tion of the proposed behavior into people’s lifestyle

• Lack of capacity or technical competence that, for example,
may help people become independent in adopting a new be-
havior (for example, lack of knowledge on how to perform a
breast cancer self-exam) or advocating for a new policy

• Poor or inadequate local infrastructure that limits access to
the recommended health behavior—for example, lack of
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health services in a region that is asked to become more pro-
active in using family planning methods or lack of hospitals
that perform HIV screening within a certain geographical
distance

• Lack of clear guidelines or clinical standards
• Time constraints
• Inadequate policies
• Individual or group factors such as social norms, lack of com-

munication training, existing prejudices, or language barriers
• Lack of organizational commitment to health communication

and its funding
• Inadequate economic or human resources

All potential barriers should be analyzed by reviewing key find-
ings of the situation analysis and listing all the factors and data that
may point to potential difficulties in program execution or the
achievement of expected results. There are circumstances in which
existing barriers require a significant economic or human resource
commitment for their removal. In these cases, it may be advisable
to prioritize health communication efforts and initial resource al-
locations on minimizing or removing such obstacles. This will still
require a behavioral- and social-oriented mind-set. In fact, the
focus of this initial barrier-conscious intervention would be, for in-
stance, convincing local health authorities to improve access to
health services or products; or changing existing social norms and
removing prejudice within a community; or attracting additional
funds and resources to the program’s mission and overall goal.

Organizing and Reporting
on Research Findings
Once the research phase of the situation analysis has been com-
pleted, the next step is to prioritize, present, and discuss findings
with team members, representatives of key audiences, clients,
health organizations, organizational departments, and, depending
on the nature of the program, everyone who has a stake in the
health communication intervention. Since not all of the data being
collected are likely to be relevant to the program, the first step is
to select and expand on the information that will lead to the de-
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velopment of communication objectives and strategies. This tends
to be all information that has been confirmed as relevant by mul-
tiple sources and appears to meet current audience needs and
preferences in relation to the behavioral, social, or organizational
outcomes that are sought by the program. This also represents the
core briefing for the development of communication objectives
and strategies.

In organizing and presenting key findings and related conclu-
sions, it may be helpful to divide the situation analysis in the same
categories described in this book for its different steps (see “Situ-
ation Analysis and Audience Profile Worksheet: Sample Questions
and Topics” in Appendix A). Other logical categories can be added
if they improve the overall organization and clarity of the analysis.
Another practical tip is to think in terms of key issues—in other
words, the facts, data, or information that are critical to the health
issue and its audiences as well as to the achievement of outcome
objectives.

A common practice in the private and commercial sector is the
use of a SWOT (strengths, weaknesses, opportunities, and threats)
analysis to organize the information about a particular product,
behavior, social, or organizational change. Other authors have al-
ready suggested a much broader use of this tool in health com-
munication planning (O’Sullivan, Yonkler, Morgan, and Merritt,
2003). SWOT analyses help in gaining a clear understanding of the
situation and present with an easy-to-digest format to share the in-
formation with partners and team members. Exhibit 10.2 includes
a practical example of a SWOT analysis.

The situation analysis leads to communication objectives and
strategies. Still, it would be premature to develop communication
objectives without first validating the initial program’s goal as well
as key behavioral, social, and organizational objectives.

Consider the example of the program goal of an asthma pro-
gram that was originally established on the basis of preliminary
data pointing to a higher disease incidence in a specific group. The
overall program goal was to reduce the incidence and morbidity
of asthma in that group. Yet more conclusive evidence has shown
that asthma incidence in the target group is actually comparable
to rates for the general population. The key health issue is not
asthma incidence but the disease severity and mortality because of
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Exhibit 10.2. SWOT Analysis for the Caribbean Cervical
Cancer Prevention and Control Project

Strengths

1. Communication system that
allows wide reach

2. Previous initiatives to build and
improve on

3. Dedicated workers

4. Enabling environment for use of
media

5. Established culture of health
communication

6. Media houses with space and
time dedicated for health

7. Access to performing arts for
health communication

Opportunities

1. Destigmatization of cancer

2. Ability to link with other
programs

3. A fertile environment for the
cervical cancer program

4. Several potential partners in
health CBOs, NGOs, private
sector, opinion leaders, and so on

5. Greater access to creative skills

6. Capacity for networking among
countries, agencies, and
programs

Weaknesses

1. Gaps in information

2. Limited resources

3. Limited reach and
understanding of the message
and material

4. Deficiencies in academic
curriculum for health workers

5. Lack of control over media
placement (when message will be
aired)

6. Conflicting message at all levels
and in all sectors

7. Inadequate monitoring and
evaluation

8. Lack of a sustainable
communication program

9. Limitations of access to services
promoted

10. Inadequate social-marketing
expertise

Threats

1. Myths in the society

2. Gender roles and patterns

3. Differences in interpretation or
presentation

4. Multichannel media making
reach more difficult and costly

5. Loss of human resources from
public to private sector and
overseas (brain drain)

6. Limited buy-in from health
professionals

Source: Adapted from Caribbean Epidemiology Center. “Report of Communica-
tion Advisory Committee Meeting, Sub-Committee of the Technical Advisory
Group.” Caribbean Cervical Cancer Prevention and Control Project (CCCPC),
2003, p. 2. http://www.carec.org/documents/cccpcp/communication_
advisory_report.doc. Used by permission.
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the lack of knowledge and communication tools to help prevent
and manage severe asthma attacks in that community. Therefore,
the final program goal should reflect the conclusions of the situa-
tion analysis and be restated as following: Reduce the severity and
mortality rates of asthma in a given group. Outcome objectives
should be established to meet such goal.

Common Research Methodologies
Health communication practitioners and students need to be
aware of key research strategies and methods in order to complete
the research phase of the situation analysis and audience profile,
as well as some other steps of the health communication process.
This is equally important for cases in which more formal research
is needed; as a consequence, the health communication team may
need to interview, hire, and supervise the work of a marketing and
communication research firm.

Before moving to the definition of core methodologies, it is im-
portant to make a distinction between market research and market-
ing research. Although these terms are often used interchangeably,
market research defines the process of gathering information about
a market and its dynamics, and marketing research is a systematic ap-
proach to research that includes more than a description of mar-
ket factors and dynamics and applies to much broader research
needs, including audience profile and segmentation (QuickMBA,
2006). As discussed in Chapter Two, this systematic, rigorous, and
analytical approach to research is one of the most important con-
tributions marketing has made to the health communication field
and heavily influences communication research.

Another important distinction is between qualitative and quan-
titative research. Qualitative research refers to techniques and re-
search approaches that are used to collect data in relatively small
groups. Qualitative data are not statistically significant and focus on
opinions, trends, and insights (Andreasen, 1995). Qualitative re-
search is often used in the preliminary research phase to establish
initial program goals and behavioral objectives and tends to pro-
vide in-depth details on motivations, attitudes, and behaviors. It is
also frequently used to assess the format and needs for quantitative
data. Qualitative research sometimes can include approximate num-
bers (for example, percentages) of a trend, opinion, or behavior.

SITUATION ANALYSIS AND AUDIENCE PROFILE 265

Schiavo.c10  2/19/07  1:33 PM  Page 265



Quantitative research refers to research methods and data that
are statistically significant and are usually collected from large sam-
ples. Regardless of its focus (for example, health behaviors, media
habits of intended audiences, frequency of physician-patient en-
counters on a health issue, or level of awareness about a medical
condition), the aim of quantitative research is to provide the health
communication team with exact numbers about different kinds of
audience- or environment-related factors.

Many health communication programs rely solely on well-planned
and well-executed qualitative research, but there are cases in which it
is necessary to collect statistically significant data (for example, when
statistically significant data are needed to convince key stakeholders
of the relevance of a specific health issue and the significance of the
health communication intervention). Table 10.1 lists some of
the key characteristics of qualitative versus quantitative research.

This section provides a brief overview of key communication
research methodologies for qualitative and quantitative research,
as well as practical advice on how to select and use them. It also ex-
amines key principles in identifying and selecting a suitable mar-
keting and communication research firm to provide technical
assistance with the research process in case this is needed.
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Table 10.1. Qualitative Versus Quantitative Research Methods

Qualitative Quantitative

Provides depth of understanding Measures level of occurrence

Asks “Why?” Asks “How many?” and “How often?”

Studies motivations Studies actions

Is subjective; probes individual Is objective; asks questions without
reactions to discover underlying revealing a point of view
motivations

Enables discovery Provides proof

Is exploratory Is definitive

Allows insights into behavior and Measures levels of actions and trends
trends

Interprets Describes

Source: From Methodological Review: A Handbook for Excellence in Focus Group
Research by M. Debus. Copyright 1988 by The Academy for Educational
Development, Washington, D.C. Reprinted with permission.

Schiavo.c10  2/19/07  1:33 PM  Page 266



All methodologies described here apply at least to a certain ex-
tent to all research phases of the health communication process
(Freimuth, Cole, and Kirby, 2000):

• Formative research, which consists of all research efforts that
precede program design and implementation: the research
conducted for the situation analysis and audience profile in
order to assess the health communication environment and
the key needs and characteristics of all intended audiences
and the pretesting of messages, materials, and activities with
intended audiences (discussed in further detail in Chapter
Twelve). A pretest is an analysis of an audience’s reactions that
takes place prior to the dissemination and implementation of
messages, materials, and activities.

• Process-related research, which aims at assessing and monitor-
ing the implementation phase of a health communication
program. This process often relies on marketing research
methodologies and means of contacts, such as stakeholder in-
terviews and surveys, to secure feedback by key audiences on
program elements and their execution.

• Summative research, which refers to the research conducted
as part of the evaluation phase of the program to assess the
effectiveness of the program’s strategies, the overall pro-
gram reach, and its impact on the program’s goals and key
objectives.

Depending on the nature of the health communication pro-
gram, all research phases may be completed by the health com-
munication team and other experts or by the community itself with
the guidance and technical assistance of outside experts and facil-
itators. The latter option is at the core of participatory research,
which involves and gives authority to intended audiences for the
design, implementation, and analysis of research efforts. Although
the degree of participation of key audiences in research design and
implementation may vary depending on the project and audience
characteristics, this book advocates for the inclusion of at least key
stakeholders and representatives of intended audiences in the
process of sharing information, as well as providing feedback and
analyzing research findings.
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Secondary Data
Secondary data are all information that has been collected, pub-
lished, or reported by others in different formats (for example, un-
published reports, existing presentations, posters, Web sites, mass
media articles, public health reports, guidelines, peer-reviewed ar-
ticles) and in relation to different programs. The individuals or
groups who analyze and use the data were not involved with the
initial design and implementation of the research.

Potential examples of secondary data that may be relevant to
a specific health communication program include information
about key audiences’ demographics and cultural or religious be-
liefs, other countries or programs’ experiences in relation to the
same health issue, and data from surveys or focus groups related
to similar topics and audiences.

Several authors (Saunders, Lewis, and Thornhill, 2003; An-
dreasen, 1995) have already highlighted many of the limitations
that apply to the use of secondary data. However, all of them also
agree on the value of secondary data at least in the initial research
phase. Among the limitations are these:

• Secondary data were gathered for different projects and pur-
poses and may be incomplete in exploring topics critical to
the health communication program.

• The credibility of secondary data varies and should be care-
fully assessed (for example, in relation to specific Web sites
and Internet resources).

• Secondary data may be difficult to interpret in the absence
of the original research design or protocol.

• Secondary data can be outdated.

Nevertheless, secondary data are important in the exploratory
research phase to help gather critical background knowledge on
the health issue and its audiences. Sometimes this knowledge is
current and relevant to a given health communication program.
Other times, it needs to be supplemented by new research. In most
cases, it is advisable to gather additional information at least
through one-on-one interviews with key stakeholders and repre-
sentatives of intended audiences. In these cases, secondary data
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will provide a valuable framework to develop key questions and en-
gage key stakeholders during the interview and in relation to the
overall health communication process on a given health issue.

The following sections look briefly at several sources and meth-
ods to research secondary data.

L i t e r a t u r e  R e v i e w

A review of existing literature can include peer-reviewed journals,
press clips, broadcast segments, trade journals, unpublished re-
ports, PowerPoint presentations, annual reports, and other types
of publications by local and international health organizations,
among others. University and public libraries are good places to
start a search. They also provide access to databases and online
journals that may save time and facilitate the research process.
However, most health organizations now have the internal capa-
bility to conduct these searches from their offices.

D a t a b a s e  a n d  I n t e r n e t  S e a r c h

In Western countries, where computer and Internet use are wide-
spread, most searches for existing literature or other secondary data
can take place over the Internet. In most parts of the world, the
number of online publications and virtual libraries is rapidly in-
creasing and includes several thousand peer-reviewed journals, mag-
azines, newspapers, newsletters, and other kinds of publications.

The Internet also eases access to PowerPoint presentations,
health organizations’ annual reports, program descriptions, meet-
ings proceedings, clinical guidelines, and a wealth of additional in-
formation. There are a huge number of available databases and
search engines.

Search engines catalogue information from the public, private,
news media, and academic sectors. Most people try more than one
search engine or database while researching for a specific kind of
information. In the United States, Google and Yahoo! have been
the two search engines most used in the past few years (Sullivan,
2006).

Relevant databases for health communication research include
Medline, the online database of the U.S. National Library of Med-
icine (NLM); LexisNexis, a searchable archive of U.S. and inter-
national magazines, newspapers, business, and legal documents;
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and several commercial databases to which users can subscribe or
access using a public library system.

Users who are searching the Internet for data compilation and
analysis must use objective criteria to evaluate information credibil-
ity. The information source (the author or organization, for exam-
ple) is one of the key parameters to assess credibility (Montecino,
1998; Jitaru, Moisil, and Jitaru, 1999). Is the author well published
(Montecino, 1998)? In other words, is the author published in rep-
utable journals and outlets, or does he or she have a substantial
number of publications? Does he or she have practical experience
on the subject? Is the author affiliated with a reputable organiza-
tion? Do other organizations or stakeholders recognize the credi-
bility and authority of the organization that endorsed or publicized
specific health data or information? Did the author or organiza-
tion have any personal or group interest to support a given view-
point? These are only some of the key questions that should be
asked about the information source.

Other key criteria for the evaluation of online information in-
clude the editorial review process (Does the editorial board
include recognized experts in the field?) and currency (Does the
information reflect current data and trends? How often does
the information appear to be updated?) (Jitaru, Moisil, and Jitaru,
1999). Finally, Web sites that clearly disclose the author’s or orga-
nization’s intent or mission as well as contact information and po-
tential grants or conflicts of interest are likely to be more credible.

W e b  S i t e s  o f  E x i s t i n g  O r g a n i z a t i o n s

Web sites of professional organizations, patient groups, govern-
ment offices, universities, and other groups may be valuable
sources for information on existing health communications pro-
grams or other initiatives, case studies, potential partners, and best
clinical practices, to name a few topics. They may also be helpful
in identifying key stakeholders in a specific health field, who usu-
ally tend to be part of advisory boards or mentioned frequently on
reputable Web sites.

The same criteria that apply to assessing the credibility of other
online information are also relevant to Web sites and should be
used to evaluate them. Table 10.2 includes additional criteria that
apply more strictly to health-related Web sites and are concerned
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Table 10.2. Frequency of Explicit Criteria for Evaluation
of Health-Related Web Sites by Criteria Groups

Criteria groups Frequency (%) (n-165)

Content of site (includes quality, reliability, 30 (18)
accuracy, scope, depth)

Design and aesthetics (includes layout, 22 (13)
interactivity, presentation, appeal, graphics,
use of media)

Disclosure of authors, sponsors, developers 20 (12)
(includes identification of purpose, nature of
organizations, sources of support, authorship,
origin)

Currency of information (includes frequency 14 (8)
of update, freshness, maintenance of site)

Authority of source (includes reputations of 11 (7)
source, credibility, trustworthiness)

Ease of use (includes usability, navigability, 9 (5)
functionality)

Accessibility and availability (includes ease of 9 (5)
access, fee for access, stability)

Links (includes quality of links, links to other 5 (3)
sources)

Attribution and documentation (includes 5 (3)
presentation of clear references, balanced
evidence)

Intended audience (includes nature of intended 3 (2)
users, appropriateness for intended users)

Contact addresses or feedback mechanism 2 (1)
(includes availability of contact information,
contact address)

User support (includes availability of support, 2 (1)
documentation for users)

Miscellaneous (includes criteria that lacked 33 (20)
specificity or were unique)

Note: Of five authors who assigned weights or priorities to their proposed
criteria, four cited content and one cited peer review (categorized as
miscellaneous) as the most important criterion. The percentage total does not
equal 100 because of rounding off.

Source: Kim, P., Eng, T., Deering, M. J., and Maxfield, A. “Published Criteria for
Evaluating Health Related Web Sites: Review.” British Medical Journal, 1999, 318,
p. 648. Used by permission.
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not only with the credibility of the information but also with the
overall quality of the site, which may be another credibility indica-
tor. These criteria (165 in total) were compiled from twenty-nine
published rating tools and journal articles and were assessed on the
basis of their frequency (Kim, Eng, Deering, and Maxfield, 1999).

O n e - o n - O n e  C o n t a c t s  a n d  I n t e r v i e w s

In regions where the Internet is less accessible (for example, in
some developing countries), gathering secondary data may be
challenging. A good way to start is by contacting university
researchers, local public health departments, nonprofit organiza-
tions, government officers, corporations, and all other stake-
holders who can point to the existence of previous reports,
documents, and data and perhaps share them together with their
own professional experience. While this approach is extremely
valuable in situations where Internet research is not an easy op-
tion, contact with those in the field should be sought in all cases
to confirm the validity of secondary research findings, supple-
ment other data and professional experiences, and make sure
that potential or actual stakeholders can have an opportunity to
contribute to analyzing them.

Primary Data
Primary data include all information gathered specifically to address
the research needs of a given health communication program.
Such data are collected directly by program planners or market-
ing research firms by direct observation of specific facts and be-
haviors or using systematic research approaches. Program planners
and other researchers involved in the project are directly respon-
sible for the design, implementation, and analysis of primary re-
search efforts. Primary research can be quantitative or qualitative
or both.

Since they are collected specifically for the purpose of inform-
ing and shaping program decisions, primary data are the most
valuable resource in program planning. In the case of participa-
tory research, members of key audiences or the community at large
are also involved in most steps of research design, implementation,
and analysis.
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Overview of Qualitative versus
Quantitative Research Methods
Primary research relies on direct communication methodologies,
which include all means of contact researchers use to gather data
by communicating directly with research subjects “either in per-
son, through others, or through a document such as a question-
naire” (Joppe, 2006).

The following techniques are common in qualitative research:

• One-on-one in-depth interviews. These can be telephone or
in-person interviews with internal and external stakeholders,
members of key audiences, representatives of relevant health
organizations. Whenever possible, it is preferable to conduct
in-depth interviews in person.

• Focus groups. One of the most common research methodolo-
gies, this consists of small group discussion. Participants are
usually representatives of key program audiences (for exam-
ple, mother of children under two years of age; African Amer-
ican men who are over forty-five years old; emergency room
physicians who work in metropolitan areas).

• Case study analysis. This method yields a detailed description
and analysis of experiences and programs that are related to a
given health communication program. It relies on a combina-
tion of in-depth interviews with representatives of the organi-
zation where the experience, or “case,” took place, with an
analysis of secondary data, such as existing literature and press
reports.

Quantitative research relies primarily on surveys of large seg-
ments of key audiences, which can be conducted by telephone or
distributed over the Internet, by mail, or at meetings or other
venues and tend to be self-administered by respondents. Following
is a closer look at key considerations and parameters in using qual-
itative and quantitative research methods.

O n e - o n - O n e  I n - D e p t h  I n t e r v i e w s

Stakeholder interviews, the most common form of in-depth inter-
view, as well as other kinds of one-on-one encounters, require spe-
cific skills, advance preparation, and the ability to create rapport
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with the individuals being interviewed. It is always a good idea to
precede the interview with a preliminary conversation, e-mail, or
other form of communication that addresses the overall focus and
purpose of the interview. Advance preparation should also include
a tentative list of key questions and a review of some background
information on the organization that the interviewee may repre-
sent. In today’s competitive and busy work environment, wasting
anyone’s time for lack of preparation is not a good way to encour-
age their interest in helping with a specific health issue.

Often one-on-one interviews may become the forum to discuss
the potential for partnerships or other topics that may digress from
the initial focus but are still relevant to the specific health com-
munication program. In general, in-person interviews are prefer-
able to telephone interviews. However, the telephone interviews
are increasingly common and help break down barriers related to
lack of time or geographical distance. The average interview lasts
30 to 120 minutes.

Some general criteria apply to the process of interviewing and
may help establish a rapport with the person being interviewed. Al-
though these criteria are particularly important in the case of one-
on-one interviews, they generally apply to other research methods,
such as focus groups and telephone surveys.

For example, it is important to ask general and nonintrusive
questions first. Breaking the ice by making a joke or telling some-
thing about oneself helps create feelings of comfort among people
being interviewed. Confrontational questions (for example, about
an article the interviewer read that supports opposite views about the
work of the interviewee) should always be asked toward the end of
the interview. By then, the interviewee trusts the interviewer and
may feel more comfortable addressing controversial topics. Also,
whenever possible, it is a good idea to repeat and summarize some
of the key points that the interviewee raised. This may help correct
potential misunderstandings as well as organize the information
once the interview has been completed. Other practical tips help
the interview proceed smoothly:

• List the questions in a logical order.
• Use simple language, and avoid technical words.
• Divide a complex question into multiple questions.
• Avoid leading questions, such as yes or no questions.
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All interviewers, regardless of whether they are involved in one-
on-one interviews, focus groups, or telephone surveys, should be
trained and become familiar with all questions and potential
follow-up inquiries in advance of the actual research implementation.

Fo c u s  G r o u p s

Focus groups are facilitated group discussions. Many of the gen-
eral principles discussed for one-on-one interviews also apply to
these groups. However, in the case of focus groups, the facilitator
and interviewer, who is usually called a moderator, needs to be
aware of group dynamics in order to make sure that all participants
feel comfortable and encouraged to contribute to the discussion.

Focus groups are one of the most common means of contact
in communication research. They are used to gather data for the
situation analysis and audience profile; test the words and ques-
tions of a survey’s questionnaire; secure the audience’s feedback
on the message and graphic concepts of communication materials
and activities; and understand the audience’s reaction to a specific
health product or service or behavior, to name a few applications.
They may reveal unexpected details about audience preferences
and beliefs. For example, a focus group study on the use of
insecticide-treated nets for malaria protection in Angola revealed
that users would prefer nets to be in bright colors (yellow, orange,
and pink) instead of white because of concerns with white nets,
which can become visibly dirty shortly after installation (Schiavo,
1998, 2000).

As with other research methods, focus groups are regulated by
several codes of ethics (Office for Human Research Protections,
2006; National Institutes of Health, 2006) to protect participants
in the research and make sure that they are fully informed about
the research methodology and objectives. Although focus group
participants usually receive and sign a consent form, which should
include a description of the research’s purpose and methodology,
the group should begin by reviewing this information. The focus
group moderator should:

• Facilitate introductions and provide the rules for interactions
within the group.

• Avoid asking leading or yes or no questions. Most questions
should be open-ended.
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• Monitor topics to make sure the discussion stays focused on
the research topic.

• Have a clear understanding of the research goals and the kind
of information that needs to be collected.

• Show respect for all participants and their opinions.
• Make sure everyone understands there is no right or wrong

answer (National Cancer Institute and National Institutes of
Health, 2002).

• Shield shy participants from more verbal or aggressive pan-
elists (Hester, 1996).

• Make sure everyone has an opportunity to express his or her
opinion.

In participatory research, a community member may decide to
act as the moderator of the focus group. He or she may be a rep-
resentative of a local organization, a member of the intended au-
dience, or a local government officer, for example. In this case, a
health communication and research expert will likely be present
at the focus group and provide technical assistance. The expert
should also train the community member for the moderator role
well in advance to the focus group. A troubleshooting session to
identify potential pitfalls and difficult situations that may arise dur-
ing the focus group, as well as how to address them, should be in-
cluded in the training.

S u r v e y s

Surveys are a common technique used in collecting quantitative
data. There are two primary types of surveys: telephone and self-
administered. Among self-administered surveys, Internet-based sur-
veys are gaining prominence in Western countries (Solomon,
2001). Some authors (Joppe, 2006; National Cancer Institute and
National Institutes of Health, 2002) also mention in-person sur-
veys, but these are rarely used because of their high cost.

If the survey is well designed and implemented, it can be an
excellent and accurate method to acquire information about a
given population. Also, surveys rely on standard questionnaires that
in some cases can be applied to different subgroups of the same
population. This allows researchers to compare attitudes, behav-
iors, beliefs, and other information from one group to another.
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Moreover, using standard questionnaires ensures higher reliabil-
ity and accuracy of the information being collected because the
findings are not influenced by differences in interviewers’ styles or
other subjective parameters that can influence qualitative research
findings.

The survey sample needs to be clearly defined early in the
survey design phase. This needs to be representative (in terms
of percentage) of the target population and include a relative
homogeneous group of people (for example, parents of six- to
eleven-year-old children; women under thirty-five years of age). If
different racial and ethnic groups are included, as they should be,
it may be worth defining in advance the percentage of the total
sample each group would represent. In the case of a health issue
that is quite widespread in the general population (for example,
the recent epidemic of childhood obesity in the United States;
Kaur, Hyder, and Poston, 2003) but is more prevalent among some
at-risk groups, it makes sense to oversample these specific groups
or run a specific survey targeted to them.

Self-administered surveys require respondents to complete
the questionnaire by themselves and in their own time. Self-
administered questionnaires are usually distributed at professional
meetings, by direct mail, or posted online on relevant Web sites.
In general, the response rate of self-administered surveys tends to
be lower than that of telephone surveys (Wiggins and Deeb-Sossa,
2000). For example, even with telephone reminder calls, mail surveys
have a lower response rate than telephone surveys (Ngo-Metzger
and others, 2004). Although some of these facts are rapidly chang-
ing with the rise of caller ID and cellular phones, telephone sur-
veys are still one of the best methods for quantitative research.

Other elements contribute to response rates for both self-
administered and telephone surveys. These include the clarity and
length of the survey, the relevance of the topic it addresses, and
other audience-related factors. For example, if the survey targets
working parents of children younger than ten years of age, the
time at which a telephone survey is administered may affect the re-
sponse rate (Dillman, Sinclair, and Clark, 1993; Bogen, 2006).
Weekends may be the best time to reach these parents since in the
morning they are at work and in the evenings are probably busy
with the children, dinner, and household chores.
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Telephone surveys tend to be commonly used and offer the ad-
vantage of quick methods for sample randomization. Random sam-
pling facilitates “the extrapolation of characteristics from the
sample to the population as a whole” (Joppe, 2006). One of the
most common randomization methods is random digit dialing: all
numbers are selected randomly on the basis of the last four digits
or first three numbers of a telephone prefix, which are chosen by
the interviewers.

Finally, survey questionnaires need to be developed by keep-
ing in mind the limited time the audience may have to reply to all
questions, as well as literacy levels and the importance of language
clarity and simplicity. In addition to initial demographic questions
(to confirm the respondent’s age, sex, and other key sample in-
formation), the survey questionnaire can include different types
of questions such as yes and no questions, scale questions (for ex-
ample, “On a scale from 1 to 5, how do you rate this specific health
service?”), and multiple-choice questions.

Working with Marketing Research Professionals
In some cases, the health communication team does not have the
expertise, time, or human resources to conduct formal marketing
research. In this situation, selecting a marketing and communica-
tion research firm or consultant may be the best option.

The selection process should start by giving a detailed briefing
to several marketing research firms or consultants who are invited
to respond with recommendations and an estimated budget on the
basis of this key information. This briefing can be delivered in per-
son at an initial meeting or in writing. Written briefings may be bet-
ter to ensure that all firms that participate in the selection process
have access to the same information and to limit potential misun-
derstandings. Regardless of its format, the briefing should ideally
include these components:

• A brief description of the health issue
• Overall program goals
• Key research and information needs
• The research sample being envisioned
• Preferred research methods
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• Total available budget
• All other program- or audience-related information that may

be relevant to research efforts
• What is expected from the research consultant or firm

The last point is extremely important in establishing the right
relationship from the start. A marketing research firm or consul-
tant can be hired for different purposes, which may include help-
ing with the research design, the actual research implementation
and fieldwork, data analysis and reporting, or technical assistance
throughout the process. For example, in the case of community-
led participatory research, chances are that the research firm or
consultant would help facilitate the overall process and provide
technical assistance. Other times, they will conduct the entire re-
search study or participate only in data analysis.

Finally, key parameters in selecting a firm or consultant are rep-
utation (it is important to ask for references); previous experience
on health communication (which should be an ideal prerequisite)
or the specific health issue; the consultant’s compliance with cur-
rent codes of ethics and research parameters; affordability; dedi-
cated staff; professionalism; and others that vary from case to case.
Regardless of the firm or consultant selected, program planners
should stay close to the overall research process, actively partici-
pating in all or most of its phases and supervising it. This is an op-
portunity for program planners to learn about their audiences.

Key Concepts
• The situation analysis is a fundamental step in program plan-

ning and should be the foundation of health communication
programs. In fact, health communication is a research-based
field.

• In this book, situation analysis is used as a planning term. It de-
scribes the research and analysis of all individual, community,
social, and behavior-related factors that can affect attitudes,
behaviors, social norms, and policies about a health issue and
its potential solutions.

• The situation analysis has a number of steps, which include
an audience profile for all primary and secondary audiences.
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Including the audience profile as part of the situation analysis
may facilitate a full understanding of the mutual interdepen-
dence between audience and environment-related factors.

• Audience segmentation in groups with similar characteristics
and behavioral stages is required for most programs.

• Once segments have been defined, ranking them can help
guide resource allocation as well as the overall focus of the
health communication intervention.

• There are several criteria that apply to audience segmentation
and ranking and serve as a framework to guide the comple-
tion of these steps.

• There are several communication and marketing research
methodologies. This chapter highlights the difference be-
tween market research and marketing research, qualitative
versus quantitative research, secondary and primary data as
well as frequently used research methods (one-on-one in-
depth interviews, focus groups, and surveys). Practical sug-
gestions on how to use common research methodologies or
to select a marketing and communication research firm or
consultant conclude the chapter.

For Discussion and Practice
1. Using again the fictional example of Luciana, the nineteen-

year-old Italian woman who spends a lot of time at the beach
and is unaware of the risk for skin cancer (see Box 2.1 as well
as the previous chapter), list and discuss questions that need
to be addressed as part of the situation analysis and audience
profile of a program targeted to her and her peer group. The
worksheet in Appendix A (see “Situation Analysis and Audi-
ence Profile Worksheet: Sample Questions and Topics”) pro-
vides additional guidance.

2. Provide situations in which you would use qualitative research
methods versus quantitative methods. List all factors that may
influence your decision to use a specific research method.

3. Review key concepts in this chapter, and discuss what in your
opinion links the situation analysis to the other steps of health
communication planning.
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Chapter Eleven

Identifying Program
Objectives and Strategies

In This Chapter
• How to Develop and Validate Communication Objectives
• Outlining a Communication Strategy
• Key Concepts
• For Discussion and Practice

The communication objective of a health communication program
by Radio Salankoloto, a local radio station in Burkina Faso, Africa,
is to tackle HIV/AIDS by increasing knowledge and understand-
ing of HIV/AIDS preventive measures (Fisher, 2003). In the
United States, one of the key objectives of the communication
component of Healthy People 2010, the U.S. public health agenda,
is “to improve the health literacy of persons with inadequate or
marginal literacy skills” (U.S. Department of Health and Human
Services, 2005, pp. 11–15).

In both cases, the objectives support the overall goal of the
health communication program or public health intervention as
well as the behavioral and social objectives the two programs try to
achieve. In the case of HIV/AIDS in Burkina Faso, the overall goal
of the health communication intervention is to help reduce the in-
creasing incidence of HIV/AIDS in that country (Fisher, 2003) by
prompting people to use preventive measures (behavioral objec-
tive). In the case of Healthy People 2010, improving health lit-
eracy is considered instrumental to “longer life, improved quality
of life, and reduction of chronic diseases and health disparities”
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(National Institutes of Health, 2005), key goals of the U.S. public
health agenda. In order to achieve these goals, people need to un-
derstand and act on health information (behavioral objective).

Several strategies have been developed or suggested by Radio
Salankoloto and Healthy People 2010 in support of communica-
tion objectives and have highlighted not only the focus of the in-
tervention but also the strategic use of communication tools and
approaches to reach such objectives. In Burkina Faso, Radio
Salankoloto uses popular forms of expression (radio drama) to
reach its program’s objectives and help people identify with the
story. Healthy People 2010 identified two strategic areas to improve
health literacy: “the development of appropriate written materials
and improvement in skills of those people with limited literacy”
(U.S. Department of Health and Human Services, 2005, pp. 11–15).

This chapter focuses on defining communication objectives
and strategies while highlighting the connection of these two im-
portant steps to other phases of the planning process that precede
or follow them. By providing a practical guide on the dos and
don’ts of establishing communication objectives and strategies, this
chapter helps build knowledge of the technical skills that are
needed to complete this step of health communication planning.

How to Develop and Validate
Communication Objectives
Communication objectives are the intermediate steps (National
Cancer Institute and National Institutes of Health, 2002) that need
to be attained in order to meet the overall program goals as com-
plemented by specific behavioral, social, and organizational ob-
jectives. Often communication objectives are expressed as follows:

“To raise awareness”

“To increase knowledge”

“To break the cycle of misinformation”

“To change attitudes”

“To facilitate interactions”

“To help build expertise or skills”
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The outcomes highlighted by communication objectives all refer
to the different components of the mental process of change that
communication can affect. In fact, often communication objectives
are about changes in knowledge, attitudes, beliefs, motivation, and
human interactions (Colle and Roman, 2003), which are all inter-
mediate and critical steps in the achievement of behavioral, social,
or organizational objectives and, ultimately, the overall program’s
goal. Such changes can take place at the individual, group, organi-
zational, or societal level as the result of communication interven-
tions with well-defined objectives. Sometimes communication
objectives coincide with behavioral objectives, but in most cases they
address intermediate steps that lead to behavioral outcomes. For ex-
ample, in the case of breast cancer prevention, some communica-
tion objectives could be “to raise awareness among Latino women
over age forty of the need for annual mammograms” or “to facilitate
provider-patient interactions on breast cancer–related questions.”
Both objectives support the behavioral (outcome) objective that
aims at prompting women to have annual mammograms.

Sometimes communication objectives are written to emphasize
the role of the audience in making the change. For example, the
first of the two objectives on breast cancer screening can be stated
as follows: “Latino women over forty years of age will report to be
aware of the need for annual mammograms.”

Whenever possible, communication objectives should include
specific measurable parameters that can be used in the program
evaluation phase to assess the success (or lack of) of the commu-
nication strategy in support of such objectives. Many authors agree
that communication objectives should describe: “WHO will do or
change WHAT by WHEN and by HOW MUCH” (Weinreich, 1999,
p. 68). This rule also applies to outcome objectives such as behav-
ioral, social, and organizational objectives.

Under this rule the possible objectives of breast cancer screen-
ing can be restated:

• To raise awareness by the year 2010 of the need for annual
mammograms among X percent of Latino women over forty
years of age who live in target neighborhoods (or, for broader
programs, in the United States)
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• To facilitate by the year 2012 provider-patient communications
on breast cancer as reported by X percent of health care
providers in fifteen selected medical practices in the target
neighborhood

In practice, especially in the private sector, including both
commercial and nonprofit organizations, communication objec-
tives rarely specify quantitative measurements (for example, by
“how much” and “when”). Sometimes they may include an ap-
proximate estimate of how long it may take to achieve them. This
overall tendency is motivated by perceived difficulties and limita-
tions of measurement, which also require the allocation of ade-
quate funds.

In many corporations and nonprofit organizations, communi-
cation departments simply do not get funded to do measurement.
The culture of too many health organizations supports the idea of
measurement but often does not justify or provide a means of pay-
ing for it. Other parameters, primarily process oriented, activity
specific, or financial, are used to assess the success of a program.
When changes in knowledge, beliefs, attitudes, or behavior are
measured, it is usually on a qualitative basis, by stakeholder inter-
views that are conducted before and after the intervention. In aca-
demic settings, in contrast, measurement of the quantitative
parameters used to define outcome and communication objectives
tends to be a standard practice for research-based efforts and other
kinds of interventions in health communication.

While it is true that all quantitative measurements of outcome
and communication objectives require in-depth pre- and post-
intervention analyses in concentrated geographical areas and time
periods (see Chapters Twelve and Thirteen), setting measurable
objectives is still an excellent practice for health communication.
Measurable objectives are important for program evaluation (after
all, communication objectives are the intermediate milestones of
the program); creating agreement among team members, part-
ners, and other key stakeholders on success factors and parame-
ters; and helping focus program planners on what communication
can do and by when. However, health communicators, partners,
donors, and key stakeholders should always take into account that
measurement in health communication faces several limitations,
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which are discussed in detail in Chapters Twelve and Thirteen and
relate to many of the points introduced in this section.

In general, a model that can be used in developing communi-
cation objectives as well as outcome objectives such as behavioral,
social, and organizational objectives is SMART. Under SMART, ob-
jectives should be (O’Sullivan, Yonkler, Morgan, and Merritt, 2003,
p. 79; Piotrow, Kincaid, Rimon, and Rinehart, 1997):

Specific They describe who should do what.
Measurable They are defined by quantitative parameters.
Appropriate They reflect audience needs and preferences.
Realistic They can be reasonably achieved.
Time bound They can be achieved within a specific time frame.

SMART has been endorsed by several organizations and planning
guides (UNICEF, 2006; O’Sullivan, Yonkler, Morgan, and Merritt,
2003; Health Communication Unit, 1999).

Exhibit 11.1 shows the sample communication objectives that
relate to a specific program goal as well as to a specific behavioral
objective. Of notice, changes in individual or social behavior are
more difficult to achieve than changes in knowledge, attitudes, or
skills. Therefore, it is always more likely that in a given time frame
outcome objectives will be attained in a smaller percentage of in-
tended audiences when compared to changes in knowledge, atti-
tudes, or skills that are defined by communication objectives.

Setting Communication Objectives
The first step in setting communication objectives is to consider all
data that have been gathered for the situation analysis and audience
profile. It is important to prioritize the findings that point to a spe-
cific communication or audience need or preference. Research find-
ings should also be carefully analyzed in reference to the behavioral
stages of the primary audiences as well as secondary audiences (in-
dividuals, groups, or stakeholders who may exert an influence on
primary audiences). Communication objectives need to reflect and
be consistent with the information gathered on these topics.

Before establishing communication objectives, it is important to
validate the overall program goals, as well as the behavioral, social,
and organizational objectives that were determined on the basis of
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the preliminary briefing or literature review. The framework for
this validation should be provided by data from the situation analy-
sis and audience profile, which by now should have been finalized.
This will ensure that communication objectives are set to meet re-
alistic and accurate program goals and outcome objectives.

Once this preliminary step has been completed, the health com-
munication team can start brainstorming to set and prioritize
communication objectives. The following sections discuss practi-
cal tips and examples on how to develop adequate communication
objectives.

286 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Exhibit 11.1. Sample Communication Objectives: Understanding
the Connection with Other Program Elements

Overall Program Goal

Reduce the incidence and mortality of adult melanoma cases
associated with early and excessive sun exposure during

childhood (by the year 2020)

Behavioral Objective: By the year 2012, 5 percent of U.S. parents who live
in Florida will use sunscreen, sun hats, and other preventive measures
to protect their children from the damaging effects of prolonged and
excessive sun exposure.

Communication Objectives (if all relevant to the specific stages of audience
beliefs, attitude, skills, and behavior, they should be implemented in
different program phases because they are in excess of the recommended
limit of two to three objectives per audience): By the year 2008, 10
percent of U.S. parents who live in Florida

• Will be aware of the association between excessive sun exposure
during childhood and the risk for adult melanoma

• Will be able to define “excessive sun exposure”

• Will report having conversations with their health care provider
about preventive measures

• Will know how to protect their children from excessive sun exposure
and feel capable of doing so

• Will have instructed all of their children’s caretakers to adopt the
same protection measures

• Will advocate within their community for the widespread use of sun-
protection measures
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M a k e  S u r e  C o m m u n i c a t i o n  O b j e c t i v e s
A r e  A u d i e n c e  S p e c i f i c

Consider again the case of a program that aims to reduce the in-
cidence of pertussis, a vaccine-preventable childhood disease that
in its severe forms is characterized by a prolonged cough with a
typical whoop. As for other vaccine-preventable childhood diseases,
it is possible that young health care providers in the United States
may have never seen a case of pertussis and may feel it is no longer
a priority in their practice. Still, the disease is on the rise (Centers
for Disease Control, 2005), and there have been a number of
deaths among infants and young children from this disease. If
interviews with key opinion leaders in this medical area show that
there is low physician awareness of pertussis and its potential life-
threatening consequences as well as on how infants and young
children can contract it (Cherry and others, 2005; Tan, 2005;
Greenberg, von Konig, and Heininger, 2005), one of the commu-
nication objectives should address the need for increasing knowl-
edge of pertussis, its cycle of transmission, and key characteristics
among health care providers in the pediatric and primary care set-
tings. The communication objectives that may be set for parents
may be completely different and address other kinds of needs that
can be highlighted by research findings.

D o  N o t  I n c l u d e  Ta c t i c a l  E l e m e n t s

A good practice in developing communication objectives is to leave
out information related to tactical elements, such as communica-
tion activities, materials, and channels. At this point, program plan-
ners should focus on what communication should accomplish and
not worry whether the mass media, online events, interpersonal
channels, or other kinds of activities would be used by the program
(Health Communication Unit, 1999). All of these elements will be
defined as part of the tactical plan and guided by the communi-
cation strategy.

L i m i t  t h e  N u m b e r  o f  C o m m u n i c a t i o n  O b j e c t i v e s

Too many communication objectives often result in too many mes-
sages. Since behavioral and social change is a gradual process, hav-
ing too many objectives (and related strategies and messages) may
be confusing for target audiences. When research findings point
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to multiple communication needs, it is critical to prioritize com-
munication objectives that are more likely to lead to the achieve-
ment of the program’s goal. Another possibility is to distribute
them over time in a logical sequence that addresses the most im-
portant communication needs first. Therefore, even if it is appro-
priate to start brainstorming about multiple objectives, the final
communication objectives should not include more than two or
three objectives per audience.

I d e n t i f y  a n d  P r i o r i t i z e  O b j e c t i v e s

Consider existing levels of knowledge as well as attitudes and com-
mon beliefs. Look at existing policies and social norms, as well as
past and ongoing programs that address individual behavior and
community needs. Think about what kinds of attitudes, beliefs,
skills, policies, or norms need to be in existence to attain the be-
havioral, social, or organizational objectives that have been estab-
lished and validated in support of the program goal. Think about
the existing situation and how communication can help.

These steps should lead to identifying the most important com-
munication objectives, which normally correspond to the key steps
of the mental, behavioral, and social process of change. An audi-
ence segment might be teenagers who are unaware of the health
risks associated with smoking and have just started smoking. If au-
dience awareness of these risks is low among teenagers, the deci-
sion to focus on increasing knowledge about smoking cessation
methods and programs may leave out a large percentage of teen-
agers. In fact, communicating about how to quit smoking is a lower
priority in the absence of a high level of audience awareness on
the health damages caused by smoking. Although there are cases
in which both objectives could be met at the same time (it is always
a good idea to provide solutions while alerting people of specific
health risks), focusing on smoking cessation methods without rais-
ing awareness of the health consequences of smoking is unlikely
to lead to results in this audience segment.

Selecting and applying one of the behavioral or social theories
described in Chapter Two can help identify and prioritize com-
munication objectives. In fact, these theories can provide a logical
framework to organize one’s thoughts and prioritize communica-
tion objectives by taking into account the key steps of behavioral
or social change.
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A n a l y z e  B a r r i e r s  a n d  S u c c e s s  Fa c t o r s

After prioritizing and selecting communication objectives, program
planners should analyze potential barriers that may delay or jeop-
ardize the attainment of these objectives. It is possible that addi-
tional communication objectives would need to be established and
focus on removing such barriers. In a case in which smoking ces-
sation may be perceived as a very low priority because the com-
munity or the country’s cultural and policy context supports it,
potential communication objectives are (1) to persuade policy-
makers about the relevance of a smoke-free environment for some
of their key constituencies or (2) to inform them about the risks
associated with smoking and their responsibility to protect the
communities they govern. This may help remove some of the bar-
riers to change. For example, in January 2005, “the Italian gov-
ernment banned smoking in all indoor public places” (Gallus and
others, 2006, p. 346). Until then, the only smoke-free areas had
been selected public spaces such as airports and libraries, but not
necessarily restaurants, bars, or offices. Preliminary analyses on the
impact of the ban on smoking habits showed that the new policy
is associated with a decrease of 8 percent in tobacco consumption
(Gallus and others, 2006).

In other cases, other issues need to be addressed to promote
people’s compliance with smoking bans. In fact, smoking bans and
regulations are not always enforced (Godfrey, 2005; European Net-
work for Smoking Prevention, 2005; Borg, 2004).

Of course, if social objectives had been established at the onset
of program planning, policy changes should be part of the overall
plan. Still, it is worth taking an additional look at all barriers in the
context of the development of communication objectives. This will
help establish the time sequence and priority by which changes
need to happen and set realistic expectations about the overall be-
havioral, social, or organizational change process.

Success factors in achieving communication objectives should
also be analyzed. However, the analysis of these factors is relevant
primarily to the development of communication strategies and tac-
tical plans (see the next section as well as Chapter Twelve). In fact,
an analysis of estimated success factors may point to the key strate-
gic approaches or activities that may lead to achieving the com-
munication objectives.
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D e f i n e  T i m e  F r a m e s

This step is related to establishing the time frame within which a
communication objective can be achieved. Many factors can affect
this time frame. In addition to external factors (for example, ex-
isting behaviors, policies, specific circumstances, clinical practices,
or potential barriers), which are usually highlighted by the situa-
tion analysis and audience profile, there are several program- or
health organization–related factors that can influence the overall
time frame for the attainment of communication objectives:

• Available funds, which determine the program reach as well
as the speed with which materials and activities can be
implemented.

• Human resources, which need to be adequate in all phases of
program implementation, monitoring, and evaluation.

• Organizational competence and experience in a specific
health field or in reaching its key audiences. Health organiza-
tions with limited experience or reputation in a health field
may need longer to achieve communication objectives because
of the need to establish themselves with target audiences or in
the specific disease area.

• A clear understanding of team members’ roles and responsi-
bilities, as well as core contributions by program’s partners.

• A specific time line that is shared with and endorsed by all
team members and partners.

• Overall program span, which may condition the interval be-
tween activities as well as the timing of specific communication
objectives. For example, in health emergency situations, com-
munication objectives need to be achieved much more rapidly
than in the case of interventions that attempt to tackle chronic
situations or diseases.

Moving to the Next Step
Since all elements of health communication planning and the
health communication process itself are interconnected and de-
pendent on each other, communication objectives set the stage for
the development of communication strategies. Well-designed com-
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munication objectives influence and guide the rationale used in
the next steps of communication planning, as well as in the allo-
cation of resources.

Outlining a Communication Strategy
A communication strategy is a statement describing the overall
approach used to accomplish the communication objectives. It
highlights how people can become aware of a disease risk, gain
knowledge about prevention methods, or improve patient-provider
communications on sensitive health issues, among others.

Communication strategies shape the tactical elements of a
health communication program; they are directly connected to
and serve the overall program goal and the behavioral, social, and
organizational objectives and communication objectives. In fact,
communication strategies are often highlighted as part of a strat-
egy plan that includes all of these other elements. This approach
showcases the evidence and logical sequence that has led to spe-
cific communication strategies.

As for the objectives, communication strategies are audience
specific and research based. Consider again the example of
teenagers who are not aware of the health risks associated with
smoking and have just started smoking. In this case, a potential
communication objective is, “To raise awareness of the health risks
associated with smoking among 5 percent of teenagers from thir-
teen to nineteen years of age who live in the United States.” This
communication objective has been established to support the over-
all program goal of reducing the incidence of smoking-related
morbidity among U.S. teenagers. The communication objective
also supports the behavioral objective of prompting teenagers to
quit smoking.

A number of potential strategies can support this objective—
for example:

• Use teenage role models to highlight the risks of smoking.
• Create a peer support network to facilitate discussion of smoking

risks.
• Engage high schools in establishing smoking risk awareness

programs.
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• Use natural opportunities (for example, teen meetings, publica-
tions, concerts) to raise awareness of the health risks of smoking.

• Provide tools to parents to speak with teenagers about health
risks associated with smoking.

• Develop core communication tools and activities on smoking health
risks that can be easily distributed and customized by primary
and secondary audiences.

• Establish partnerships with local youth organizations to include dis-
cussion of smoking risks in their agenda and enhance program
reach.

• Promote smoking risk awareness through one-on-one counseling
at routine medical visits.

• Focus on the limitations that smoking poses to physical perfor-
mance and excellence in sports.

None of these examples of potential strategies mentions any
tactical elements such as flyers, brochures, press releases, and work-
shops. In fact, a communication strategy is an overall concept and
describes in general terms how to achieve objectives. It is the guid-
ing framework under which messages and tactics will be estab-
lished. Communication strategies identify and describe in broad
terms the right combination of channels, messengers, and settings
and guide message development.

Key Principles of Strategy Development
As described so far in this chapter, once health communicators
have analyzed all findings from the situation analysis and audience
profile and established sound outcome and communication ob-
jectives, they usually move to consider several strategic approaches
that may resonate with intended audiences. The process of identi-
fying, rating, prioritizing, and selecting communication strategies
relies on many steps, which are described next.

R e v i e w  R e s e a r c h  E v i d e n c e

The first step in strategy development is a careful review of the sit-
uation analysis and audience profile. This step is common to all
phases of planning that follow the initial research steps. In the case
of strategy development, research findings should be analyzed to
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identify the most suitable audience- or situation-specific ap-
proaches that would help meet the communication objectives. Au-
dience preferences for specific communication channels and
messengers should be considered and analyzed as part of this ad-
ditional data review.

M a k e  S u r e  A l l  C o m m u n i c a t i o n  S t r a t e g i e s
A r e  A u d i e n c e  S p e c i f i c

Similar to objectives, communication strategies are audience spe-
cific. Usually different strategies are needed for different audi-
ences. Also, multiple strategies are often needed to attain the
communication objectives for a specific audience.

Evidence-based strategies always include a rationale for their
development that is likely to be used to present the program to
partners, perspective donors, and intended audiences (O’Sullivan,
Yonkler, Morgan, and Merritt, 2003). It is therefore important that
the rationale for the development of a specific strategy is clear to
all members of the extended communication team, including part-
ners and key stakeholders.

A logical approach in developing a communication strategy is
to have an audience-centered mind-set, so the strategy will be es-
tablished in response to the audience’s needs, preferences, pas-
times, and influencing factors. Sound strategies should also
consider strengths, weaknesses, opportunities, and threats (SWOT)
as identified as part of the situation analysis. For instance, the ex-
amples of strategies provided in this chapter support awareness
of the health risks associated with smoking among teenagers in
these ways:

• Relying on the audience’s needs or preferences (create a peer
support network; use teenager role models)

• Tapping into the work, credibility, and networks of existing
organizations (establish partnerships with local youth
organizations)

• Exploiting natural opportunities (for example, teen meetings,
publications, concerts)

• Identifying potential communication angles that may be rele-
vant to teenagers (focus on the limitations that smoking poses
to physical performance and excellence in sports)
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• Identifying secondary audiences or settings that can exert an
influence on teenagers (provide parents with tools; engage
high schools)

Other categories can be chosen in relation to specific health
issues, products or services, and related audiences. Among them,
the category that focuses on identifying potential communication
angles that may be relevant to key audiences is particularly impor-
tant in message development. In fact, this category helps define all
attributes of a specific behavior, health service, or product that
should be incorporated in communication messages in order to
make them appealing to intended audiences. Obviously this should
be complemented by awareness-, risk-, or action-oriented messages.
This strategic category, as well as the specific message development
process that this influences, is part of positioning, a core concept in
marketing and social marketing. Positioning identifies the fit be-
tween what target audiences are seeking and what the product
could actually deliver or represent for them (Kotler and Roberto,
1989). It has to do with the long-term identity of a behavior, health
service, or product that would make it desirable to intended audi-
ences and facilitate the change process related to its acceptance
and adoption (O’Sullivan, Yonkler, Morgan, and Merritt, 2003).

In health communication, the concept of identifying and fo-
cusing on communication angles and topics that are relevant and
resonate with intended audiences goes beyond the idea of selling
a health behavior, product, or service. In fact, it is often an orga-
nizing principle for individuals, groups, communities, and key
stakeholders to get together about a health problem. For example,
in the case of smoking cessation, many parents and teenagers agree
about the benefits and rewards of a physically active life (Centers
for Disease Control, 2001, 2006g). Sports and athletic competitions
have been used as a motivating factor for keeping children away
from smoking, drugs, and risky behaviors by many kinds of pro-
grams and interventions (Castrucci, Gerlach, Kaufman, and Or-
leans, 2004). The sense of pride that goes with practicing a sport
or seeing a loved one excel in its performance motivates commu-
nities around the world to create athletic clubs, programs, and fa-
cilities where children can play and be together. Since the
long-term effects of smoking include a reduction in physical fitness
(American Heart Association, 2006b), focusing on this health con-
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sequence may become an organizing principle for communities
and interested groups.

In summary, the rationale of a communication strategy should
always state the reason that the strategy has been established and se-
lected over other approaches (O’Sullivan, Yonkler, Morgan, and
Merritt, 2003).

R a t e ,  P r i o r i t i z e ,  a n d  S e l e c t  S t r a t e g i c  A p p r o a c h e s

Different strategies have the potential of supporting a communi-
cation objective; however, some of them may be best suited to
achieve communication objectives in an efficient, time-saving, cost-
effective, or audience-friendly manner. In evaluating communica-
tion strategies, serious consideration should be given to the
strategy’s sustainability, credibility with intended audiences and key
stakeholders, and implementation costs and barriers. Other fac-
tors may be issue or audience specific and include whether the
strategy can accommodate an adequate and integrated blend of
tools and activities; is innovative and suited to secure people’s at-
tention, especially in relation to issues for which many programs
may exist; and is best suited to meet audience’s needs.

In the end, this kind of analysis aims at selecting strategies that
are best positioned to meet the program’s goals and objectives. It
should be conducted for each of the strategies under consideration.

The process of ranking and selecting adequate communication
strategies can be organized to address the following issues:

• Key benefits: for example, the strategy can accommodate an
integrated use of tools and activities or the messenger has
credibility with the intended audiences.

• Disadvantages: for example, the implementation time needed
is lengthy.

• Potential barriers to implementation: examples are a lack of
existing policies that support the strategy or a social stigma that
would prevent patient survivors to be involved in the program.

• Ability to secure community or key stakeholder endorsement.
• Available resources, which should be adequate to strategy

implementation.
• Organizational capability and competence in executing the

strategy.
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Appendix A includes a worksheet, “Ranking and Selecting
Communication Strategies,” that incorporates all of these cate-
gories and can be used as a model to rank and select communica-
tion strategies.

Bringing the Steps Together
All elements of health communication planning are intercon-
nected. In fact, in the early phases of health communication plan-
ning, most of the efforts are concentrated on linking the overall
program goal with outcome objectives (behavioral, social, or or-
ganizational) and, in turn, with communication objectives and
strategies. Preliminary and formative research informs and guides
all of these steps.

Prior to the development of the tactical and evaluation plans, it
is helpful to take a look at the progress in establishing these im-
portant foundations of the health communication program, as well
as to appreciate the link and interdependence of all of these ele-
ments. Finally, the potential success of effective communication
objectives and strategies is dependent on the quality and execu-
tion of the tactical plan that will be developed to execute them.
This reinforces the concept of a health communication cycle in
which key steps are interdependent.

Key Concepts
• Communication objectives and strategies are interdependent

and connected with all other components of the health com-
munication program.

• Communication objectives are the intermediate steps or
changes that are needed to achieve behavioral, social, and
organizational objectives, as well as the overall program goal.

• Sometimes communication objectives coincide with behav-
ioral objectives. More frequently, given the complexity of
human behavior, which calls for many intermediate steps in
order to achieve behavioral or social change, communication
objectives focus on addressing these intermediate steps.

• Communication strategies are designed to serve the communi-
cation objectives of the program, as well as its outcome objec-
tives (behavioral, social, and organizational).
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• Communication strategies describe the approach used to meet
the objectives. In other words, they focus on how the changes
sought by the communication objectives will be attained.

• Neither communication objectives nor strategies focus on or
describe tactical elements. Communication strategies inform
and guide the development of the tactical plan (including
communication messages, channels, materials, and activities).

For Discussion and Practice
1. Discuss the difference between outcome objectives (behavioral,

social, and organizational) and communication objectives. Use
practical examples.

2. Using again the fictional example of Luciana in relation to skin
cancer prevention among her peer group (see Box 2.1. as well
as the discussion sections of previous chapters in Part Three),
think of suitable communication objectives and strategies, and
state them according to the methods and concepts included in
this chapter.

3. Rank in order of importance and suitability all strategies you
have developed for the previous question (for additional guid-
ance on ranking key strategies, see the “Ranking and Selecting
Communication Strategies” worksheet in Appendix A).
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Chapter Twelve

Developing Tactical and
Evaluation Plans

In This Chapter
• Overall Definitions of Tactical and Evaluation Plans
• Key Elements of a Tactical Plan
• The Evaluation Plan: An Overview of Models and Trends
• Key Concepts
• For Discussion and Practice

The tactical plan is the step of health communication planning that
many in the health communication profession consider enjoyable.
Creativity comes into play in this phase of planning, which relates to
selecting a strategic blend of messages, channels, activities, and ma-
terials in support of the program strategies and objectives. All ele-
ments of the tactical plan are related to the different communication
areas as defined in this book. For example, the tactical plan of a pro-
gram by the U.S. Centers for Disease Control and Prevention (CDC)
that aims at reducing colorectal cancer deaths by encouraging pre-
vention and early detection includes public service announcements
(PSAs), online informational materials, community-based events for
low-income people, and many other communication tools (Cen-
ters for Disease Control, 2004/2005, 2006c). The tactics in this pro-
gram are related to different communication areas (for example,
public relations, professional communications) and support com-
munication objectives and strategies.

The selection of communication areas and tools should be in-
spired by more than creativity and what may work. The word strate-
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gic is critical to understanding how to develop an effective tactical
plan that will serve the program’s strategies and objectives. This
chapter focuses on some of the key attributes of strategic tactical
plans, as well as the key steps in developing them. The chapter also
establishes the need for developing a detailed evaluation plan prior
to program implementation. It provides an overview of trends and
models in program evaluation as well as practical guidance in de-
veloping evaluation plans that reflect key program assumptions,
goals, and objectives.

Overall Definitions of Tactical and
Evaluation Plans
The title of this chapter is directly linked to the origins and literal
meaning of the two key words of these two steps of communication
planning: tactics and evaluate. It also reflects the connection of
these key steps to each other as well as the other phases of the
health communication cycle.

Tactical Plans
Tactics are defined as a “procedure or set of maneuvers engaged in
to achieve an end, an aim, or a goal” (American Heritage Dictionary
of the English Language, 2004). Although the term may evoke mili-
tary procedures, it refers to a plan of action that includes commu-
nication messages, activities, materials, and channels and is
developed to serve the program’s strategies and objectives. Other
authors and models (World Health Organization, 2003) use the
term action plan to define this program component.

The term tactical plan is widely accepted in health communi-
cation practice and refers to a detailed description of the program
components:

• Audience-specific messages, actions, materials, and related
channels that are developed and implemented as part of the
health communication program (including program launch
activities and materials)

• A detailed pretesting plan that should describe key research
methods (for example, focus groups, in-depth interviews) and
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questions that will be used to secure audience feedback on
communication concepts (“ways of presenting information to
intended audiences”; National Cancer Institute and National
Institutes of Health, 2002, p. 55, and the overall kind of appeal
that will be used in reaching them) as well as draft messages,
materials, and activities

• A partnership plan that will list all program partners, their
roles and responsibilities, and key contact people

• A program time line for each activity
• A budget estimate for each activity, including evaluation activ-

ities, and all materials

Further consideration should be given here to the term strate-
gic in the context of tactical plans. In fact, the tactical plan is noth-
ing more than a detailed extension of the broad outline for action
established by communication strategies. It describes how to ac-
complish key objectives on a level of tactical details that strategies
do not address. However, the tactical plan is still supportive of the
same objectives that have been established for the program and
the development of key strategies. In other words, the health com-
munication cycle never ends.

Consider the example of a communication program that aims
at reducing the impact of depression on work performance and
family interactions among women over forty-five years of age. The
behavioral objectives of the program are to prompt women to (1)
seek help when they feel depression is affecting their work and
family lives and (2) comply with best practices in the treatment and
management of depression. If depression is still stigmatized in a
specific population or country, as it is in Australia (Barney, Grif-
fiths, Jorm, and Christensen, 2006) and among African Americans
(Das, Olfson, McCurtis, and Weissman, 2006), a social objective
may be to foster a change in social attitudes toward depression, so
that this condition can be accepted and discussed in social and pro-
fessional contexts by the year 2020. The program has set the fol-
lowing communication objectives and strategies:

Communication Objectives

• Raise awareness of strategies and methods to cope with depres-
sion among women over forty-five years of age who suffer from

300 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c12  2/19/07  1:33 PM  Page 300



depression or are at high risk for this condition (quantitative
parameters to be included).

• Dispel common myths and correct misinformation about de-
pression among the general public in the United States (in-
clude quantitative parameters).

Communication Strategies

• Create a social and peer support network that will rely on
women who successfully manage to minimize the impact of
depression on work performance and family interactions.

• Use women role models to personalize depression and show
the human face of this condition.

There are many ways to execute each of these strategies—for
example:

• Establish peer-to-peer communications meetings at local
health clinics, major hospitals, and other venues.

• Train women spokespeople, and create a media speaker bu-
reau to react to and offer perspectives on recent news on de-
pression as well as encourage media coverage of strategies and
messages to cope with depression.

• Conduct outreach through women’s magazines.
• Develop radio and TV PSAs pointing to a toll-free number or

Web site for professional help and peer support meetings.
• Organize Internet chats on top women’s Web sites.

Since tactics are audience and strategy specific, some of these
activities may be better suited to support and execute one of the
two strategies. Others may support both of them or perhaps should
be discarded if they are not as effective as other options in serving
the communication strategies. For example, the first of the tactics,
“establish peer-to-peer communication meetings,” may be suited to
execute the first strategy, while the others may be used to support
both strategies but may have unequal effectiveness. The selection
of specific messages, activities, materials, and channels is related to
research findings and audience preferences, as well as many crite-
ria that are specific to the health issue and its environment.
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Evaluation Plans
While most authors, organizations, and experiences support the
importance of developing evaluation parameters and plans prior
to program implementation and early in the planning process (Na-
tional Cancer Institute and National Institutes of Health, 2002;
World Health Organization, 2003; O’Sullivan, Yonkler, Morgan,
and Merritt, 2003), too often measurement is considered only to-
ward the end of a health communication program. This frequently
leads to confusion and disagreement about the measures of suc-
cess. For example, if activity-related outcomes are being evaluated
for an online discussion, potential measurement parameters can
include the number of participants, the quality and significance of
the questions and opinions they expressed, or the overall contri-
bution of the discussion to audience or marketing research for fu-
ture programs or changes in knowledge, attitudes, and behavior
among intended audiences. All of these may be valuable evalua-
tion parameters, but different team members and partners may
have different ideas about what can be called a successful online
discussion.

Including an evaluation plan early in program planning helps
health communicators, team members, and partners to focus on
the program’s ultimate goals and objectives, agree on expected
outcomes, and combine their efforts to achieve them. This is only
one of the many important benefits of early evaluation plans.

Sound evaluation plans should include a comprehensive de-
scription of key measurement parameters and expected outcomes
to consider when evaluating the program, as well as the methods
that will be used to collect and analyze data in relation to these pa-
rameters. This format applies to the different phases of evaluation
(formative, process, and summative) as defined and described in this
chapter, as well as to related research methods (see Chapter Ten).

Finally, further insights into the importance of evaluation and
early definition of key parameters and methods is provided by the
literal meaning of the word evaluate, which is defined as “to ascer-
tain or fix the value or worth of [something]” (The American Her-
itage Dictionary of the English Language, 2004). People tend to
ascertain the value of things they intend to buy or to which they
are considering committing significant personal or professional
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time well in advance of moving ahead with their final decisions.
For example, it is likely that house buyers will conduct some re-
search on current prices for comparable houses in the same neigh-
borhood. This information helps them determine what they are
willing to pay for the house they are considering and whether it is
worth their investment. Why should it be different for health com-
munication planning? The worth of financial, human resources,
and time investments should be evaluated prior to the use of these
resources.

One of the fundamental premises of this book is that health
communication is an intrinsic part of everyone’s life (Du Pré, 2000).
As in other aspects of life, health communication interventions
should establish early in the process the worth of each investment
in relation to specific outcomes and measurement parameters. This
practice is also critical in establishing the overall value of the health
communication field in the public health and private sectors by
avoiding, or at least minimizing, potential disappointments among
key stakeholders, partners, donors, supervisors, and clients about
the return of their investment. However, it is important to recognize
the limitations and costs associated with the evaluation of health
communication programs, another of the key topics of this chapter.

Key Elements of a Tactical Plan
The success of a tactical plan is highly dependent on several key el-
ements that should guide its development. This section examines
the most important features of well-designed tactical plans.

Integrated Approach
In designing a tactical plan that supports core communication
strategies and objectives, multiple approaches and channels from
different areas of health communication are likely needed to ad-
dress a given health issue. The concept of an integrated approach,
in which all tactical elements support and are complementary to
each other, is commonly used in commercial marketing. In the pri-
vate sector, integrated marketing communications (IMC) is one
approach to organize and manage communications tools and ac-
tivities, so that information takes into account the beliefs, attitudes,
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preferences, and perceptions of the consumers (Nowak and oth-
ers, 1998; Renganathan and others, 2005).

The concept of an integrated approach to communication is
well established in health communication practice and incorporated
at different levels in communication models for behavior and social
change. In fact, IMC is one of the many influencing disciplines and
factors of the WHO Communication for Behavioral Impact
(COMBI) model (see Chapter Two) for strategic behavior commu-
nications (Renganathan and others, 2005). Similarly, the com-
munication for the social change model (see Chapter Two) is de-
fined as “an integrated model for measuring the process and its
outcomes” (Figueroa, Kincaid, Rani, and Lewis, 2002) that relies
on multiple approaches and tools. In addition, the health com-
munication chapter of Healthy People 2010 often refers to the inte-
gration of different communication areas (for example, “mass
media with community-based programs”) in existing or past com-
munication campaigns (Department of Health and Human Ser-
vices, p. 11-4).

Similar to other characteristics of health communication and
its planning process, the concept of integrated communications
draws on everyday life. Communication, and more specifically
health communication, is a common part of social exchanges and
contexts, from personal and professional encounters to the mass
media and traditional forms of expression such as theater and po-
etry, as well as informal conversations in barber shops, churches,
restaurants, markets, and other public places (Exchange, 2006).
Tactical plans should reflect this diversity of communication ap-
proaches and channels to match how communication actually
takes place. “What works in communicating about health depends
on the context, and the way different communication processes
and approaches are linked together or remain separate” (Ex-
change, 2006). Depending on how communication is used, differ-
ent approaches can help “build momentum around some issues,
but also isolate some social groups and conversations” (Exchange,
2006). A well-designed, well-integrated, and multifaceted tactical
plan can help bridge gaps between current beliefs, attitudes, and
behaviors and what is needed to achieve desired behavioral and so-
cial outcomes.
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Creativity in Support of Strategy
This book supports the ability and role of health communication
practitioners to redefine the theory and practice of health com-
munication by incorporating lessons learned and great ideas that
worked well in related programs. But health communication needs
to be strategic. This means that great ideas are acceptable as long
as they support communication strategies and objectives and are
connected to the other elements of the planning cycle.

Many health communicators can recall colleagues who were in
favor of a specific communication approach, channel, or tactic and
used it in all programs. And communication consultants or ven-
dors that specialize in a specific communication channel or tool
(for example, PSAs and videos) may have a partial view of the in-
finite possibilities for strategic tactics. Making videos for the sake
of making videos does not help advance the communication goals
and objectives the program is seeking to achieve, no matter how
innovative and well designed the video may be. It is better to dis-
card all great ideas that do not support communication strategies.

Cost-Effectiveness
Cost-effectiveness should be one of the parameters to guide the
comparison of different tactical approaches. Ultimately this kind of
analysis should still aim for selecting the best approach, but in the
case of multiple options, it may provide an objective criterion to pri-
oritize and rank different tactics with similar effectiveness. This type
of analysis needs to address a number of questions—for example:

• How do different approaches compare in serving core com-
munication strategies? If they all serve the strategy with
similar effectiveness, is there any difference in their cost,
including economic cost and the investment of time and
human resources?

• Are there any existing programs that could be used as a com-
munication vehicle in support of communication strategies?

• Is there any potential for partnerships or collaborations with
other organizational departments or external players that may
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save costs or time for the implementation of a specific commu-
nication activity?

Saving costs and using human resources strategically are im-
portant not only in the case of limited funds or resources. Even
when resources or costs do not appear to be an issue, which is al-
most never the case in health communication, there is no reason
to waste them. The careful allocation of resources is one of the key
elements of strategic health communication and related tactical
plans.

Imagination
In developing a tactical plan, it is important to envision how com-
munication messages, channels, and activities can have an impact
on program strategies. Careful consideration should also be given
to potential barriers and pitfalls in implementing all tactics, so that
these can be prevented or minimized. As in all other steps of com-
munication planning (see Chapter Nine), communication mod-
els, theories, case studies, and past experiences, if adequately
understood and selected, can help develop this vision. In the case
of the tactical plan, case studies and past experience are funda-
mental to foresee potential pitfalls, barriers to implementation, es-
timated impact on program goals and objectives, time, and human
resource investment, among others. Still, there is also an intuitive
quality to imagining and visualizing future activities and potential
pitfalls that can be developed over time as a result of experience.

Culturally Competent Communication
Messages,  Channels,  and Vehicles
Many observations throughout this book establish the influence of
cultural, ethnic, geographical, socioeconomic, age, and gender-
related factors on people’s lifestyle, preferences, concepts of health
and illness, reaction to illness, and overall health outcomes (see
Chapter Three). The information gathered as part of the situation
analysis and audience profile should guide the selection of mes-
sages, channels, and vehicles that reflect the cultural characteris-
tics and preferences of the intended audiences. Selecting culturally
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competent communication tools is critical to the potential success
of a health communication program.

For example, focus groups conducted in two geographical re-
gions of Angola in sub-Saharan Africa with members of the local
communities showed that interpersonal channels such as home vis-
its and school- or church-based meetings were strongly favored by
study participants. In one of the regions, strong preference was
given to television versus radio when mass media were considered
among potential channels. Finally, printed materials such as
posters and brochures were excluded because of the high level of
illiteracy among intended audiences. Focus group findings sug-
gested that if printed materials were considered at all, they should
rely more on graphics than words (Schiavo, 2000).

It is almost never possible to use any kind of one-size-fits-all
communication strategy and related tactics anywhere in the world.
For example, communication materials or messages that have been
translated from English to Spanish can be confusing to Spanish
speakers and audiences. And the literal meaning of expressions
adapted from English may be perceived as offensive. Therefore,
communication messages and materials intended for Hispanic au-
diences should be developed directly in Spanish and tested with
members of these audiences.

Similarly, in developing the graphic content of printed, online,
or broadcast materials that address health issues of large public in-
terest, it is important for different ethnic groups to be represented
among the models featured in all images so that people are able
to recognize themselves and feel included in the message. In se-
lecting adequate photos, health communicators should be aware
that many stock photos (collections of photography and other
kinds of images that can be purchased, used, and reused for de-
sign purposes by publishers, graphic designers, and health com-
munication teams) tend to reinforce common stereotypes and
misconceptions and need to be analyzed in detail. The contribu-
tion of members of health organizations who serve or represent in-
tended audiences in the selection of adequate imaging and photos
may help avoid or minimize the possibility of offending the peo-
ple for whom communication materials are meant.

The first step in developing communication concepts, mes-
sages, materials, and activities is to keep an open mind and not
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assume that a specific message, workshop, or brochure may work
for all. Formative research should guide the development of the
tactical plan, which should be validated by pretesting with repre-
sentatives of key audiences.

C o n c e p t  D e v e l o p m e n t

In health communication, concepts are preliminary to message and
material development. They describe “ways of presenting the in-
formation to intended audiences” (National Cancer Institute and
National Institutes of Health, 2002, p. 55) as well as the overall
kind of appeal (for example, fear, hope, action, progress) that will
be used in reaching them.

Communication concepts apply to actual messages as well as
the content and graphic format of key materials and activities. For
example, the logo of a health communication program that aims
at prompting health workers to get immunized against flu can
evoke fear (for example, a stop sign that crosses out the word flu)
or wellness (a smiley face with a “feeling well” message around it).
A communication campaign aimed at reaching drug abusers and
convincing them to embrace the path to recovery can focus on elic-
iting fear for the life-threatening consequences of drug abuse or
appeal to the sense of responsibility drug users may have for their
children or other loved ones. Of course, both examples highlight
only partial aspects of complex problems that need to be addressed
by multiple interventions and messages.

A number of categories of communication concepts are com-
monly used in message development—for example (Weinreich,
1999; National Cancer Institute and National Institutes of Health,
2002; R. W. Rogers, 1975, 1983; Witte and Allen, 2000):

• Fear appeal: Concepts developed to evoke fear and refer to an
emotional response

• Action step: Specific recommended actions
• Rewards or benefits, highlighting key advantages associated with

recommended change
• Perceived threat: The audience’s perception about its own risk

levels for a specific health condition; refers to an audience
response that is information based

• Perceived efficacy: The audience’s perception about its own
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ability to perform recommended actions and behavior, as well
as the impact of such actions on the actual threat

• Hope: Conveys that following the recommended behavior will
lead people to unexpected milestones or changes

Table 12.1 lists examples of concepts for a health communica-
tion program on childhood immunization that is directed to par-
ents. As with all other kinds of concepts, these are raw messages.
Final messages should be selected to reflect key issues and infor-
mational needs that have been highlighted by formative research,
cultural values, audience preferences, and reactions to each of
these possibilities. Notably, Table 12.1 includes a concept category
of barriers, which refers to presenting information in a way that
shows that perceived or existing barriers to behavioral or social
change can be addressed and eliminated.

Prior experiences and research studies should also guide the
selection process and provide information on the overall effec-
tiveness of specific concepts. For example, fear appeal has been
studied and applied over the years. Although many health com-
munication practitioners and researchers believe that “fear appeals
backfire,” further analyses of communication interventions have
suggested that “strong fear appeals produce high levels of per-
ceived severity and susceptibility, and are more persuasive than low
or weak fear appeal messages” (Witte and Allen, 2000, p. 591).
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Table 12.1. Examples of Communication Concepts
for a Program on Childhood Immunization

Benefits: Immunization protects children from severe childhood
diseases.

Barriers: Childhood vaccines are safe and effective. The benefits
of immunization are by far larger than the risk for side
effects.

Consequences: Vaccine-preventable childhood diseases can have
long-term effects on a child’s physical and mental
development.

Action Steps: Immunize your child. Talk to your health care provider
about vaccines.

Schiavo.c12  2/19/07  1:33 PM  Page 309



Moreover, fear appeal encourages behavior change, especially
when coupled with high-efficacy messages.

In practice, the use of fear appeal in a strong or moderate way,
or not at all, depends on the audience’s characteristics and reac-
tions, as well as the nature of the health issue being addressed. Rais-
ing fears or awareness of existing threats should always be coupled
with messages and tools that build people’s skills and make them
feel confident that they can succeed on their own. There is noth-
ing worse than informing people about potential risks or health
conditions without giving them a way to prevent or manage them.

Recall the example of the parents of a nine-year-old boy who
still wets the bed at night as the result of primary nocturnal enure-
sis, a common medical condition. Once the parents become aware
that this is actually a medical condition and not a character flaw
or behavioral problem (Cendron, 1999), they are likely to want to
do something about it. They have already gone through many
months of stress and shame and may feel relieved that help may
be on the way. Suggesting they talk to a health care provider or go
to a specialized health center is an important element of effective
communication.

Similarly, think about the case of Maristela, the mother of five
children who lives in a small village in northeast Brazil. She re-
cently heard about the death of a child who used to play with her
children. Apparently the child had visceral leishmaniasis, which is
also known as kalazar, a parasitic disease spread by the bite of in-
fected sand flies and is found in Central and South America,
Africa, and some Asian countries. Kalazar presents with vague
symptoms such as fever, weight loss, fatigue, and an enlarged
spleen and liver (Centers for Disease Control, 2006j), also known
as a pot belly. Rapid diagnosis, which starts with the initial suspi-
cion of the disease in the presence of a pot belly, is critical to sav-
ing lives and is normally part of emergency control plans (Arias,
Monteiro, and Zicker, 1996).

Maristela is scared of kalazar, does not understand it, and feels
powerless about the possibility that her children might contract it.
A health communication program intended for Maristela and
other parents in her village is likely to be more successful if, in ad-
dition to raising awareness of the disease and its early symptoms,
incorporates action steps and self-efficacy concepts and messages.
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Among others, these could encourage disease suspicion (when a
child has a pot belly) and prompt early intervention (such as rush-
ing to the closest health care facility) and inquiry to health care
providers about the possibility the child may have kalazar.

All of the examples in this section establish that communica-
tion concepts and messages are research based and should address
the intended audience’s specific needs and characteristics. When-
ever possible, they should also be designed to show the path to be-
havioral or social change by highlighting a series of steps or actions
leading to that. Most important, they should be validated by in-
tended audiences through pretesting methods and analysis.

Box 12.1 presents a case study by the U.S. National Cancer In-
stitute (NCI) that shows how communication messages were de-
veloped from a variety of initial communication concepts and on
the basis of audience feedback. Practical tips on message develop-
ment and an overview of pretesting methods and principles are ad-
dressed in the following sections.

Box 12.1

NCI’s Cancer Research Awareness Initiative:
From Message Concepts to Final Message

In 1996, the NCI’s Office of Communications (OC), then the Office
of Cancer Communications, launched the Cancer Research Aware-
ness Initiative to increase the public’s understanding of the process
of medical discoveries and the relevance of discoveries to people’s
lives. OC’s concept development and message testing for this initia-
tive included the following activities.

Three values of medical research were selected for concept
development:

1. Progress (e.g., we are achieving breakthroughs)
2. Benefits (e.g., prevention, detection, and treatment research are

benefiting all of us)
3. Hope (e.g., we are hopeful that today’s research will yield to-

morrow’s breakthroughs)
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Based on these values, the following message concepts were devel-
oped and explored in focus groups with intended audience members:

• Research has led to real progress in the detection, diagnosis,
treatment, and prevention of cancer.

• Everyone benefits from cancer research in some fashion.
• Cancer research is conducted in universities and medical schools

across the country.
• Cancer research gives hope.
• At the broadest level, research priorities are determined by soci-

etal problems and concerns; at the project level, research priori-
ties are driven primarily by past research successes and current
opportunities.

The following messages were crafted after listening to intended
audience members’ reactions and their language and ideas about the
importance of medical research:

A. Cancer Research: Discovering Answers for All of Us
B. Cancer Research: Because Cancer Touches Us All
C. Cancer Research: Discovering More Answers Every Day
D. Cancer Research: Because Lives Depend on It
E. Cancer Research: Only Research Cures Cancer

Mall intercept interviews were conducted to pretest them. Based
on responses from the intended audience in these interviews, mes-
sage D was selected as the program theme.

Source: U.S. National Cancer Institute and National Institute of Health. Mak-
ing Health Communication Programs Work. National Institute of Health, Pub-
lication No. 02–5145, 2002, p. 56.

Message Development
Once the type of message appeal has been selected, messages
should be developed and pretested with intended audiences or
their representatives (National Cancer Institute and National In-
stitutes of Health, 2002). Several factors can influence message ef-
ficacy and need to be considered in message development.
Effective messages are:
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• Concise and to the point. There should be no more than two or
three messages per audience; too many messages may be
confusing.

• Credible. They are evidence based and delivered using rep-
utable tools and spokespeople.

• Relevant to the intended audience. They need to address the, “So
what?” and “What is in there for me?” questions.

• Consistent throughout the communication activities and mate-
rials as well as over reasonable periods of time.

• Simple. They should not use jargon or technical terms.
• Easy to remember. Whenever possible, they should include

catchy language or evoke images that resonate with intended
audiences.

If a health communication program has more than one mes-
sage per audience, the most important message should be men-
tioned at the beginning and the end of each communication and
activity. Communication trainers normally use a simple ten- to
twelve-word exercise to prove this point. If a group hears a list of
ten to twelve related words and then they are asked to recall the
list in order, chances are that most people remember the first and
the last word and fewer people remember the words in between.

Message retention is also another important topic in commu-
nication. Message frequency, vocal variety (in the case of interper-
sonal communications or live events), and a multichannel approach
to message delivery, which creates the so-called resonance effect,
can all have a positive influence on message retention by key audi-
ences. A common model for information retention is Ebbinghaus’s
curve of forgetfulness, based on the work of Hermann Ebbing-
haus, a pioneer researcher of the psychology of human memory
who studied message retention in the late 1800s (Perlotto, 2005).
Ebbinghaus’s curve demonstrates that “75% of information learned
in week one, and not reinforced afterwards, is forgotten in week
two. 90% of it is gone in week three, and so on” (Nuzum, 2004, p.
23). This supports the importance of message repetition and con-
sistency, a common practice in effective health communication. Fi-
nally, a cross-cultural approach to message development that
incorporates audience feedback can improve the chances that mes-
sages will be understood, retained, remembered, and implemented.
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Selecting Communication
Channels and Vehicles
Communication channels refer to the path that is used to reach in-
tended audiences with relevant information and communication.
Communication vehicles are materials, events, activities, or other ways
used to deliver a message through communication channels. This
category (materials, events, and activities) is also called tactics. A
variety of communication channels and vehicles are audience spe-
cific and should be researched as part of the situation analysis and
audience profile (see Chapter Ten).

Selecting appropriate and culturally competent channels and
vehicles is extremely important in making sure that specific health
communication messages or programs stand out in the audience’s
mind. Formative research should set the stage for and guide the se-
lection of adequate and audience-specific communication channels
and tactics. At this point in program planning, health communica-
tors should have a clear understanding of audience preferences for
channels and vehicles that are most likely to be effective in carry-
ing the message. Moreover, program planners should stay informed
on new options and trends in the use of communication channels
and vehicles, as well as trends in their acceptance. Media coverage,
peer-reviewed studies, online resources, and informal conversations
with colleagues and representatives of relevant health organiza-
tions are all excellent ways to stay informed. (Appendix A includes
a menu of communication channels and venues as well as examples
of related vehicles. See “Communication Channels and Venues and
Examples of Related Vehicles.”)

Some of the criteria that guide the selection of audience-
specific channels and vehicles are message content and complexity,
audience reach, cultural and issue appropriateness, and cost-
effectiveness (see Chapter Ten). The efficacy of specific commu-
nication vehicles also depends on their ability to grab an audience’s
attention (Health Communication Unit, 2003b), which is often re-
lated to the graphic and visual appeal of the vehicles (as it applies,
for example, to the case of printed materials, videos, or broadcast
segments) as well as the credibility and appeal of the program’s
spokespeople. For example, the use of celebrities, well-known
physicians, peer leaders, or other role models may enhance the
ability of communication vehicles to capture audience attention.
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Effective vehicles should also be easy to reproduce and dis-
seminate (Health Communication Unit, 2003b). Since message
consistency and repetition are key factors in message development
and dissemination, communication vehicles should reflect and ac-
commodate these attributes of effective messages and be selected
to ensure widespread message circulation.

Ultimately, the final word on clear and culturally appropriate
messages, channels, and vehicles is determined by the intended au-
diences or their representatives, who should be involved in the de-
velopment and pre-testing of these essential communication tools.
Box 12.2 features a case study by the Program for Appropriate Tech-
nology in Health (PATH) that highlights how the selection of cul-
turally appropriate and research-based messages, channels, and
vehicles can influence changes in knowledge, attitudes, and behavior.

Box 12.2

Community Theater in Benin:
Taking the Show on the Road

Spacing births or limiting the number of children reduces risks to moth-
ers’ and children’s health. Yet, women in northern Benin have an average
of six children, and 20 percent of them have children dangerously close
together—fewer than two years apart. Five women for every thousand
children who are born die of complications from pregnancy and child-
birth. Contraception prevents unwanted and high-risk pregnancies and
can save women’s health. Still, only seven percent of families used it.

PATH, an international non-profit organization, has found that
theater is a highly effective way to address health issues—and even
to begin to change social norms. In villages with no access to televi-
sion or cinema, and in which many people cannot read, it’s relatively
easy to gather a large crowd—often up to 300 people—for a perfor-
mance. The lack of competing media makes the play even more ef-
ficient at spreading ideas and getting youth, parents, and elders
thinking and talking about the health topic.

PATH designed the play Spacing Our Children to instigate dis-
cussion and raise villagers’ awareness of modern family planning
methods. In the first year, more than 65,000 people in 232 villages
in northern Benin attended the play, which was in the local Bariba
language.
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Constructing the Set

In preparation for the play, PATH assessed knowledge and attitudes
of villagers. Research showed that men, who control the purse strings,
often oppose their wives’ wishes to use contraception. As a result, the
play emphasized the husband’s responsibility in family planning and
the economic benefits of well-spaced, healthy children. The two cen-
tral characters were brothers with divergent views and life situations.
One had carefully nurtured his small family. The other had a large
family that had fallen into poverty, disarray, and ill health.

An existing African theater troupe, Troupe Bio Guerra, helped
PATH create and tour the production. Project staff trained the actors
to administer oral surveys before and after the play and to hold short
discussion groups with the villagers after each performance. The dis-
cussion groups, which were segmented by age and sex, were the first
chance for villagers to freely exchange stories with their peers, ask
questions, and clarify what they learned. The play‘s messages were
reinforced by radio shows, printed materials, and home visits by com-
munity health volunteers.

Results

Data from surveys of villagers before and after the play indicated dra-
matic increases in the number of villagers who:

• Were able to describe several contraceptive methods.
• Said they would discuss contraception with their spouses.
• Said they planned to have no more than four children.

Use of contraceptives by married women increased from 7 per-
cent prevalence in 2000 to 11 percent in 2002. The project continued
to work to increase this percentage in 2003–2005. However, national
statistics were not available at the time this book went to press.

Source: Program for Appropriate Technology in Health (PATH), “Community
Theater in Benin: Taking the Show on the Road,” unpublished case study,
2005b. Funding for this project was provided by the US Agency for Interna-
tional Development through an award to University Research Co., LLC. Copy-
right © 2005b, Program for Appropriate Technology in Health (PATH),
www.path.org. All rights reserved. The material in this case study may be freely
used for educational or noncommercial purposes, provided that the material
is accompanied by this acknowledgment line. Used by permission.
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Program Launch
The tactical plan should also include a section that highlights the
timing and the kinds of activities and materials that would be used
to kick off the overall health communication program and intro-
duce its messages and activities to intended audiences. The pro-
gram launch plan should be determined by formative research
findings. Launch messages should be the same as for the overall
health communication program. Messages should be consistent until
the evaluation and feedback phase is completed or has gathered sig-
nificant results that point to the need for message refinement.

Launch activities and materials aim to spread the word about
the program’s core messages and implement its activities, poten-
tial services, and resources. A few practical suggestions can be used
to develop effective launch plans:

• Make sure that program launch activities are audience, chan-
nel, and venue specific.

• Select communication channels and venues for maximum au-
dience outreach. For example, if the audience is the general
public, the mass media are effective channels, especially in de-
veloped countries. If the audience includes health care profes-
sionals, medical meetings and conferences as well as trade and
medical publications are adequate venues or channels for launch
activities. In the United States, a large percentage of patient
groups and other kinds of audiences can also be reached at
meetings and conferences. In the developing world, traditional
communication channels (for example, theater) and venues
(for example, the local village square or market) may be suit-
able for a crowd of community members to gather (see the
example in Box 12.2).

• Be creative. Program launch activities should be designed to
attract the attention of key audiences, as well as key gatekeep-
ers, such as journalists, professional organizations, and other
individuals and groups that may provide access to intended
audiences.

• Whenever possible, use celebrities, community leaders, role
models, or other well-known opinion leaders who are recog-
nizable and respected by intended audiences to deliver
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program messages at program launch as well as during follow-
up activities.

• In all launch activities and materials, include information about
where and how to obtain additional information or help about
the specific health issue. For example, provide telephone num-
bers, Web site addresses, and the names and addresses of a
specific community or health centers or organizations. Ask
people to become involved in the solution of the health issue
or specific program activities.

• Research activities, news, and events that may interfere with
program launch and deflect attention from its core messages.
Avoid scheduling launch activities in conjunction with other
presentations or events that may be of greater interest to in-
tended audiences.

Special considerations apply to each communication channel,
venue, and country. For example, in designing communication ac-
tivities and tools for a health communication program that relies
on the mass media for its launch activities, communicators must
consider different options for their cost-effectiveness and efficacy
in achieving media coverage. In the United States, press confer-
ences are an adequate communication vehicle for program launch
only in the case of breakthrough news or the participation of ex-
tremely well-known political figures and celebrities. Competition
for media coverage is fierce. Journalists do not attend press con-
ferences or in-person media briefings unless there is breakthrough
news or a celebrity is participating. If these criteria cannot be met,
traditional media relations such as a press release and a media alert
announcing speaker availability for one-on-one telephone or in-
person interviews may be a cost-effective option to secure coverage
on the program’s content and key messages.

Pretesting of Communication Concepts,
Messages,  and Materials
Pretesting should be used to assess whether communication con-
cepts, messages, and materials meet the needs of intended audi-
ences and are culturally appropriate. As defined in Chapter Ten,
pretesting is considered an essential part of formative research. As
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in other phases of formative research, if key audiences are multi-
cultural, they should all be represented in pretesting studies.

Outside academia, many health organizations in the commer-
cial and nonprofit sectors consider pretesting a costly and avoidable
step in communication planning. This common misperception
(National Cancer Institute and National Institutes of Health, 2002)
may result in messages and materials that do not support key ob-
jectives and strategies and fail to meet audience preferences and
needs. In fact, “pre-testing answers questions about whether your
materials [and messages] are understandable, relevant, attention
getting, attractive, credible, and acceptable to the target audiences”
(Washington State Department of Health, 2000; Doak, Doak, and
Root, 1995). In other words, pretesting helps assess if all the crite-
ria that inspired the development of draft concepts, messages, and
materials have been met.

Pretesting starts within the immediate environment of the
health communication team. Colleagues, program partners, and
professional acquaintances can provide initial feedback on draft
concepts and materials. Actual pretesting with members of key au-
diences relies on traditional marketing and communication re-
search methods (see Chapter Ten), including focus groups,
one-on-one interviews, expert or gatekeeper interviews, and sur-
veys. Methods should be selected according to materials format,
size of target audiences, cost-effectiveness, and cultural prefer-
ences, to name a few criteria. Focus groups and one-on-one inter-
views tend to be most commonly used in pretesting.

Pretesting needs to be cost-effective. Obviously the cost should
never exceed the cost of materials and activity development. A
number of solutions can accommodate limited budgets and time
concerns and make pretesting more affordable; examples are con-
ducting stakeholder, expert, or gatekeeper interviews to validate
program elements and adapting pretesting questions from previ-
ous studies.

In pretesting, “one of the most significant questions is: ‘What
can the readers do after reading this that they could not do be-
fore?’” (Matiella, Middleton, and Thaker, 1991; Washington State
Department of Health, 2000). Messages and materials are more
likely to encourage behavioral change when they are simple and
do not try to accomplish too many objectives at the same time.
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Finally, pretesting is important in assessing the overall level of
comprehension of messages and materials by intended audiences.
Low health literacy is a widespread issue in both developed and de-
veloping countries (see Chapter Two). A good communication
practice is to write in simple and clear terms for low-literacy audi-
ences. Communication messages and materials should be designed
for the reading level of intended audiences, but “most materials
should be written for no higher than sixth grade reading skills”
(Washington State Department of Health, 2000). (For resources
on readability tests as well as examples of pretesting questions, see
Appendix A: “Health Literacy: Methods to Assess and Refine Read-
ability Levels of Communication Messages and Materials” and
“Pretesting Messages, Materials, and Activities: Sample Questions.”)

Partnership Plan
Even if there are sufficient funds or human resources for program
implementation, it is important to consider partnering with other
organizations and stakeholders (see Chapter Eight). Partners can
increase the possibilities for audience reach and add organizational
skills competency in a specific area of program implementation,
credibility, technical and medical expertise, spokespeople, or other
knowledge and skills that can contribute to a program’s outcome.
Other authors and publications support the importance of sound
partnership plans as a key component of health communication
planning (National Cancer Institute and National Institutes of
Health, 2002; O’Sullivan, Yonkler, Morgan, and Merritt, 2003).

The list of potential partners to be considered or involved in a
health communication program is issue and audience specific. Po-
tential partners range from public health departments to voluntary
organizations, from state or national professional organizations to
patient groups, from corporations and local businesses to univer-
sities and other educational institutions, from student associations
to many other kinds of organizations and stakeholders. Partner-
ships, coalitions, and other forms of collaborative efforts often arise
from good relationships, as well as organized constituency relations
efforts. The partnership plan is the last step of these efforts.

In general, there are two phases in developing partnership
plans. Phase One is part of the situation analysis and audience pro-
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file and continues with the evaluation of potential partners, as well
as organizational constraints, barriers, and issues that should be
considered prior to engaging a specific health organization or
stakeholder. Often Phase One relies on preliminary conversations
and meetings that may help potential partners assess the feasibil-
ity of a joint effort.

Phase Two is the actual partnership plan, which should be as
comprehensive as possible in highlighting the time line of all ac-
tivities for which partners are joining efforts, the roles and re-
sponsibilities of each partner, and other elements (see Table 12.2).
This phase should be completed prior to the development of com-
munication strategies, objectives, and activities. It is fundamental
to the success of all partnerships to involve potential partners early
in the planning process. The actual partnership plan is a way to
formalize and record discussions and negotiations that should take
place throughout the overall health communication process.

An important component of Phase Two is to develop and de-
scribe a standard process for ongoing communications among
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Table 12.2. Key Elements of a Partnership Plan

Phase I

• Program title

• Overall program goal

• Program objectives

• Target audiences

• Benefits of potential
partnership

• Expected roles and
responsibilities

• List of potential partners

• Organizational constraints and
policies

• Administrative issues

• Potential drawbacks

Phase II

• Time line

• Steps to secure partnership

• Names of partners’
representatives

• Assigned roles and
responsibilities

• Frequency and methods of
progress update and other
routine communications among
partners

• Standard protocol for decision
making

• Expected program outcomes
and intermediate milestones

• Measures for program success

Schiavo.c12  2/19/07  1:33 PM  Page 321



partners (for example, a weekly phone call or scheduled meetings).
All partners must understand the process, as well as how decisions
will be made, and agree to it. Mutual understanding and agreement
on expected outcomes of the joint effort as well as related meas-
urement parameters will keep the partnership healthy by minimiz-
ing misunderstandings, as well as setting and managing realistic
expectations among all partners. Finally, partnership management
requires funds and human resources that should be considered part
of the overall program budget and resource allocation.

Program Time Line and Budget Estimate
The tactical plan should include a program time line and budget
estimate for each communication activity as well as the develop-
ment of all communication materials. Budget estimates should be
based on actual price quotes from printers, graphic designers, cre-
ative or communication agencies, marketing research firms, con-
sultants, and other potential vendors and include funds for
contingency plans and potential crises. It is also helpful to include
an estimate for each activity of the time spent by members of the
communication team in the program. (Sample time lines and bud-
get estimates are included in Appendix A. See examples 1 and 2
of “Program Time Line: Sample Forms” and “Budget Sample
Form.”)

The Evaluation Plan: An Overview
of Models and Trends
This section provides an overview of evaluation trends, opinions,
and topics in regard to their application to the field of health
communication. It also includes a brief discussion of selected
frameworks and models used to measure the outcomes of health
communication programs.

Evaluation plans should be developed at the same time as tac-
tical plans and should refer to the outcome (behavioral, social, or
organizational) and communication objectives as well as the over-
all program goals that have been established. In fact, in designing
messages, activities, and materials, health communicators should
always ask themselves how these elements support the program’s
goals and objectives. Do they serve the communication strategy?
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What were the theoretical assumptions and models that informed
program planning, and how do they influence evaluation?

This kind of questioning lays the groundwork for a detailed eval-
uation plan in which all elements are interconnected and considered.
In this phase, planners should also be aware of the limitations and
costs of the evaluation process in health communication, so that all
decisions made will enhance the objectivity of evaluation parameters.

The Language of Evaluation
Measurement, and specifically mathematics, is the language of sci-
ence. We use mathematics and related measurement parameters
in everyday life to evaluate quantity, size, shapes, relationships, and
personal and professional achievements. Health communication
incorporates mathematical principles in many evaluation models
and metrics. Although this book does not go into the details of spe-
cific mathematical models used in health communication, we de-
fine common terms in evaluation:

• Evaluation: The science and process of appraising the value or
worth of a health communication program.

• Program assessment: A general term used to indicate program-
specific evaluation.

• Metrics: Another term for evaluation parameters. Metrics should
be quantifiable and define a system of parameters to assess pe-
riodically specific program elements or outcomes (for exam-
ple, process-related results or changes in attitude and behavior).

• Return on investment (ROI): The economic benefits that may
derive from having invested funds in a program or activity.
This parameter is commonly used in the commercial sector to
assess the impact of marketing and communication activities
on product sales. In public health, it may be useful in assessing
the benefit of specific communication activities. For example,
the return could be calculated in terms of the percentage of
people who changed knowledge, attitude, or behavior or ben-
efited from a specific change in social policies and practices.

• Outcomes: Changes in knowledge, comprehension, attitudes,
skills, behavior, policies, or social norms as established by the
program’s outcome and communication objectives (Coffman,
2002; Freimuth, Cole, and Kirby, 2000). Outcomes are measured
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in relation to the estimated influence the health communica-
tion program had on each change.

• Impact: Sometimes refers to outcome in relation to a specific
change (for example, behavioral impact) influenced by a
health communication program or activity. In other models
(Coffman, 2002), it is used to refer only to the long-term
change influenced by a program in relation to the overall pro-
gram goal, such as changes in disease incidence, which are al-
most never directly used as an evaluation parameter in actual
communication practice. This term may also have other con-
notations in different models (Bertrand, 2005).

• Behavioral impact: The specific behavioral results of a health
communication program. This is measured in relation to spe-
cific behavioral indicators that have been established at the
onset of planning.

• Social change indicators: Measures of changes in social interac-
tions, norms, policies, and practices, as well as changes in the
issues of concern (for example, poverty reduction, HIV/
AIDS rates) (Rockefeller Foundation Communication and
Social Change Network, 2001). Social indicators for evaluation
are issue and audience specific. They are also a consequence
of behavioral change within different groups and communi-
ties. For example, if the social indicator is the establishment of
a new policy, this is the result of several changes in the beliefs
and behavior of policymakers that led them to support and
pass a new policy.

As these terms demonstrate, there are a variety of definitions
as well as potential significances attributed to them. Using consis-
tent theoretical assumptions and models throughout planning and
evaluation helps ensure the accuracy of measurement and limits
the possibility of misunderstandings on evaluation parameters and
terminology.

Why We Measure
Measurement in health communication is needed for more than
satisfying the requirements of donors, clients, partners, or other
key stakeholders in a specific health issue or program. In fact, it is
instrumental for a number of other reasons:
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• Focusing health communication staff, partners, and key audi-
ences on shared goals

• Clarifying the overall program goal and objectives
• Identifying and comparing effective health communication

practices
• Improving service delivery (for example, in the case of health

communication programs that also offer specific public or com-
munity services or communication consultants and agencies)

• Adjusting the program in progress by refining strategies and
messages

• Assessing the overall cost-effectiveness of the program
• Determining program reproducibility and sustainability
• Communicating results to key program stakeholders and

audiences
• Competing for economic and human resources

In short, measurement is a valuable tool not only in assessing
results but also in achieving those results. Through different
phases, research and evaluation methods help inform, focus, and
refine health communication programs.

Evaluation Phases
Most authors (Bertrand, 2005; Freimuth, Cole, and Kirby, 2000)
identify three phases in the evaluation of health communication
interventions: formative, process, and summative. They correspond
to the research phases described in Chapter Ten and are usually
incorporated into effective health communication practices.

Fo r m a t i v e  E v a l u a t i o n

Formative evaluation occurs prior to the program’s development
and implementation and includes the analysis of all research data
gathered in the situation analysis, audience profile, and pretesting.
Formative evaluation informs, guides, and helps validate all ele-
ments of a health communication program.

P r o c e s s  E v a l u a t i o n

Process evaluation is used to compare key steps of the program’s
implementation with the original program plan. Frequently pro-
cess evaluation is also used to measure expected results for specific
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activities, materials, and messages. It refers to parameters such as
audience reach, attendance, quality and tone of media coverage,
message retention, ability to create alliances, community or stake-
holder endorsement of the program’s key concepts, circulation of
materials, as well as short-term changes in knowledge and attitudes
that may occur as a result of specific communication messages, ac-
tivities, or materials. For example, some parameters for process
evaluation of a communication workshop targeted to health care
providers may include the number of attendees, message reten-
tion, audience feedback on and level of interest in the workshop’s
content, and the provider’s intention to translate new information
into actual clinical practice. These parameters can be assessed with
various tools, for example, a questionnaire or evaluation form dis-
tributed to workshop attendees.

Process evaluation helps health communicators keep track of
progress as well as the overall quality of the program’s implemen-
tation. This is directly connected to the need for spotless execution,
which is one of the key characteristics of effective implementation
and monitoring of the health communication process.

Finally, process evaluation should not be used to assess the di-
rect impact of specific activities or materials on long-term changes
in knowledge, attitudes, skills, or behavior. This direct cause-and-
effect relationship is somewhat difficult to establish in health com-
munication because “change does not often occur as a result of
just one specific activity” (National Cancer Institute and National
Institutes of Health, 2002, p. 45).

S u m m a t i v e  E v a l u a t i o n

Summative evaluation measures program efficacy in relation to the
outcome and communication objectives initially established by
the program. In other words, it “measures the extent to which change
occurs. In health communication programs, the primary objective is
usually a health-related behavior” (Bertrand, 2005). Behavioral im-
pact is also the key evaluation parameter of WHO COMBI programs.
(World Health Organization, 2003; see also Chapter Two).

In other cases, the primary objective may be a specific social or
organizational outcome. However, since social or organizational
outcomes are the result of gradual changes in behaviors by key
stakeholders and members of different levels of society, behavioral
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impact is still a key measurement. Changes in behaviors that may
lead to social or organizational change, as well as changes in other
indicators (for example, knowledge, attitudes, or skills) that have
been previously established by outcome or communication objec-
tives, should also be measured as part of summative evaluation. In
some mass media health communication campaigns, audience reach
is part of summative evaluation. In this book, audience reach is con-
sidered one of the measurement parameters of process evaluation.

Key Facts and Trends on Evaluating
Health Communication Outcomes
Evaluation is considered an essential step by health communica-
tion theorists and practitioners. However, too many health orga-
nizations do not conduct evaluation of health communication
programs. For example, “a study of 50 published nutrition and/or
physical activity campaigns” showed that “fewer than 1/3 of the
campaigns expressed goals in measurable terms” (Health Com-
munication Unit, 2003c, pp. 28–29). Moreover, “goals were rarely
formulated on the basis of data descriptive of target audiences”
(p. 29). Similar findings also applied to audience segmentation,
consumer research, and theory-based communication approaches.
In fact, although the campaigns often mentioned social marketing
as a planning framework, social marketing or behavioral theories
concepts were rarely integrated into planning (Health Communi-
cation Unit, 2003b; Alcalay and Bell, 2000).

In practice, most health organizations are pressed for results
and would like to conduct some kind of measurement and support
the overall concept. Still, only rarely do annual budgets include
funds for evaluating health communication programs or training
human resources that in the long term may influence the cost-
effectiveness of the evaluation process. When evaluation is part of
program planning, this tends to be formative evaluation. Process
and summative evaluation are often perceived as too costly or in-
conclusive. In addition, lack of adequate training and under-
standing of evaluation tools and methods may result in a series of
barriers to evaluation that may be perceived as insurmountable.

Evaluation has several drawbacks (Table 12.3), some of which
are more difficult to overcome than others. Recognizing evaluation
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barriers and drawbacks helps set realistic expectations among team
members, partners, donors, clients, and key stakeholders about the
program’s results and the overall evaluation process.

A major limitation in the evaluation of health communication
programs is related to the complexity of human behavior. Health
communication efforts attempt to achieve behavioral or social
change. However, since all people are influenced by multiple
sources of information as well as personal and professional events,
it may be difficult to make a direct connection between the actual
health communication program (or, even more difficult, specific
communication activities) and the behavioral or social outcome.
It is important to remember that “communication programs gen-
erally occur in a real-world setting, where there are many other in-
fluences on the intended audiences. [In many cases], it can be
impossible to isolate the effect of a particular communication ac-
tivity, or even the effect of a communication program on a specific
intended audience” (National Cancer Institute and National In-
stitutes of Health, 2002, p. 45).

Say that a woman who is forty-five years old suddenly decides
to change her previous behavior and see her physician for annual
breast cancer screenings. It may be challenging to define with cer-
tainty to which degree her behavior has been influenced by an on-
going health communication program on this topic or that her
best friend was just diagnosed with advanced breast cancer at age
forty-three. Similarly, when a new law is passed to ban workplace
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Table 12.3. Drawbacks of Evaluation

• Cost

• Time

• Chance of measuring the wrong variables and indicators

• Questionable accuracy for programs with limited scope, reach, and
duration

• Potential bias in evaluation method or tool

• Hard to do if not planned ahead

• Results that may be affected by independent influences on key
audiences and program’s outcomes
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discrimination of people who suffer from a specific medical con-
dition, it may be difficult to ascertain which factors have weighed
more in the legislators’ decision: ongoing mass media and advo-
cacy efforts, direct experiences of loved ones, professional obser-
vations, personal ambition, or something else. In both examples,
chances are that all of these factors influenced the outcome. Being
aware of the challenges of evaluation is fundamental to the design
of adequate evaluation plans, which should include a combination
of quantifiable parameters and qualitative analyses and sometimes
rely on intermediate steps and other quantifiable measures to as-
sess progress- and program-related results.

In spite of potential limitations, ignoring this fundamental step
of health communication planning may harm the overall percep-
tion of the field’s efficacy and contribution to health care issues, as
well as the ability to secure funds and resources for subsequent
health communication programs. Most important, it will leave health
communicators without adequate instruments to evaluate the sig-
nificance of their efforts.

Health organizations should find the optimal balance of eval-
uation, cost, and other factors that are related to measurement.
This balance may vary from organization to organization. “Small
nongovernmental organizations (NGOs) with limited resources
may opt to perform only one of these types of evaluation [forma-
tive, process, or summative], whereas a major communication pro-
gram with national scope would be remiss to exclude any of them”
(Bertrand, 2005).

Still, in defining evaluation parameters, it is important to set
realistic expectations. For example, impact measurement (if im-
pact is defined as the effect of the program on the overall program
goal, such as changes in disease incidence or mortality) may be dif-
ficult and take a long time to assess. Outcome evaluation such as
behavioral impact or changes in knowledge, attitudes, and skills
may include more realistic parameters. Therefore, it is important
to select indicators that are strongly linked to the achievement of
the overall program goal. This is already a common practice in
many fields. For example, “increased immunization levels predict
decreased child mortality. Increasing numbers of girls in school is
often cited as a predictor of economic progress” (Rockefeller
Foundation Communication and Social Change Network, 2001).
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Since health communication never stops being a cycle, this
brings us back to several of the initial questions of communication
planning. What does the program want people to do? Do you want
them to immunize their children? Send their girls to school and
be proud of them? What are the intermediate steps to encourage
these behaviors, and were they met by the program? Was the pro-
gram well executed in relation to activities that supported inter-
mediate objectives? Did the program reach the number of people
originally estimated? Can you quantify the actual behavioral im-
pact of the program?

In health communication, behavioral change at different lev-
els of society is the ideal standard measurement. However, evalua-
tion needs to set realistic parameters that vary from program to
program and case to case. In doing so, it is important to take into
account that the complexity of evaluation increases with the com-
plexity of the parameter being measured (Freimuth, Cole, and
Kirby, 2000). Key evaluation parameters need to be mutually
agreed on with all program partners, team members, donors, cli-
ents, or other key stakeholders.

Finally, participatory evaluation, which complements and in-
cludes the practice of participatory research (described in Chap-
ter Six), has emerged as an alternative evaluation approach
(Bertrand, 2005) versus more traditional evaluation methodolo-
gies that normally rely on expert evaluation. In participatory eval-
uation, key audiences or their representatives lead or are part of
the evaluation team. They contribute to the design of the evalua-
tion plan and the analysis of key results as well as overall feedback.
This approach is part of the participatory model of communica-
tion planning (see Chapter Nine).

The appropriate level of participation by key audiences, as well
as the degree of expert input and involvement, should be influenced
by several factors, including cultural preferences and the specific
characteristics of the health issue, audience, or country. In general,
even with more traditional approaches, it should be common prac-
tice of effective health communication to establish and analyze mea-
surement parameters with representatives of intended audiences
and program partners. This is frequently accomplished by involv-
ing or soliciting the opinion of professional organizations, patient
groups, and other constituency groups that attend or represent in-
tended audiences. Finally, it is important to be aware that “partic-
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ipatory evaluation may not meet the methodical rigor of the sci-
entific community to measure effectiveness” (Bertrand, 2005).
Therefore, the participation of health communication practition-
ers and other experts may be critical to preserve such rigor.

Quantitative and Qualitative Measurements
Measurement for each of the three types of evaluation uses tradi-
tional marketing and communication research methodologies.
Some of them are described in Chapter Ten as part of the forma-
tive research phase that is needed to complete the situation analy-
sis and audience profile.

For complex analyses, it is likely that health organizations and
their audiences may require the help of evaluation experts. For ex-
ample, assessing changes in attitudes and behaviors requires in-
tensive efforts in a specific geographical area and period of time.
Pre- and postintervention studies are needed to assess the baseline
(in terms of frequent health behaviors or attitudes) as well as the
impact of the communication program on such parameters. Since
these studies require a significant financial commitment and spe-
cific skills, health organizations often turn to evaluation experts or
health communication agencies. One word of caution is needed
in this regard: behavioral change occurs only over time. Only long-
term efforts can generate sustainable behavioral results. Therefore,
measuring too soon after the program launch may show some
modest changes but will not guarantee that these changes can be
sustained over time. Ideally, measurement should take place at dif-
ferent intervals using tracking surveys or other methodologies de-
scribed in Chapter Ten. If this is not possible, summative evaluation
efforts should take place later in program implementation.

In general, measurement of health communication programs
relies on qualitative and quantitative methods.

Qualitative Methods

• In-depth interviews of members of intended audiences, pro-
gram participants, or other key stakeholders before and after
the program

• Focus groups
• Completion of evaluation forms after specific activities (for

process evaluation only)
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• Evidence of endorsement, such as letters of support or actual
program participation from key influentials (for formative and
process evaluation only)

• Panel studies, that is, pre- and postintervention studies, which
involve the same panel of key stakeholders or representatives
of intended audiences

Quantitative Methods

• Pre- and postsurveys—most commonly telephone surveys (see
Chapter Ten)

• Tracking surveys, which collect evaluation data at different
time intervals

• Control and intervention groups in which groups are either
randomized or selected in a way that one group will be ex-
posed to the health communication intervention and the
other will not

Most of these methods carry several limitations, such as in the case
of control and intervention groups in which other differences may
exist and have an impact on evaluation data (National Cancer In-
stitute and National Institutes of Health, 2002).

The selection of specific measurement methods depends on
several factors, including budget, purpose of the evaluation,
audience characteristics, type of health organization, health issue–
related factors, donor or client requirements as well as the theo-
retical assumptions or planning framework of the health commu-
nication program. For example, the theory of reasoned action (see
Chapter Two) “is one of the most frequently used in campaign eval-
uation” (Coffman, 2002, p. 18). Logic models (see Chapter Two)
are also increasingly used in the evaluation of health communica-
tion programs to organize and connect different program com-
ponents with the program’s outcomes (Coffman, 2002; University
of Wisconsin, 2005).

Establishing Evaluation Parameters
Effective health communication programs include mutually
agreed-on evaluation terms (Cole and others, 1995) and parame-
ters. This is a common procedure in participatory evaluation and is
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important to focus everyone’s efforts on common goals as well as
to minimize the possibility for misunderstanding and unrealistic
expectations about the potential program’s outcomes. As Sarriot
(2002) describes, “There can be benefits, particularly improved
collective learning in agreeing on shared and critical dimensions
of evaluation.” This includes “the contextual definition and selec-
tion of indicators of progress” (p. 91). This general principle ap-
plies to all forms of evaluation, and more specifically to process
and summative evaluation.

For process evaluation, the commercial sector as well as many
health communication agencies have been using models that rely
on mutually agreed-on parameters. Although this method may take
different empirical formats, the overall premise is to set specific
qualitative and quantitative parameters for each activity or mater-
ial of a health communication program. Data collection methods
are also included for each parameter. These criteria are discussed
and agreed on by the program’s sponsor, clients, health communi-
cation agencies, and all other key stakeholders involved in program
planning. A written report is normally provided on the basis of the
parameters previously agreed. (See Appendix A for a sample chart:
“Process Evaluation: Establishing Mutually Agreed Parameters.”)

Although this method is currently being used primarily for pro-
cess evaluation, but also including intermediate steps to change,
the overall principle of establishing mutually agreed parameters is
important to all forms and phases of evaluation, even when con-
ducted with different methods. Health communication is an inte-
grated approach that frequently involves different stakeholders and
uses multiple approaches. Potential evaluation parameters should
reflect the diversity of approaches and stakeholders who may con-
tribute to specific health programs and issues. Unifying these pa-
rameters under a mutually agreed-on principle helps meet the
expectations that have been set with donors, partners, team mem-
bers, clients, and intended audiences.

Key Concepts
Tactical Plan
• The tactical plan encompasses the communication messages,

channels, and vehicles (materials and activities) that are de-
signed to serve core communication strategies.
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• All elements of the tactical plan are informed and guided by
research findings of the situation analysis and audience pro-
file. Messages, channels, and activities are audience specific
and should be developed and tested with the input and partic-
ipation of intended audiences. When multiple tactics can
serve the same communication strategies and objectives, it is
important to rank and prioritize them on the basis of several
parameters that are discussed in this chapter (for example,
message complexity, audience reach, cost-effectiveness).

Evaluation Plan

• The evaluation of health communication programs is a much
debated and evolving topic.

• Evaluation starts with program planning and is an integral
part of the overall health communication cycle. Outcomes ob-
jectives should be set at the onset of program planning. The
evaluation plan should be developed at the same time as the
tactical plan and include evaluation parameters and methods.

• In health communication, key evaluation parameters are be-
havioral and social outcomes. Behavioral impact is considered
a primary parameter in the assessment of health communica-
tion programs.

• Evaluation of health communication programs presents sev-
eral limitations and challenges, but should not prevent pro-
gram planners from considering it as an essential step of
effective health communication programs.

• Although evaluation should always be part of health communi-
cation, health organizations and programs may opt for differ-
ent evaluation plans that represent diverse combinations of
evaluation needs, costs, and other audience- or issue-specific
factors.

• Given the variety of evaluation parameters and models, estab-
lishing mutually agreed measurement parameters with key
program stakeholders, team members, partners, and donors is
the latest wisdom in the evaluation of health communication
programs. This helps focus everyone’s efforts on common
goals and limits the possibility for misunderstandings and un-
realistic expectations about potential program outcomes.
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• Other key trends in the evaluation of health communication
programs are participatory evaluation and the use of consis-
tent models. Maintaining the same theoretical assumptions
and planning framework throughout the health communica-
tion cycle may be helpful in preserving the accuracy of pro-
gram evaluation.

For Discussion and Practice
1. Discuss the significance, pros and cons, and implications of cur-

rent trends and core principles in the evaluation of health com-
munication programs as described in this chapter (for example,
participatory evaluation, mutually agreed-on parameters).
Whenever possible, use practical examples or observations to
support your discussion points.

2. Describe the key steps you would take to evaluate the cost-
effectiveness of two different tactics you are proposing to influ-
ence the behavior of young adults and therefore to reduce the
use of drugs and alcohol consumption in this age group (for
example, a mass media campaign targeted to consumer media
and college newspapers and publications versus a peer-to-peer
series of interactive workshops at local colleges and universi-
ties). Focus on only cost-effectiveness parameters (for example,
financial cost, human resources, time), and assume that both
tactics have been validated by members of intended audiences
in terms of audience suitability and cultural competence.

3. If you completed questions 2 and 3 of the “For Discussion and
Practice” section of Chapter Eleven, think of examples of core
communication concepts, messages, channels, and tactics to
address the issue of skin cancer prevention among Luciana and
her peers.

4. Think of recent health communication materials (print or on-
line) you may have seen. Describe their content, key messages,
graphic appearance, and intended audiences. Identify core
questions of a potential focus group to pretest these materials
with representatives of intended audiences.
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Chapter Thirteen

Implementing,
Monitoring, and
Evaluating a Health
Communication Program

In This Chapter
• Planning a Successful Program Implementation
• Monitoring: An Essential Element of Program Implementation

and Evaluation
• Evaluation Report
• Key Concepts
• For Discussion and Practice

Finally, the communication program has been funded and is ready
to be launched. All the building blocks in the health communica-
tion plan appear to be cohesive and have a strong evidence-based
foundation. There are many great expectations about the pro-
gram’s implementation and potential outcomes. The plan seems
to be stable and strong. Yet even sturdy and balanced plans may
falter or even fail in the absence of adequate maintenance or in
the case of unforeseen difficulties. Clearly it is important to main-
tain the health communication plan through management and
monitoring of activities that ensure a spotless execution of all the
plan elements.

Implementing a health communication plan is similar to im-
plementing any other type of plan. It is a combination of manag-
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ing economic and human resources with monitoring program ac-
tivities and audience feedback (National Cancer Institute and
National Institutes of Health, 2002) as well as measurement param-
eters and all the external factors and trends that can influence the
program’s potential outcomes. It requires hard work, perseverance,
problem-solving skills, and a team-oriented mind-set. The imple-
mentation of the evaluation plan is part of this process.

This chapter focuses on the implementation and evaluation
phases of the health communication cycle. It provides practical
guidance on some of the considerations that go into executing a
health communication program. It also highlights some resources
on monitoring and guides readers on how to share and use evalu-
ation data for program assessment and refinement.

Planning a Successful
Program Implementation
Planning for a spotless program execution entails several steps that
are related to establishing and maintaining standard practices for
the management of funds, human resources, specific activities (for
example, monitoring and data collection), and internal commu-
nications among all members of the extended health communi-
cation team. It is also related to anticipating and preparing for
potential issues that may arise during program implementation
and affect expected outcomes. A team-oriented mind-set, as well
as attention to detail, is critical to the implementation of all prac-
tices and steps described in this section.

Human Resource Allocation
and Budget Monitoring
The tactical plan should include a detailed budget estimate as well
as a description of the roles and responsibilities of specific team
members and partners. This should ideally incorporate an ap-
proximate evaluation of the time each team member is commit-
ting to the program. Tactical plans should also identify the
program’s management team. However, sometimes programs get
funded long after they were planned and call for a reassessment of
these elements.
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The first step in program implementation is to make sure that
no changes in the original program’s team are necessary in the
light of recent career moves, loss of interest in the project, or con-
flicting and unexpected priorities. Program staff substitutions
should be strategic and look at the specific skills and contribution
the original team member or partner was bringing to the program.
Perhaps a patient group that is well known for its research and ad-
vocacy work in the field of mental illness decides to withdraw from
a specific health communication program for a variety of reasons.
In this case, program planners should identify another organiza-
tion with similar reputation, skills, interests, expertise, and con-
stituencies in the same disease area. In other words, human
resources are allocated to a program on the basis of their skills and
experience. The same principle should apply to potential substi-
tutions or integration of partners and staff.

Finally, the program’s team should include specific individuals
who are responsible for budget monitoring, that is, making sure
that all program tactics are implemented within the budget that
has been estimated and allocated for each of them. This is nor-
mally the responsibility of the management team with the help of
one or two additional team members. Budget reports, which in-
cludes itemized expenditures and remaining amounts, may be a
useful tool to record and share budget status.

Establishing Monitoring Teams
Monitoring is an essential function in program implementation
and is related primarily to four areas: (1) program activities and
the related process; (2) audience and stakeholders’ ongoing feed-
back on the program’s elements, overall content, and messages;
(3) news and trends about the specific disease areas, key policies,
audiences, and other relevant facts and events; and (4) the collec-
tion and analysis of evaluation data. Different skills and collection
methods are required for each of these areas. For example, moni-
toring program activities, which is part of process evaluation and
serves to assess whether program implementation occurs within
the parameters envisioned by the program plan, is frequently a
management function. However, it also involves the participation
of all team members dedicated to a specific activity. If a team mem-
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ber has strong relationships with, for example, the HIV patient and
advocacy community, he or she is the best candidate to secure on-
going reactions to and feedback on the program’s key elements
and contents from this audience. Finally, evaluation data should
be monitored and collected on the basis of the indicators and
methods described in the evaluation plan. Early in program im-
plementation, specific team members should be assigned to each
of these areas of monitoring.

Technical Support and Advisory Groups
If the program has the funds and the need to hire a specialized
health communication, marketing research, or creative agency,
chances are that these agencies have also been involved in program
planning. In fact, involving agencies and consultants early in the
process, and in any case not later than during the strategy devel-
opment phase, is good practice in health communication and
helps maximize the strategic contribution and dedication of all
consultants.

Early in program implementation, all agencies that have partic-
ipated in program planning should be invited to a team meeting
to define the implementation process, confirm the program’s time
line, and develop a checklist of all logistics related to the execu-
tion of program activities. Finally, it is possible that additional con-
sultants (for example, printers or mailing services) may need to be
interviewed and hired in this phase of the program. Obviously,
funds for hiring other consultants that are not part of the strategic
communication process should have been included in the original
budget estimate.

If specific needs arise or preliminary conversations with key stake-
holders have confirmed the importance of a specific advisory group
that could lend technical support to the program, these groups
should be established and involved as early as possible. Advisory
groups can serve multiple functions. For example, the Macy Ini-
tiative, a collaborative effort to enhance physician communication
skills between the University of Massachusetts Medical School and
the schools of medicine of New York University and Case Western
Reserve University, have established an advisory group of faculty
involved with the teaching and curriculum planning for the initiative
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(UMass Medical School, 2006). In Zambia, a youth advisory group
“consisting of 35–40 young people from 11 youth organizations”
advised the program’s design team and developed communication
objectives and abstinence messages for the HEART (Helping Each
Other Act Responsibly Together) program, an HIV/AIDS initia-
tive targeted to young adults (Health Communication Partnership,
2004).

Advisory groups and consultants should also be involved in pro-
gram implementation. In fact, they can be a valuable source of ex-
pertise and, in some cases, can function as a link with an intended
audience to continue securing audience feedback on all program
elements.

Process Definition
The process needed for program implementation should be de-
fined in the first few team meetings of this phase. This should in-
clude a plan of all logistics—for example, who will be responsible
for contacts with key stakeholders, the review process of key com-
munication materials and related time lines, travel arrangements
for workshops or other in-person communication activities, and
lists of potential vendors and consultants that will be used for data
collection for the evaluation report. Roles and responsibilities
should be clear to each team member, who should also be aware
of activity and logistic-specific deadlines. A specific time line should
be developed for each activity and materials and be updated with
new information and progress at periodic time intervals established
by the team.

The implementation process should identify exact dates for
team meetings and other kinds of in-person, telephone, or online
communications that will be used for progress reporting, problem
solving, or brainstorming with partners and team members.

Issues Management
Several chapters in this book have discussed issue management in
the context of specific health communication areas (for example,
public relations and constituency relations). However, issues man-
agement and the concept of preparedness that inspire this prac-
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tice apply to the entire health communication cycle and have par-
ticular relevance in program implementation.

The issues that may arise in program implementation range
from logistical issues (for example, the flight of a key speaker for
a workshop is cancelled and the speaker is not able to attend the
event; the materials intended for distribution at a local conference
do not arrive on time) to more substantial and critical issues (for
example, an article in a major newspaper attacks some of the fun-
damental premises of the program’s approach; one of the key pro-
gram partners withdraws a few days before the program’s launch).
It is important that the communication team is prepared to han-
dle potential issues, is clear about the decision-making process that
would be used in facing them (in other words, who should be in-
volved or would have the final say on how the issue is addressed),
and knows who is ultimately responsible to handle them.

As part of the process of considering potential issues and ways
to address them, key program spokespeople should be identified to
address issues that involve the mass media or other public forums,
as well as for communications with key partners and stakeholders
in case of potential crises.

Monitoring: An Essential Element
of Program Implementation
and Evaluation
Monitoring primarily addresses four areas:

• News and trends on the disease area or health issue, intended
audiences, and policies

• Ongoing feedback by key audience and stakeholders on pro-
gram content or vehicles

• Process indicators for all program activities and materials
• Collection of summative evaluation data

Information from these four areas contributes to the program’s
implementation, potential success, and refinement in different
ways. For example, monitoring of news and trends on the disease
area or health issue, as well as related policies and audiences, may

IMPLEMENTING, MONITORING, AND EVALUATING A PROGRAM 341

Schiavo.c13  2/19/07  1:34 PM  Page 341



provide the health communication team with an opportunity to
react promptly to emerging audience needs, new scientific data,
health products, or services that need to be considered by or in-
corporated in the program. Monitoring news and trends can also
help address and manage criticisms from other constituency
groups or develop new alliances by being informed on current
thinking and key players in a specific health care field.

Evaluation data should be monitored and collected in relation
to the process indicators and the outcome parameters established
by the evaluation plan. Since monitoring has different purposes,
some of the methods to collect, share, and use data may be differ-
ent, and others may overlap. For example, monitoring news and
trends relies primarily on the review of relevant media coverage
and online and peer-reviewed publications. Ongoing contacts and
conversations with key opinion leaders and stakeholders in a spe-
cific health care field can point to emerging trends and informa-
tion, which are used to secure ongoing audience and stakeholder
feedback and reactions to program implementation, content, core
messages, and materials.

In collecting data that will be used for process or summative
evaluation, the health communication team should refer to the in-
dicators and methods described in the original evaluation plan.
Process evaluation data can be collected at different times in pro-
gram implementation and for each specific activity (see Chapter
Twelve). They can also be used to adjust the content or the process
of specific communication vehicles and channels. For example, if
the public relations component of a health communication pro-
gram does not secure the expected media coverage (which should
be quantified in terms of number of impressions or relevant arti-
cles on major publications; see Chapter Six), the team may need
to consider different story angles or timing for the release of ad-
ditional news about the program. Similarly, if a physician workshop
does not attract the estimated number of attendees, several factors
(including the workshop’s venue, the appeal of key speakers, the
event’s timing, or the extent of publicity efforts to announce the
workshop) should be evaluated and reconsidered in preparation
for the next event. Specific process indicators (for example, audi-
ence reach, level of audience satisfaction with the logistics and ap-
peal of a specific activity, message retention) should be included
as part of the evaluation plan (see Chapter Twelve).
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In-depth interviews, postevent questionnaires, surveys, focus
groups, observation, and other methods described in Chapters Ten
and Twelve are used to monitor and track summative evaluation data
and process indicators. Sometimes specific services can be used to
track process indicators such as audience reach. For example, in the
United States, the reach of mass media campaigns that aim at se-
curing television coverage can be assessed using the Nielsen Station
Index, a TV audience service that generates data on the number of
people or households who are watching a specific program in a
given television market (geographical area). Also, several commer-
cial companies provide press clipping services, which include the re-
trieval of all media articles on specific search terms as well as
transcripts or broadcast clips of radio and television programs. Press
clips can be helpful in analyzing the frequency and the tone with
which the health communication program messages are covered by
the media as well as new trends and facts on the specific health issue.

All monitoring data should be collected and discussed with key
team members, partners, and stakeholders in the health commu-
nication program. This is usually accomplished through periodic
reports and presentations that also provide a strategic analysis of
the data being collected and their implications for the health com-
munication program. The input and feedback of all recipients of
these reports will contribute to the analysis of the data in relation
to potential adjustments the program needs to make. The current
tendency in health communication is to maximize participation of
key stakeholders, team members, and audience representatives in
the monitoring and analysis of all data collected during program
implementation (Health Communication Partnership, 2003; Ex-
change, 2001). Table 13.1 gives examples of methods for the col-
lection and reporting of different kinds of monitoring data.

Evaluation Report
The evaluation report should include a detailed analysis of all data
collected for process and summative evaluation in relation to the
original evaluation plan, methods, and indicators. The evaluation
framework as well as its theoretical basis should be consistent
throughout the entire program. Program progress and summative
evaluation reports should be addressed in different sections of the
final evaluation report.
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Table 13.1. Examples of Areas of Monitoring with
Related Data Collection and Reporting Methods

Monitoring

News and Trends

Ongoing Audience
and Stakeholder
Feedback

Process Indicators

Data-Collection Methods

Literature review
(including peer-
reviewed and trade
publications,
organizational
newsletters, annual
reports, and so on)

Review and analysis of
mass media coverage

Internet searches

Informal conversations
and meetings with key
stakeholders, health
organizations,
colleagues, audience
representatives, and
others

Informal conversations
and meetings (see
above)

Activity-specific
methods that are
already part of process
monitoring

Activity- or material-
specific methods

Events

• Post-event
questionnaires for
audience feedback

Reporting

Periodic media-analysis
reports (at least
monthly)

Presentation and
discussion at team
meetings

E-mail summaries to all
key program
stakeholders and team
members

Presentation and
discussion at team
meetings

E-mail summaries

Can be incorporated in
monthly media analysis
reports

Event evaluation
summary for
distribution to team
members and program
stakeholders*
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Table 13.1. Examples of Areas of Monitoring with
Related Data Collection and Reporting Methods, Cont’d.

Data-Collection Methods

Mass-media campaigns

• Collection of media
clips generated by
the program to
analyze message tone
and frequency,
audience reach, and
so on

• Use of specific
services (Nielson
Index Rating) for
audience reach of
television coverage

Online activities and
materials

• Number of hits on
home page or
specific content
pages of a program-
related Web site (to
assess Internet
traffic)

All

• Pre- and postactivity
in-depth interviews
with audience
representatives, key
stakeholders, and
others

Reporting

Monthly media
coverage reports*

Monthly reports*

Can be incorporated as
part of reports listed
above*

Monitoring

*These reports can be summarized in a preliminary process report and should
be included as part of the final evaluation report.
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Evaluating can be a “moving target” (Kennedy and Abbatan-
gelo, 2005, p. 13), at least in reference to process evaluation. Al-
though potential revisions of the original evaluation plan should
be always minimized, it is possible that some program corrections
will be needed in response to specific process evaluation data
(Kennedy and Abbatangelo, 2005). Such revisions are justified pri-
marily by emerging audience needs or specific observations and
data collected during program implementation.

Take the example of a town hall meeting, which included the
participation of breast cancer prevention organizations and patient
groups as well as breast cancer survivors. At the end of the town
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Table 13.1. Examples of Areas of Monitoring with
Related Data Collection and Reporting Methods, Cont’d.

Data-Collection Methods

Collection methods,
including focus
groups, in-depth
interviews, panel
studies, and surveys,
vary and should reflect
the evaluation plan.

Reporting

Final evaluation report
to be developed,
shared, and discussed
with all team members,
key program
stakeholders, and
representatives of key
audiences. Should
include process and
summative evaluation
as well as data
collected for other
areas and phases of
monitoring.

Can be presented at
professional confer-
ences as well as
distributed and
publicized using
different communi-
cation channels.

Monitoring

Summative
Evaluation Data
(in relation to the
original evaluation
plan and
indicators)
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hall meeting, all participants were asked to complete an evaluation
questionnaire about the quality, duration, content, venue, and for-
mat of the event. If participants’ responses suggest that additional
topics should be included or that the duration or venue of the
town hall meeting may limit attendance, these points should be ad-
dressed in preparation for the next event. If adequately designed,
evaluation models can accommodate changes in process indicators
or in the program’s materials and procedures (Kennedy and Ab-
batangelo, 2005).

Outcome indicators (for example, behavioral change) for sum-
mative evaluation should be consistent throughout the program.
Changes in outcome indicators may complicate the overall evalu-
ation process and compromise the accuracy of all analyses of the
potential impact of the program on expected outcomes.

Evaluation reports should be customized to meet the program
and audience needs. Special considerations should be given to the
potential limitations of evaluation data (for example, sample size,
limits of self-reported frequency of performing a recommended
behavior, length of time dedicated to the evaluation process, or-
ganizational constraints), which should be described and consid-
ered as part of the report. In general, an evaluation report should
(National Cancer Institute and National Institutes of Health, 2002;
Office of Adolescent Pregnancy Programs, 2006):

• Refer to the key theoretical assumptions and models that have
influenced the design of the health communication program
as well as the evaluation plan

• Provide an overview of the health communication program
• Restate expected program outcomes
• Highlight formal research objectives in relation to expected

outcomes
• Describe methods for data collection and analysis, as well as

the composition of the evaluation and monitoring teams
• Provide a progress report in relation to process indicators and

each program activity or material
• Report key evaluation findings and their implications for cur-

rent or future programs in relation to expected outcomes and
other evaluation indicators

• Highlight key lessons learned and future directions
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• Discuss barriers to the achievement of expected outcomes and
highlight how they can be minimized or eliminated in the future

Program evaluation serves multiple purposes. In fact, not only
do evaluation data provide information on the efficacy and impact
of a program on expected outcomes, but also define program re-
finement as well as future programs in the same health field (Na-
tional Cancer Institute and National Institutes of Health, 2002).
An example of a multifaceted health communication program was
developed and implemented by the Hamilton-Wentworth Drug
and Alcohol Awareness Committee in collaboration with the
Health Communication Unit (2004) of the University of Toronto.
The program aimed at “reducing the number of children born
with Fetal Alcohol Spectrum Disorder” in Hamilton, Ontario,
Canada. Summative evaluation showed that there was “still uncer-
tainty among women of reproductive age regarding a safe level of
alcohol consumption during pregnancy.” These data and other
postevaluation analyses contributed to the definition of many of
the elements of the second phase of the campaign.

Because of their relevance to program reassessment and re-
finement, evaluation reports should be shared with as many key
stakeholders as possible. These include members of key audiences,
opinion leaders, partners, and professional organizations. Ideally,
all of these stakeholders should participate in the evaluation de-
sign, data collection and analysis, and compilation of the final
report. While most of the time evaluation reports rely on the ex-
pertise of communication consultants, agencies, or centers, secur-
ing the involvement of key stakeholders and members of the
program’s audiences may add to the accuracy and relevance of
the evaluation analysis. As for other components of program plan-
ning, this is in line with the participatory model of communication
planning (see Chapter Nine). Incentives for participation should
be identified for all key stakeholders (Exchange, 2001) and audi-
ences and may include organizational visibility, the ability of being
part of a major health change at the community level, personal ex-
periences about a specific disease or health issue, peer pressure,
and access to special services. These incentives also apply to other
areas of program planning and implementation.
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Finally, evaluation reports should be used to showcase program
results whenever possible, as well as the overall contribution of
health communication to the solution of health issues. Evaluation
reports should be presented at professional conferences and meet-
ings, posted on relevant Web sites, distributed through direct mail
and online summaries, and publicized through the mass media
and all appropriate channels.

Key Concepts
Program Implementation

• The implementation of a health communication program is a
combination of human resources and funds management with
monitoring program activities and impact. It requires hard
work, perseverance, and problem-solving skills.

• A spotless execution is a key attribute of the implementation
and monitoring phase of the health communication cycle.
Even well-designed programs can fail to achieve expected
results if they are not adequately implemented.

• Several actions contribute to effective program implementation
as well as process definition for all program’s components.

Monitoring

• Monitoring, an essential component of program implementa-
tion, refers to the collection and analysis of data and informa-
tion relevant to the implementation, evaluation, and potential
success of the health communication program.

• Monitoring applies primarily to four areas:
• News and trends on the disease area or health issue, in-

tended audiences, and relevant policies
• Ongoing feedback by key audiences and stakeholders on

program content or vehicles
• Process indicators for all program activities and materials
• Collection of summative evaluation data

• Methods for data collection may vary and sometimes overlap
for the different areas of monitoring.
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Evaluation Report

• The evaluation report summarizes process and summative
evaluation findings in relation to the original evaluation plan,
methods, and indicators.

• An evaluation report includes a summary description of these
elements:
• Key theoretical assumptions and models used in program

and evaluation design
• Expected program outcomes
• Formal research objectives in relation to expected outcomes
• Methods for data collection and analysis as well as the com-

position of the evaluation team
• Progress report in relation to process indicators and specific

activities and materials
• Key evaluation findings and their implications for current or

future programs
• Key lessons learned and future directions
• Existing barriers to expected outcomes and potential ap-

proaches to overcome them
• Evaluation reports (as well as the overall evaluation process)

are used not only to assess program results but also to inform
program refinement and future programs. For this reason,
participation of all key program stakeholders should be maxi-
mized in developing the evaluation report.

• Evaluation reports should be shared with all team members,
partners, key audiences, and other key stakeholders. Publicity
of the report’s key findings should be used to showcase pro-
gram results as well as the overall contribution of health com-
munication to the health care field.

For Discussion and Practice
1. Your communication team is establishing process indicators

for a new Web site that focuses on increasing awareness of a
vaccine-preventable childhood disease among parents and
health care providers. The Web site includes sections for health
care providers and parents (in both English and Spanish); a
time line on the history of the disease; a section that highlights

350 HEALTH COMMUNICATION: FROM THEORY TO PRACTICE

Schiavo.c13  2/19/07  1:34 PM  Page 350



testimonials of parents whose children suffered or died from
the disease; a contact e-mail to submit case studies, testimoni-
als, questions, or suggestions for professionals and parents; a
media section with recent press releases, facts, and statistics on
the disease; a list of available speakers or experts to address
media questions; and a resources section with links to other or-
ganizations that work in this disease area and relevant publi-
cations. Identify examples of process indicators that could be
established to evaluate the potential success of this Web site,
and discuss which methods you would use to monitor them.

2. After reviewing the evaluation report section of this chapter,
think of the outline of a potential evaluation report that is re-
lated to a health communication case study or program of which
you are aware. List the categories your report should include.

3. What are some of the similarities or differences of program im-
plementation in health communication when compared to
program implementation in other health care or public health
fields of which you are aware? How do some of the suggestions
and practical examples in this chapter relate to your profes-
sional experience (if at all)?
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Appendix A:  Examples
of Worksheets and
Resources on Health
Communication Planning

Topics in this resource are organized within two main categories:
(1) examples of planning worksheets and sample questions and
(2) online resources. Many of these resources refer to multiple chap-
ters in the text.

Examples of Planning Worksheets
and Sample Questions
A1: Situation Analysis and Audience Profile
Worksheet:  Sample Questions and Topics
This list of questions and topics is not all inclusive and may not apply
to all health issues. Therefore, it should be used only as an example.
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Category Key Topics and Questions

Condition or health issue Description

Prevalence/incidence

Trends (for example, decreasing, staying
the same, increasing)

Degree of severity in different groups

Risk factors (for example, socioeconomic
conditions, age, specific ethnic groups,
regions, marital status, lifestyle, other
conditions)
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Overview of treatment or prevention
methods

Most common causes and symptoms

Comorbidities (if relevant)

Other relevant issues

Key audiences Identify key primary and secondary
audiences of the health communication
program

State reasons for audience selection (for
example, in the case of multiple secondary
audiences that cannot all be addressed by
the program because of economic or other
limitations)

Social, political, and other Predominant health beliefs, attitudes, and
external influences behaviors

Social norms

Existing laws and regulations

Trends and other factors that may influence
the program’s ability to address the health
issue (for example, social, economic,
demographic, political)

Other relevant issues or topics

Audience profile and Key characteristics of primary and
segmentation secondary audiences, including health

beliefs, attitudes and behaviors, lifestyle
issues, demographics, socioeconomic
conditions, geographical factors

Audience segments (by behavioral stage
and other common characteristics)

Professional organizations, patient support
groups, other kinds of groups or associations
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that already work on this health issue or
represent or attend key audiences

Key opinion leaders (for example,
prominent physicians, health care
providers, patients, celebrities who may be
frequently quoted on the health issue)

Preferred communication channels

Existing programs, Top programs that seek to address the same
initiatives, and resources health issue (for example, most reputable

or most publicized programs, the largest
programs)

Existing coalitions or partnerships

Existing resources (for example, books,
Web sites)

For all of the above: lessons learned, trends,
key success factors, program assumptions
and theoretical foundations, target
audiences, key messages, activities and
channels, key spokespeople, other relevant
information

Potential opponents to the program’s
approach or key premises and existing
initiatives and groups (for example, animal
rights activists in the case of a program
supporting animal research)

Unmet communication An analytical description of potential
needs messages, topics, or activities that have not

been covered yet (or have been only
partially or ineffectively covered) by existing
programs and should be addressed by the
health communication program

This topic could be covered as a stand-alone
section of the situation analysis or
integrated in other sections
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A2: Ranking and Selecting
Communication Strategies

356 APPENDIX A

Barriers to program Existing barriers that may complicate
implementation or the program implementation and should be
adoption of the addressed to achieve expected outcomes;
recommended change examples are cost, time, socioeconomic

factors, cost-cutting interventions, current
beliefs and attitudes toward recommended
health behavior

Program goals and To be included at the beginning of the
outcome objectives analysis and restated at the end of it. If

research findings do not reinforce
preliminary program goals and outcome
objectives, changes should be made to
reflect research findings.

References or Primary and secondary sources of key data
bibliography and research findings

Category Key Topics and Questions

Communication Communication Communication
Strategy Strategy Strategy
Option 1 Option 2 Option 3

Does the strategy
support
communication
objectives? If yes,
how?

Key benefits

Disadvantages

Barriers to strategy
implementation

Does the strategy
have the potential
to secure community
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A3: Communication Channels and Venues and
Examples of Related Vehicles (Tactics)

APPENDIX A 357

and stakeholder
endorsement?
If yes, why?

Are available
resources (for
example, funds,
staff) sufficient
for strategy
implementation?

Organizational
capability in relation
to strategy execution
(include strengths
and weaknesses)

Strategy ranking
(with final comments)

Communication Communication Communication
Strategy Strategy Strategy
Option 1 Option 2 Option 3

Channels Vehicles (Tactics)

Mass media Print and broadcast Editorials, feature articles,
media, the Internet, letter to the editor, online
and other new quiz, online seminar,
media television documentary,

public service
announcement,
illustrations, journal
supplement

Interpersonal Counseling, one-on- Presentations, courses,
one meetings, peer speeches, workshops,
education, provider- symposia, lectures, home
patient encounters, visits, training, coaching,
stakeholder-led open discussions,
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communications, or questioning, meet-the-
other interactive expert sessions
channels

Other community- Local or traditional Theater workshops,
specific channels media, poetry, comedy, drama, rallies,
and venues traditional folk presentations, lectures,
(traditional media, theater, workshops, sermons,
channels) existing community poetry contexts, poetry

meetings, churches, books, health information
local markets, kiosks, comic books
annual conferences
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Channels Vehicles (Tactics)

A4: Pretesting Messages,  Materials,  and
Activities:  Sample Questions

What is the key point or message of these materials?

What do you think people should do after reading them?

Is any relevant information missing from them?

What are the elements that you most dislike about this message or these
materials, and why?

What are some of the strengths and weaknesses of the illustrations and
images in the materials?

Will you use or distribute these materials? If yes, why, and in which
kinds of situations or venues?

What do you think of the role models that have been used in this
public service announcement? What do you like or dislike about them?

What do you think of the idea of appealing to people’s hope for a cure?
Will that work for you? If yes, why?

Is there anything you suggest to improve these materials or activities?
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A5: Program Time Line:  Sample Forms
E x a m p l e  1

APPENDIX A 359

Estimated Time for
Activity Project Completion Notes or Comments

Development of core 3 to 5 months Time frame is contingent
communication on a 4-week time line for
materials for approval of first draft by
physician workshop all program partners 

E x a m p l e  2

Use different colors for specific program phases—for example, yel-
low for project planning and development, red for project launch
and implementation, and green for evaluation and reporting. Al-
ternatively, use different patterns or shades of black and gray, as in
the following example.

Activities First Second Third Fourth
for 200x Quarter Quarter Quarter Quarter

Local media
outreach

Legend

Project planning and development

Project launch and implementation

Evaluation and reporting
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A6: Budget Sample Form

360 APPENDIX A

Activity Description Estimated Cost

Disease Awareness Kit for Local Hospitals

Assumes the following materials: cover sheet;
fact sheet on disease symptoms, early signs,
and diagnostic tools; camera-ready feature
article for publication in hospital or
organizational newsletters; list of online
and peer-reviewed resources

Estimated costs include: research costs
(database search; article fees); agency fee
for materials development; printing and
distribution costs (assumes 10,000 copies);
binder, kit development, and design;
assembly and shipment; cost of meetings
with local hospitals or other relevant
organizations (travel, refreshments,
room rental)

Preimplementation Sample Chart

Activity Anticipated Quantitative and Qualitative Results

Health care provider Reach audience of 30 to 100 depending on 
workshop series venue

80 percent positive response to evaluations

70 to 80 percent speaker endorsement of key
messages

Message retention assessed using pre- and
posttest survey with health care providers in
target practices and hospitals

Radio public service 20 to 25 million radio impressions over one-year 
announcement period

10,000 to 15,000 requests for additional
information using the program’s Web site or
toll-free number

A7: Process Evaluation: Establishing
Mutually Agreed Parameters
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School-based parental Program endorsement by five to seven schools
outreach per city

Message retention assessed using pre- and
posttest research with parents in target area

Increase by 15 to 30 percent parental awareness
and suspicion of disease (assessed using a pre- 
or postsurvey with health care providers
attending families in target regions)

5,000 to 10,000 requests for materials fulfilled
in each city after initial distribution

APPENDIX A 361

Activity Anticipated Quantitative and Qualitative Results

Online Resources
Health Literacy:  Methods to Assess and
Refine Readability Levels of
Communication Messages and Materials

SMOG Readability Formula

• University of Utah Health Sciences Center, http://uuhsc.utah.
edu/pated/authors/readability.html

• Minnesota Department of Health, http://www.health.state.
mn.us/communityeng/groups/test.html

Other Formulas

• European Medicines Agency, http://www.emea.eu.int/pdfs/
human/patientgroup/presentation7.pdf

• Agency for Healthcare Research and Quality, http://www.
talkingquality.gov/docs/section5/5_1.htm

Strategic Partnerships and Coalitions
• National Council for Public-Private Partnerships, http://www.

ncppp.org
• Communication Initiative, www.comminit.com (case studies

on successful partnerships)
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• American Marketing Association, www.marketingpower.com
• Centers for Disease Control and Prevention, http://www.cdc.

gov/partners/

Summative Evaluation: Logic Model Templates
• Health Communication Unit, http://www.thcu.ca/

infoandresources/publications/logic_model.pdf
• Harvard Family Research Project, http://www.gse.harvard.edu/

hfrp/eval/issue32/logicmodel.html
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Appendix B:  Selected
Online Resources on
Health Communication

All listings are in alphabetical order. For listings in the “Commu-
nication Centers” and “Graduate Program” sections, the alpha-
betical order is based on the organization’s name.

Web Sites
Ask Me 3, http://www.askme3.org/. A Web site of the Partnership
for Clear Health Communication. It offers health literacy infor-
mation for patients, providers, media, and health organizations.

CHANGE Project, http://www.changeproject.org/. Provides re-
sources, publications, case studies on communication, and capacity-
building interventions in several disease areas.

Coalition for Health Communication, http://www.healthcommuni-
cation.net/. The Web site of the Coalition for Health Communica-
tion, formed by the American Public Health Association’s Health
Communication Working Group, the Health Communication Di-
vision of the International Communication Association, and the
Health Communication Division of the National Communication
Association. It provides information on resources, job openings,
conferences, and journals in the field.

Communication Initiative, www.comminit.com. A multidisciplinary
partnership between U.S. and international organizations. Includes
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health communication–related articles, resources, planning mod-
els, programs, events, job openings, and links to other sources of
information.

Exchange, http://www.healthcomms.org/. A multiorganizational
partnership to strengthen communication processes and share
learning from practical experience. Information on health com-
munication definitions, news, case studies, and links to articles in
the field.

HealthComm KEY, http://cfusion.sph.emory.edu/PHCI/Users/
LogIn.cfm. A database of health communication literature focus-
ing on communication research and practice in the context of
public health. Developed by the Emory Center for Public Health
Communication, under the sponsorship of the Association of
Schools of Public Health and the National Center for Health Mar-
keting, Centers for Disease Control and Prevention.

Health Communication Partnership, http://www.hcpartnership.
org/. A multidisciplinary partnership of educational institutions,
national organizations, and international organizations to strengthen
public health in the developing world through strategic commu-
nication programs. The content includes health communication
theory and practice, case studies, news, and other resources and
links.

Journals
Cases in Public Health Communication and Marketing, http://www.
casesjournal.org/. Online annual journal featuring peer-reviewed
case studies in public health communication and marketing. Case
studies are submitted by a team of authors led by a graduate stu-
dent of advanced standing.

Health Communication, https://www.leaonline.com/loi/hc. Peer-
reviewed bimonthly journal on health communication. Articles
focus on topics such as provider-patient or family interaction, com-
munication and cooperation, health information, health promo-
tion, interviewing, and health public relations.
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Journal of Health Communication, http://www.gwu.edu/~cih/
journal/. Peer-reviewed bimonthly journal on health communica-
tion issues and news, including research studies in risk communi-
cation, health literacy, social marketing, interpersonal and mass
media communication, psychology, government, policymaking,
and health education around the world.

Organizations and Groups
American Public Health Association, Health Communication Working
Group, http://www.healthcommunication.net/APHA.html. Infor-
mation on working group activities and volunteer opportunities,
as well as health communication resources, events, and links.

Centers for Disease Control and Prevention (CDC), http://www.cdc.gov/.
Resources and links to CDC communication models and activities
such as training opportunities, fellowships in health communica-
tion, health communication programs in specific disease areas, en-
tertainment, education, and health literacy.

Communication for Social Change Consortium, http://www.communi
cationforsocialchange.org/. Includes news, publications, resources,
and case studies on communication for social change.

International Communication Association, http://www.healthcom
munication.net/ICA.html. Information on association confer-
ences, activities, publications, special events, and other areas. The
International Communication Association has a Health Commu-
nication Division.

National Communication Association, http://www.healthcommu
nication.net/NCA.html. Information on association conferences,
activities, publications, special events, and other areas. The Na-
tional Communication Association has a Health Communication
Division.

Pan American Health Organization, http://www.paho.org/Project.
asp?SEL=TP&LNG=ENG&ID=152#. Organization activities, publi-
cations, multimedia resources on social communication and sev-
eral disease areas, and health statistics.
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Rockefeller Foundation, http://www.rockfound.org/. News, publica-
tions, and case studies related to communication for social change.

World Health Organization, http://www.who.int/. News and case
studies on Communication for Behavioral Impact programs, pub-
lications, resources; disease-related information and statistics;
activities in different fields and disciplines.

Communication Centers
Harvard School of Public Health, Center for Health Communication,
http://www.hsph.harvard.edu/chc/. Information about the cen-
ter’s health communication projects and key activities. The center
focuses primarily on researching and analyzing the contribution
of mass communications to behavior change and policy.

Center for Public Health Communication, Rollins School of Public
Health, Emory University, http://www.sph.emory.edu/healthcomm/
pubs.htm. Provides information on the center’s projects, publica-
tions, and presentations on health communication. The primary
areas the center addresses are health information technology, risk
communication, media relations, and health literacy.

Johns Hopkins University, Center for Communications Programs, http://
www.jhuccp.org/topics/hc.shtml. The center partners with other
organizations to design and implement strategic communication
programs. This site includes publications and resources on popu-
lation, health communications, and development.

John M. Eisenberg Clinical Decisions and Communications Science Cen-
ter, U.S. Agency for Healthcare Research and Quality, http://
effectivehealthcare.ahrq.gov/dsc/index.cfm. The center is dedi-
cated to translating complex scientific and health-related infor-
mation into understandable language and formats that can appeal
to different audiences (patients, policymakers, health care
providers, and others).

Health Communication Research Laboratory, Saint Louis University,
School of Public Health, http://hcrl.slu.edu. The research lab-
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oratory is dedicated to developing, testing, and implementing tai-
lored health communication programs. The site includes infor-
mation on key communication programs and research studies.

Center for Health Communication and Marketing at the Center for
Health, Intervention and Prevention, University of Connecticut,
http://www.chcm.uconn.edu. The mission of this center is to con-
duct research informing the design and dissemination of health
communication and marketing interventions. Special emphasis is
placed on the relationship between at-risk populations and their
contexts, communication strategies, messages, and behavior
change.

Southern Center for Communication, Health and Poverty, University of
Georgia, http://www.uga.edu/news-bin/artman/exec/view.cgi?
archive=8&num=3830. A health marketing and health communi-
cation center that focuses primarily on research and interventions
aimed at reducing health disparities in the southern United States
and underserved populations.

Public Health Informatics Research Laboratory, University of Maryland,
College of Health and Human Performance, http//www.phi.
umd.edu. The research laboratory develops multimedia-based
training and instructional systems, which include interactive health
communication tools such as games and simulations.

Health Communication Unit, Center for Health Promotion, Univer-
sity of Toronto, Canada, http://www.thcu.ca. The Health Com-
munication Unit provides training and information on health
communication. The site includes resources on health communi-
cation, policy development, planning, sustainability, evaluation,
Health Communication Unit case studies and projects, and audi-
ence profiles.

Graduate Programs
Master’s Degree Program in Health Communication, Emerson College
and Tufts University School of Medicine, http://www.emerson.
edu/marketing_communication/index.cfm?doc_id=487 http://
www.tufts.edu/med/gpph/MPH/hcom.html. A collaborative effort
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between Emerson College and Tufts University School of Medicine.
Information can be found on the Web sites of both universities.

Master of Public Health and Graduate Certificate in Public Health Com-
munication and Marketing, George Washington University, School
of Public Health and Health Services, http://www.gwumc.edu/
sphhs/academicprograms/programs/MPH_Graduate_Certificate/
PHCM.pdf.

Health Communication Concentration, Harvard School of Public
Health, Harvard University, http://www.hsph.harvard.edu/hcc/.

Master’s Degree Program in Health Communication, Michigan State Uni-
versity, http://cas.msu.edu/programs/masters/hcomm/.

Conferences and Meetings
American College of Physicians Foundation, Health Communication
Conferences, http://foundation.acponline.org/healthcom/hcc.
htm. Sponsored by the American College of Physicians Foundation.

American Public Health Association, http://www.apha.org/meetings/.
Annual meeting with several presentations and events on health
communication.

Kentucky Conference on Health Communication, http://www.uky.edu/
CommInfoStudies/COM/news/conferences/kchc/index.html.
Biannual conference.

National Communication Association, http://www.natcom.org/
nca/Template2.asp. Annual meeting with presentations and events
on health communication.

Society for Public Health Education, http://www.sophe.org/mtg_
list.asp. Annual meeting with several presentations on health
communication.
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World Health Assembly, http://www.who.int/fch/fch_wha_docu
ments/en/. Sponsored by the World Health Organization.

Job Listings
American Public Health Association Public Health Career Mart, http://
apha.jobcontrolcenter.com/search.cfm. Lists positions in public
health, including health communication.

Association of Teachers of Preventive Medicine, http://www.atpm.
org/training/Prev_Med_Fellowship/prev_med_fellowship.html.
Information on the ATPM-CDC Preventive Medicine and Public
Health Fellowship Program, including several fellowships in spe-
cific areas of health communication.

CDC Health Communication Intern/Fellow Program, http://www.
cdc.gov/communication/opportunities/opps_fellowship.htm. In-
formation on the Health Communication Intern/Fellow Program
at the Centers for Disease Control and Prevention.

Coalition for Health Communication, http://www.healthcommunica
tion.net/Jobs.html.

Communication Initiative, http://www.comminit.com/vacancies.
html.

International Jobs Center, http://www.internationaljobs.org/. A com-
prehensive source of international jobs for professionals, includ-
ing international health care positions and jobs in international
understanding, education, communication, and exchange.

National Cancer Institute Internship in Health Communication, http://
internship.cancer.gov/. Information on internships offered in the
area of health communication by the National Cancer Institute.

Nonprofit Career Network, http://www.nonprofitcareer.com/.

Public Relations Society of America Job Center, http://www.prsa.org/
jobcenter/candidates/jobs.asp. Most positions advertised here are
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in the public relations area but sometimes include other commu-
nication areas.

Riley Guide, http://www.rileyguide.com/firms.htm. A link to U.S.
and international executive search firms that specialize in differ-
ent fields including health care, public health, health communi-
cation, and related areas.
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Glossary

Attitudes: Positive or negative emotions or feelings toward a be-
havior, a person, or a concept or an idea that may affect health or
social behavior (Health Communication Partnership, 2005d).

Audience profile: One of the key sections of the situation analysis.
A comprehensive, research-based, and strategic description of all
key audiences’ characteristics, demographics, needs, values, atti-
tudes, and behavior. It includes both primary and secondary audi-
ences. See also primary audiences; secondary audiences; situation
analysis.

Audience segmentation: The subdivision of key audiences into
groups (segments) with similar characteristics and behavioral
stages; one of the key steps of the situation analysis and completes
the audience profile.

Behavioral impact: The specific behavioral results of a health com-
munication program; measured in relation to specific behavioral
indicators that have been established at the onset of planning.

Behavioral objectives: Outcome objectives that explicitly highlight
what key audiences are expected to do as the result of the health
communication program; can be synonymous with behavioral indi-
cators. See also outcome objectives.

Channels: See communication channels.

Communication channels: The path selected by program planners
to reach the intended audience with health communication mes-
sages and materials. There are three broad categories of communi-
cation channels: mass media channels, interpersonal channels, and
community-specific channels and venues (traditional channels).
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Communication concepts: Concepts that describe “ways of pre-
senting the information to intended audiences” (National Cancer
Institute and National Institutes of Health, 2002, p. 55) as well as
the overall kind of appeal (fear, hope, action, progress) that will
be used in reaching them. Concepts are preliminary to message
and materials development.

Communication objectives: The intermediate steps that need to be
achieved in order to meet the overall program goals as comple-
mented by specific behavioral, social, and organizational objectives.
They usually highlight changes in knowledge, attitudes, skills, and
other intermediate and necessary steps to behavioral or social
change.

Communication strategy: A statement describing the overall ap-
proach used to accomplish communication objectives.

Communication vehicles: A category that includes materials,
events, activities, or other tools for delivering a message using com-
munication channels  (Health Communication Unit, 2003b). For
example, if the communication channel is a consumer magazine,
potential vehicles are feature articles and advertorials. 

Community: Indicates a variety of social, ethnic, cultural, or geo-
graphical associations, for example, a school, workplace, city,
neighborhood, organized patient or professional group, or asso-
ciation of peer leaders. Communities tend to share similar values,
beliefs, and overall objectives and priorities.

Community mobilization: One of the key areas of health commu-
nication. A bottom-up and participatory process. Using multiple
communication channels, it seeks to involve community leaders
and the community at large in addressing a health issue, becom-
ing part of the key steps to behavioral or social change or practic-
ing a desired behavior. 

Community-specific channels and venues (traditional channels):
Local or traditional media, poetry, traditional folk media, theater,
churches, local markets, existing community meetings, and annual
conferences, for example.

Constituency relations: The process of convening, exchanging in-
formation, and establishing and maintaining strategic relationships
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with key stakeholders and organizations with the intent of identi-
fying common goals that can contribute to the outcomes of a spe-
cific communication program or health-related mission.

Constituents or constituency groups: Individuals, communities, and
groups that are influenced by or can influence a specific issue. In
health care, they include patients, physicians, and other health care
providers, hospital employees, professional and advocacy groups,
nonprofit organizations, pharmaceutical companies, public health
departments, the general public, and policymakers, as well as
groups that have a stake in a health issue and can influence its so-
lutions. See also stakeholders.

Evaluation plan: A detailed description of the behavioral, social,
or organizational indicators as well as other parameters for assess-
ing program outcomes. It should describe methods for data col-
lection, analysis, and reporting, as well as related costs.

External or environmental factors: Political, social, market, and
other external influences that shape or contribute to a specific sit-
uation or health problem as well as influence key program audiences.

Focus group: One of the most common marketing and communi-
cation research methodologies consisting of small group discus-
sion. Participants in focus groups are representatives of key program
audiences.

Formative evaluation: An evaluation phase that informs, guides,
and helps validate all elements of a health communication pro-
gram. It occurs prior to program development and implementa-
tion and includes the analysis of all research data gathered as part
of the situation analysis, audience profile, and pretesting studies. 

Gatekeeper: All individuals, groups, or organizations that may pro-
vide access to intended audiences. Sometimes they control access
to specific communication channels (for example, journalists who
control access to the mass media).

Health communication: A multifaceted and multidisciplinary ap-
proach to reach different audiences and share health-related in-
formation with the goal of influencing, engaging, and supporting
individuals, communities, health professionals, special groups,
policymakers, and the public to champion, introduce, adopt, or
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sustain a behavior, practice, or policy that will ultimately improve
health outcomes.

Impact: An outcome in relation to a specific change or, alterna-
tively, the long-term change influenced by a program in relation
to the overall program goal.

In-depth interviews: A research method that consists of one-on-one
interviews (for example, telephone or in-person interviews) with in-
ternal and external stakeholders, members of key audiences, or
representatives of relevant health organizations.

Intended audiences: All audiences the health communication pro-
gram is seeking to influence and engage in the communication
process. 

Interpersonal channels: Counseling, one-on-one meetings, peer
education, provider-patient encounters, stakeholder-led meetings,
or other interactive channels and venues that are used for inter-
personal communications.

Interpersonal communications: A key health communication area
that uses interpersonal channels. Includes personal selling and
counseling, provider-patient communications, and other kinds of
group or one-on-one interactions and communications.

Key program audiences: See intended audiences.

Low health literacy: “The inability to read, understand and act on
health information” (Zagaria, 2004, p. 41).

Mass media channels: Print and broadcast media, the Internet, and
other new media.

Media advocacy: See public advocacy.

Organizational objectives: Refers to the change that should occur
within an organization in terms of its focus, priorities, or structure
in relation to the specific health issue addressed by a health com-
munication intervention.

Outcome objectives: The desired outcomes the health communi-
cation program is seeking to achieve: behavioral, social, and orga-
nizational objectives. These objectives are used as key indicators of
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change in the evaluation of health communication programs and
should be set at the onset of program planning.

Outcomes: Changes in knowledge, comprehension, attitudes, skills,
behavior, policies, and social norms as established by the program’s
outcome and communication objectives. These are measured in re-
lation to the estimated influence the health communication pro-
gram had on each change.

Overall program goal: Describes the overall “health improvement”
(National Cancer Institute and National Institutes of Health, 2002,
p. 22) or “overall change in a health or social problem” (Weinrich,
1999, p. 67) that the program is seeking to achieve.

Pretesting: An essential phase of formative research that uses sev-
eral research methods to assess whether communication concepts,
messages, and materials meet the needs of intended audiences; are
culturally appropriate; and are easily understood. 

Primary audiences: The people whom the program seeks to influ-
ence most directly—for example, people at risk for a certain med-
ical condition or already suffering from it; parents or other
caregivers responsible for pediatric care decisions for their chil-
dren; or other audiences in the case of programs of limited scope
that seek to influence only one audience.

Process evaluation: Used to compare key steps of the program’s
implementation with the original program plan and to measure
expected results for specific activities, materials, and messages.

Professional medical communications: A key health communica-
tion area that describes a peer-to-peer approach intended for
health care professionals. Professional medical communications
aim to (1) promote the adoption of best medical and health prac-
tices; (2) establish new concepts and standards of care; (3) publi-
cize recent medical discoveries, beliefs, parameters, and policies;
(4) change or establish new medical priorities; and (5) advance
health policy changes.

Program outcomes: Changes in knowledge, attitudes, skills, be-
havior, and other parameters measured against those anticipated
in the program planning phase.
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Public advocacy: “The act of influencing decision makers and
promoting changes to laws and other government policies to ad-
vance the mission of a particular organization or group of people”
(American Heart Association, 2006a). It relies on multiple tools
and activities, including community or town hall meetings and one-
on-one encounters with policymakers and decision makers. A fun-
damental component of public advocacy efforts is the use of the
mass media. Also called media advocacy, reflecting public advocacy
that heavily relies on the strategic use of the mass media.

Public relations (PR): One of the key health communication areas,
defined as “the art and science of establishing and promoting a fa-
vorable relationship with the public” (American Heritage Dictionary
of the English Language, 2004). Functions of PR include public af-
fairs, community relations, issues or crisis management, media re-
lations, and marketing PR. PR relies on the skillful use of culturally
competent and audience-appropriate mass media, as well as other
communication channels to place a health issue on the public
agenda, advocate for its solutions, and highlight the importance
that the government and other key stakeholders take action. See
also public advocacy.

Qualitative research: Research methods and approaches that are
used to collect data in relatively small groups. Qualitative data are
not statistically significant and focus on opinions, trends, and
insights. 

Quantitative research: Research methods and data that are statis-
tically significant and are usually collected from large samples. Its
aim is to provide the health communication team with exact num-
bers about different kinds of external factors or audience-specific
characteristics and behaviors.

Secondary audiences: All individuals, groups, communities, and
organizations that can exert an influence on the decisions and be-
haviors of the primary audiences. See also primary audiences.

Situation analysis: The analysis of all individual, community, social,
political, and behavior-related factors that can affect attitudes, be-
haviors, social norms, and policies about a health issue and its po-
tential solutions. 
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Social change indicators: Indicators that measure changes in social
interactions, norms, policies, and practices, as well as changes in
the issues of concerns.

Social objective: An outcome objective that highlights the policy,
practice, or social change that the program is seeking to achieve
or implement.

Stakeholders: All individuals and groups that have an interest or
share responsibilities in a given issue. They may represent the pri-
mary audience or influence them. See also constituency groups and
constituents.

Summative evaluation: A phase of evaluation that measures the
program’s efficacy in relation to the outcome and communication
objectives initially established by the program. 

Tactical plan: A detailed description of all communication mes-
sages, materials, activities, and channels, as well as the methods
that will be used to pretest them with key audiences. The plan is
audience specific and relates to the different areas of health
communication. It includes a detailed time line for the program
implementation, an itemized budget for each communication ac-
tivity or material, and a partnership plan with roles and responsi-
bilities that have been agreed to by all team members.

Tactics: All communication activities, materials, and events that
are strategically connected with other key communication ele-
ments and are described in the tactical plan. See also communica-
tion vehicles.

Target audiences: See intended audiences.

Vehicles: See communication vehicles.
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222–224; stages of behavior change
model on, 43–44, 248–249

Behavioral beliefs, 40
Behavioral impact, 324
Behavioral outcome objectives:

health communication program,
222, 232–233; pediatric asthma,
234e; SMART approach to, 285;
understanding connections to
other program elements, 286e

Behavioral/social sciences theories:
communication for persuasion
theory, 44–45; convergence the-
ory, 41–43; diffusion of innova-
tion theory, 33–37; features of,
32; health belief model (HBM),
37–38; ideation theory, 41, 42fig;
social cognitive theory, 39; stages
of behavior change model,
43–44, 248–249; theory of rea-
soned action (TRA), 40–41

Beliefs: Health belief model (HBM)
on, 37–38; normative and behav-
ioral, 40; religious/spiritual,
75–76, 80t; as situation analysis
factor, 244–246.  See also Atti-
tudes; Health beliefs; Values

Bingwa (Kenyan youth), 158b–161b
Biomedical model, 55, 73
Biopsychosocial model, 55–56
Bioterrorism: anthrax letter scare

(2001), 20, 67; increasing threat
of, 66–67

Breast cancer screening objectives,
283–284

Budgets: allowing for adequate,
229–230, 337–338; tactical plan
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estimating program, 322.  See also
Cost-effectiveness

C
Campaign for Nursing’s Future

(Johnson & Johnson), 127b–129b
Campaign for Tobacco Free Kids,

203
Canada: nutritional habits impor-

tance in, 76; ParticipACTION
program of, 147–149

Canadian Public Health Association,
147, 148

Cancer Research Awareness Initia-
tive (NCI), 311b–312b

Caribbean Cervical Cancer Preven-
tion and Control Project, 264e

Carmen (Spanish patient),
108b–109b

Case study analysis, 273
Case Western Reserve University, 339
Catholic health beliefs, 80t
Center for Consumer Freedom, 202
Center for Health Equity Research

and Promotion, 58
Centers for Disease Control and Pre-

vention (CDC): Advisory Com-
mittee on Immunization
Practices (ACIP) of, 190; on
childhood asthma, 233; “Got a
Minute? Give It to Your Kids!”
campaign by, 252b–255b; health
communication as defined by, 5;
on kalazar presentation, 310;
malaria prevention strategies by,
187; on media influences on
health behavior, 133, 134; on par-
ticipatory research to mobilize
community, 169, 173; pediatric
immunization supported by, 189;
on pertussin incidence, 257–258,
287; on positioning smoking ces-
sation, 294; REACH 2010 initia-
tive of, 48b; on reemergence of
communicable diseases, 65; on
SIDS prevention program deci-

sions, 241; tactical planning by,
298

Cervical cancer screening, 133
CFSC (communication for social

change), 54
Chapel Hill News, 136
Child (magazine), 190b
Childhood immunization: commu-

nication concept examples pro-
moting, 309t; door-to-door
strategy for, 101; increasing
parental complacency about, 66;
mass media campaigns promot-
ing, 133; multifaceted approach
to encouraging, 188–189; NFID
approach to influenza, 189b–
191b; pertussis incidence motivat-
ing, 257–258, 287

Children: asthma as leading cause of
death among, 233, 234e; bedwet-
ting (Primary nocturnal enure-
sis) [PNE] in, 179–180; Fetal
Alcohol Spectrum Disorder pro-
gram, 348; “Got a Minute? Give It
to Your Kids!” campaign (CDC)
focus on, 252b–255b; health be-
liefs of Brazilian, 80t; proposed
legislation on medical informa-
tion for adopted, 143; U.S. per-
tussis incidence in, 257–258, 287.
See also Parents

Chinese cultural health beliefs, 75
Clinical communication compe-

tency, 105–110
CME (continuing medical educa-

tion) satellite symposium, 190
Coalition for Health Communica-

tion, 204
Cognitive communication processes,

98–100
College of Family Physicians, 148
Communicable diseases reemergence,

65–66
Communication: definition of, 4–5;

integrated marketing commu-
nications (IMC), 50, 303–304;
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interpersonal, 25, 91–120; origins
of written, 5; technology-mediated,
116–118; vehicles of, 10.  See also
Health communication

Communication for behavioral im-
pact (COMBI), 51–53, 154, 155b,
304, 326

Communication channels: audience
profile and identifying preferred,
256–257; community-specific,
257; definition of, 5, 257, 314; In-
ternet as public relations, 131b;
interpersonal, 25, 257; key pro-
fessional medical, 191–195; multi-
ple and audience-specific, 229;
selecting message, 314–316b;
types of mass media, 139t, 257.
See also Communication vehicles;
Mass media; Messages

Communication concepts: child-
hood immunization program
examples of, 309t; definition of,
308; message development and
use of, 308–311; pretesting,
318–320; securing audience
feedback on, 300

Communication Initiative, 53
Communication objectives: ade-

quate funding/human resources
to achieve, 229–230; analyzing
barriers and success factors of,
289; audience specific, 287; con-
nections with other program ele-
ments, 286e; defining time factors
for, 290; definition of, 15; expres-
sions of, 282–285; identifying and
prioritizing, 288; influencing and
guiding communication plan-
ning, 290–291; limiting number
of, 287–288; SMART approach
to, 285; strategies designed to
meet, 229; tactical/evaluation
plans and role of, 300–301; vehi-
cles used for, 10, 229, 259–260;
well-defined, 228–229.  See also
Objectives; Outcome objectives

Communication for persuasion the-
ory, 44–45

Communication for social change
(CFSC), 54

Communication strategies: creative
tactics supporting, 305; described,
15–16, 291; examples of, 291–292;
key principles of developing,
292–296; tactical/evaluation
plans role of, 301

Communication strategies princi-
ples: audience specific, 293–295;
positioning, 294; rate, prioritize,
and selecting strategic approaches,
295–296; review research evidence,
292–293

Communication Theater in Benin
case study, 315b–316b

Communication vehicles: definition
of, 10, 259–260, 314; multiple
and audience-specific, 229;
pretesting, 318–320; selecting
message, 314–316b.  See also Com-
munication channels

Community: African Njangi,
149–150; definition and mean-
ings of, 149–150; group meetings
held by, 170; participatory research
on, 169; partnership meetings
held by, 170–171

Community action cycle (or model),
154, 171–173

Community group meetings, 170
Community mobilization: bottom-up

approach to, 149–150; commu-
nity action cycle (or model) of,
154, 171–173; definition of, 149;
as global health community strat-
egy, 157; impact on health-related
knowledge and practices, 157–
166; key steps of, 166–173; Partic-
ipACTION use of, 147–148, 149;
social marketing influences on,
152–157; as social process,
151–152; voluntary counseling
and testing (VCT) strategy of,
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159b, 160b–161b.  See also Social
mobilization

Community mobilization steps: com-
munity group meetings, 170;
developing communication ap-
proaches, activities, tools, and
spokespeople, 171; general crite-
ria for, 166–167; participatory
research, 169; partnership meet-
ings, 170–171; selection of com-
munity organizations and
leaders, 168–169

Community-driven assessment, 169
Community-specific communication

channels, 257
Constituency groups: choosing the

right partners, 209–211; develop-
ing alliances to address health/
social issues, 204; known as
third-party groups, 200; potential
drawbacks of partnerships with,
208t; recognizing legitimacy of
all, 201–203; as situation analysis
factor, 255–256; step in develop-
ing strategic partnerships with,
208.  See also Public-private
partnerships

Constituency relations: advancing an
organization’s mission through,
206b–209b; in democratic soci-
eties, 198; development of collab-
orations through, 204–205t;
guidelines for, 205t; key compo-
nents of, 203–204; National Can-
cer Institute guidelines for
commercial partner, 210b–211b;
practice-based definition of,
199–201; in public health,
198–199

Constituents: definition of, 199;
health communication program
understanding of, 227

Constitutency Outreach and Educa-
tion Program (NIH), 201

Convergence theory, 41–43
Cost-effectiveness: assessing health

message, 258–259; as health com-
munication feature, 18; impact
on health status by focus on,
64–65; pretesting, 319; of tactical
plan, 305–306, 322.  See also
Budgets

Counseling, 104–105
Cultivation theory of mass media,

45–46
Cultural competence: as core clini-

cal competency, 106b–107b; defi-
nition of, 58; implications for
health communication, 85–87; as
tactical plan element, 306–312b

Cultural differences: “American
folklife” expression of, 71–72;
comparative overview of health/
illness ideas, 79t–81; in gender
roles and responsibilities, 78,
81–82; in health and illness defin-
itions, 72–73; of Hispanic health
beliefs, 74–75; as provider-patient
communication factor, 111t; in
signs and symbols, 93; in social
status indicators, 93; as tactical
plan consideration, 306–312b.
See also Language issues

D
Data collection: primary sources for,

272; program monitoring and re-
lated, 345t–346t; secondary
sources for, 268–272

Databases, 269–270
DES Action Canada, 134
Developing countries: access to es-

sential drugs in, 68–69; building
infrastructure and capacity in,
67–68

Diabetes: attitudes or ideas regard-
ing, 83t–84; audience segmenta-
tion of population with,
250e–252e

Diffusion of innovation theory,
33–37

Doctors Without Borders, 69, 143
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“Door-to-door engagement” strategy,
100, 101

E
E-health emergence, 61–62
E-mail communication, 117
Ebbinghaus’s curve of forgetfulness,

313
Ebola social education (Yambio),

155b–156b
Economic and Social Research

Council, 123t
Eduardo (smoker), 59–61
Education level factor, 111t
Elderly population, 81t
Emerson College, 50
Enabling factors, 53
Epilepsy, 77–78, 83t
Ethical issues: of focus group re-

search, 275–276; of public rela-
tions programs, 130t

Ethnic differences. See Racial/ethnic
differences

European Network for Smoking Pre-
vention, 289

Evaluation: criteria for health-
related web sites, 271t; definition
of, 323; drawbacks of, 328t; for-
mative, 325; of health communi-
cation plan, 226; language of,
323–324; measurement tools of,
324–325; phases of, 325–327;
process, 325–326; qualitative ap-
proach to, 331–332; quantitative
approach to, 332; reporting on
program implementation, 343,
344t–349, 350; summative,
326–327; trends in health com-
munication outcome, 327–331

Evaluation parameters (metrics): de-
finition of, 323; health communi-
cation program, 227–228, 332–
333; public relation program,
141–142

Evaluation plans: communication
objectives role in, 300–301; com-

munication strategies role in,
301; importance of developing,
302–303; key concepts of, 334–
335; models and trends of, 322–
333

Evaluation report, 343, 344t–349,
350

Exchange, 304, 348

F
Family Health Outcomes Project

(UCSF), 48b
FDA (U.S. Food and Drug Adminis-

tration), 243–244
Fetal Alcohol Spectrum Disorder

program, 348
Financial issues. See Cost-effective-

ness
Flu Fight for Kids initiative (NFID),

189b–191b
Focus groups, 273, 275–276
FoodNavigatorUSA, 143
Formative evaluation, 325
Formative research, 267
Four Ps of social marketing, 47
Funding resources, 229–230

G
Gatekeepers, 317
Gay activists community mobiliza-

tion, 161–166b
Gay Men’s Health Crisis, 161
Gay Men’s Health Crisis HIV/AIDS

Timeline, 162b–166b
Gender: communication differences

and, 97; in context of health be-
haviors, 78, 81–82; definition of,
78

Global health communication: com-
munity (or social) mobilization
used in, 157; overview of, 24–25

Goals. See Objectives
Goggle, 269
“Got a Minute? Give It to Your Kids!”

campaign (CDC), 252b–255e
Grounding process, 116–117
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H
Hamilton-Wentworth Drug and Al-

cohol Awareness Committee, 348
Harvard Family Research Project,

56–57
Health: balance concept of, 74; com-

parative analysis of concept of,
75–78, 79t–81t, 134; cultural dif-
ferences in definitions of, 72–73;
medical model definition of, 73;
WHO model of, 73–75.  See also
Illness

Health behavior: communication
for persuasion theory, 44–45;
convergence theory, 41–43; diffu-
sion of innovation theory on,
33–37; health belief model
(HBM) on, 37–38; ideation the-
ory, 41, 42fig; power of mass
media influencing, 132–139;
social cognitive theory (SCT)
on, 39; stages of behavior change
model, 43–44; theory of reasoned
action (TRA) on, 40–41.  See also
Behavior; Motivation

Health belief model (HBM), 37–38
Health beliefs: cultural differences

in, 74–75, 79t–81t; gender influ-
ences on, 78, 81–82; HBM on,
37–38; religious/spiritual influ-
ences on, 75–76, 80t; as situation
analysis factor, 244–246; tensions
between desires and, 82–85.  See
also Attitudes; Beliefs

Health care providers: obstacles to
changing behavior of, 184t; pro-
fessional medical communication
by, 177–182, 184t–191; relation-
ship between patient and, 105–
118; theoretical basis for behav-
ior of, 182–184

Health communication: areas of,
24–26; cycle of, 220–221fig; defin-
itions of, 4–7, 8t–10t; effective
and efficient, 84; four “eras” of,
14; global, 24–25, 157; health is-

sues/topics affecting, 57–69; in-
creasing importance of, 3–4; in-
terpersonal, 25, 91–120; key
characteristics and defining fea-
tures of, 7, 10–22; key concepts
of, 28; marketing mix role of,
22–23fig; professional medical,
175–198; public health role of,
23–24; what it can and cannot do,
26–27t.  See also Communication;
Messages

Health communication cycle,
220–221fig

Health communication features:
aimed at behavioral and social
change, 21–22; audience cen-
tered, 12; audience and media
specific, 19–20; cost-effective, 18;
creative in support of strategy, 19;
listed, 12t; multidisciplinary,
13–15; overview of, 7, 10–11;
process oriented, 16–18; relation-
ship building, 21; research based,
13; strategic, 15–16

Health Communication Partnership:
on community action cycle
model, 154; on community ac-
tion model, 171–172; on com-
munity mobilization, 153; on
diffusion of innovation theory,
33, 34; on global health commu-
nication, 24; on multidisciplinary
health communication, 30–31;
on primary and secondary audi-
ences, 41; on social cognitive the-
ory (SCT), 39

Health communication planning:
approaches to, 218–220; commu-
nication objectives guiding the,
290–291; developing tactical and
evaluation, 298–335; importance
of, 217–218; phases of, 220–221fig;
for program implementation,
327–341; steps of, 222–226; tradi-
tional versus participatory,
219–220
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Health communication planning
steps: communication objectives,
225; communication strategies,
225–226; evaluation plan, 226;
outcome objectives, 222–224;
overall program goal, 222; situa-
tion analysis and audience pro-
file, 224–225; tactical plan, 226

Health communication program im-
plementation: budgeting for,
337–338; evaluation report on,
343, 344t–349, 350; issues man-
agement during, 340–341; moni-
toring process during, 338–339,
341–343, 344t–345t; planning,
327–341; potential barriers
to, 261–262; process definition
of, 340; technical support and
advisory groups for, 339–340

Health communication programs:
budgeting, 229–230, 322, 337–
338; elements of effective,
226–230; establishing goals of,
230–232; launching, 317–318;
outcome objectives of, 228–229,
232–233, 282–290; parameters
(metrics) for evaluating,
227–228, 332–333; planning,
217–226

Health communication theoretical
influences: behavioral/social sci-
ences theories, 32–45; combining
behavioral, social, or marketing
theories, 51–54; logic modeling,
56–57; marketing-based models,
46–50; mass communication the-
ories, 45–46; medical models,
55–56

Health communication theories: ap-
plications of, 31; communication
for behavioral impact (COMBI),
51–53; communication for per-
suasion theory, 44–45; communi-
cation for social change (CFSC),
54; convergence theory, 41–43;
cultivation theory of mass media,

45–46; diffusion of innovation
theory, 33–37; health belief
model, 37–38; ideation theory,
41; integrated marketing commu-
nications (IMC), 50; precede-
proceed model, 53; social cogni-
tive theory, 39–41; social market-
ing, 46–50; stages of behavior
change model, 43–44, 248–249

Health Communication Unit, 233,
287, 314, 315, 327, 348

Health disparities: definition of,
57–58; social marketing for rais-
ing awareness of, 48b–50b

Health issues: bioterrorism threat,
66–67; developing constituency
alliances to address, 204–211;
developing world capacity and
infrastructure building, 67–68;
emergence of e-health, 61–62;
health disparities, 57–58; impact
of managed care/cost-cutting in-
terventions, 64–65; international
access to essential drugs, 68–69;
limits of preventive medicine and
habits, 59–61; low health literacy,
63–64; patient empowerment,
58–59; reemergence of commu-
nicable diseases, 65–66; social,
political, and other external in-
fluences on, 244–246; statistically
significant parameters defining,
242–243.  See also Situation
analysis

Health literacy: benefits of improv-
ing, 281–282; definition of, 63–
64; problem of low, 63–64; as
provider-patient communication
factor, 111t

Healthy People 2010: on health belief
model (HBM), 37–38; health
communication as defined by, 6,
24; health communication goals
of, 230; health literacy as defined
by, 63; health literacy improve-
ment objective of, 281–282; on
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health risk communications, 66;
impact on funding resources by,
230; on integration of communi-
cation areas, 304

HEART (Helping Each Other Act
Responsibly Together), 340

High-pertension, 111
Hindu health beliefs, 80t
Hispanics: cultural health beliefs of,

74–75; ideas of health and illness
among, 79t–80t

HIV/AIDS crisis: audience profile
used to fight, 239; community
mobilization by gay activists dur-
ing, 161–166b; Internet resources
for coping with, 117; patient em-
powerment lessons learned
through, 59; public advocacy
efforts focused on, 143; situation
analysis for understanding the,
237–238

HIV/AIDS programs: health com-
munication intervention, 281;
HEART (Helping Each Other
Act Responsibly Together), 340;
Physicians for Human Rights
(PHR), 206b–207b; promoting
international access to essential
drugs, 68–69

Hmong cultural health beliefs,
77–78

Human papilloma virus (HPV),
243–244

Human resources allocation,
229–230, 337–338

Hypertension, 111

I
Illness: cultural differences in defini-

tions of, 72–73, 79t–81t; examples
of disease-specific ideas of, 83t;
health status and recovery from,
73.  See also Health

Immunization: communication con-
cept promoting childhood, 309t;
door-to-door strategy for, 101;

HPV (human papilloma virus)
vaccine, 243–244; increasing
parental complacency about, 66;
mass media campaigns promot-
ing, 133; multifaceted approach
to encouraging, 188–189; NFID
approach to pediatric influenza,
189b–191b; pertussis incidence
motivating, 257–258, 287

Impact: behavioral, 324; definition
of, 324

Implementation. See Health commu-
nication program implementation

In-depth interviews, 273–275
Incidence, 242
Increasing Influenza Immunization

Rates in Infants and Children:
Putting Recommendations Into Prac-
tice report (2992), 189–190

Infectious Diseases News, 137
Insecticide-treated nets (ITNs), 19
Institute of Medicine (IOM): on cul-

tural role in health, 85; on health
communication, 6, 24; on multi-
disciplinary nature of communi-
cation, 30

Institute for Public Relations, 141,
142

Integrated marketing communica-
tions (IMC), 50, 303–304

Intended audiences, 4–5
International Center for Research

on Women, 239
Internet: cultural and issue appro-

priate concerns about the, 258;
emergence of e-health via, 61–62;
health cultural perspectives influ-
enced by, 77; health literacy di-
vide and role of, 63; impact on
ability to cope with illness, 117;
professional medical communica-
tion use of, 194t; as public rela-
tions channel, 131b; as secondary
data source, 269–270; as stake-
holder identification resource,
256; surveys administered
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through the, 276.  See also Web
sites

Interpersonal Communication Mo-
tives Scale (ICM), 96

Interpersonal communications: bar-
riers to effective provider-patient,
110–112; behavioral or social
change focus of, 91–92; Carmen’s
story on physician attitudes,
108b–109b; channels used in, 25,
91–120; cognitive processes of,
98–100; as core clinical compe-
tency, 105, 107–108; counseling,
104–105; definition of, 25; dy-
namics of, 92–95t; pediatric nurse
practitioner’s perspective on,
106b–107b; personal selling,
100–104; social needs and factors
of, 96–98; technology-mediated,
116–118; for transforming
patient-provider partnerships,
114–116; trends in provider-
patient, 112–114

Interviews: one-on-one in-depth,
273–275; as qualitative research
method, 273; as secondary data
source, 272

Issue Management Council, 123t

J
Johnson & Johnson Campaign for

Nursing’s Future, 127b–129b
José (fictitious patient), 179
Julie (diabetic woman), 83, 84

K
Kalazar (visceral leishmaniasis),

310–311
Korean health beliefs, 79t

L
Language issues: Carmen (Spanish

patient) example of, 108b–109b;
as provider-patient communica-
tion factor, 111t.  See also Cultural
differences

Legislation: American Folklife Pres-
ervation Act (Public Law 94-201),
71–72; proposed granting med-
ical information for adopted chil-
dren, 143

LexisNexis, 136, 269–270
Lia Lee (Hmong child), 77–78
Literacy rates, 63
Literature review, 269
Logic modeling, 56–57
Low health literacy, 63–64
Luciana (diffusion of innovation

theory example), 35–37
Lymphatic filariasis (LF), 102b–103b

M
Macy Initiative, 339
Malaria, 83t
Malaria prevention strategies, 187
Managed care, 64–65
Maria (sub-Saharan African villager),

17–18
Maristela (Brazilian mother), 310
Marketing research professionals,

278–279
Mass communication theories,

45–46
Mass media: dos and don’ts of rela-

tions with, 134–135, 136t; Flu
Fight for Kids initiative promotion
by, 190b; health care decisions in-
fluence by, 132–139; professional
medical communication use of,
193t–194t; types of communica-
tion channels used in, 139t, 257;
what makes a story newsworthy
to, 135–139.  See also Communica-
tion channels; Public relations

Mat release, 139
Media advocacy, 143
Media alert, 138
Media effectiveness, 45
Media effects, 45
Media pitch, 135
Media power, 45
Medical models: biomedical and
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biopsychosocial, 55–56, 73;
health defined under, 73

Medicus Mundi, 69
Medline, 269
MEDLINE quality of care studies, 181
Mental illness, 245–246
Mental retardation, 83t
Merck Frosst Canada, 148
Messages: audience reach factor,

258; communication concepts
used in, 308–311; content and
complexity of, 257–258; cost-
effectiveness of, 258–259; cultural
and issue appropriateness of,
258; development of, 312–313;
health literacy required to under-
stand, 63–64, 111t; launching,
317–318; NCI’s Cancer Research
Awareness Initiatives, 311b–312b;
pretesting, 318–320; retention of,
313; selecting communication
channels and vehicles for, 314–
316b.  See also Audience; Commu-
nication channels; Health
communication

Methodologies. See Research
methodologies

Metrics (evaluation parameters):
definition of, 323; establishing,
332–333; health communication
program, 227–228; public rela-
tion program, 141–142

Minority populations: African Amer-
icans, 48b–50b, 79t, 111, 214; His-
panics, 74–75, 79t–80t; Hmong,
77–78; Koreans, 79t; Native Amer-
icans, 80t; religious, 80t; Vietna-
mese, 79t.  See also Racial/ethnic
differences

Models. See Health communication
theories

Monitoring: data-collection/report-
ing on areas for, 345t–346t; estab-
lishing teams for, 338–339; four
primary areas addressed by,
341–343; summary on, 349

Morality rates, 242
Morbidity factors, 242–243
Morbidity rates, 242
Motivation: factors affecting inter-

personal communication, 96–98;
social cognitive theory (SCT) on,
39; stages of behavior change
model on, 43–44.  See also Behav-
ior; Health behavior

MSNBC, 143
MTBI (mild traumatic brain injury),

187
Museum of Public Relations, 121, 122
Muslim health beliefs, 80t

N
National Association of Pediatric

Nurse Practitioners, 66
National Cancer Institute: on behav-

ior reciprocal factors, 39; Cancer
Research Awareness Initiative of,
311b–312b; on communication
concepts to present information,
300, 308–309; on communication
outcome objectives, 233, 282; on
communication for persuasion
theory, 44; on diffusion of inno-
vation theory, 33, 36; on ethical
issues of focus group research,
276; on evaluations, 302, 328,
332, 347, 348; on health belief
model (HBM), 37; on health
communication importance, 24,
26; on health communication
planning, 217, 222, 224; message
development approach by,
311–312; on partnerships, 320;
on planning frameworks, 15; on
precede-proceed model, 53; on
pretesting, 319; on process evalu-
ation, 326; public-private partner-
ships with, 129, 208, 210b–211b;
on social cognitive theory, 39; on
social marketing, 47; on stages of
behavior change model, 43–44;
on survey research, 276
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National Foundation for Infectious
Diseases, 66

National Immunization Day (India,
1999), 101

National Influenza Vaccine Summit,
191b

National Institute of Child Health
and Human Development, 241

National Institute of Mental Health,
201, 203

National Institutes of Health (NIH):
on communication concepts to
present information, 300,
308–309; on communication out-
come objectives, 233, 282; on
communication for persuasion
theory, 44; Constitutency Out-
reach and Education Program of,
201; on diffusion of innovation
theory, 33; on ethical issues of
focus group research, 275, 276;
on evaluations, 302, 328, 332,
347, 348; on health belief model
(HBM), 37; on health communi-
cation importance, 24, 26; on
health communication planning,
217, 222, 224; health disparities
as defined by, 58; on health liter-
acy benefits, 281–282; message
development approach by, 312;
Outreach Partnership Program
of, 201; on partnerships, 320; on
planning frameworks, 15; on pre-
cede-proceed model, 53; on
pretesting, 319; on process evalu-
ation, 326; public-private partner-
ships with, 129, 208; on SIDS
prevention program decisions,
241; on social cognitive theory,
39; on social marketing, 47; on
stages of behavior change model,
43–44; on survey research, 276

National Planning Council (Colom-
bia), 218

National Public Radio, 122
National SIDS/Infant Death Re-

source Center, 241

Native Americans, 80t
New York Times, 142
New York University, 50, 339
NF (Intuitive/feeling) psychological

type, 124, 125t
NFID (U.S. National Foundation for

Infectious Diseases), 188–191b
NGOs (nongovernmental organiza-

tions), 168, 329
Njangi associations (Africa), 149–150
Normative beliefs, 40
Norms: comparing cultural, 94t–95t;

subjective, 40.  See also Values
NT (Intuitive/thinking) psychologi-

cal type, 124, 125t
Nurses: obstacles to changing behav-

ior of, 184t; professional medical
communication by physicians
and, 177–182, 184t–191; relation-
ship between patient and physi-
cians or, 105–118.  See also
Physicians

O
Objectives: behavioral, social, and

organizational outcome, 222,
232–233, 234e, 285, 286e; breast
cancer screening objectives,
283–284; health communication
planning, 222; health communi-
cation program outcome, 228–
229, 230–232, 282–290; SMART
approach to, 285; strategies de-
signed to meet, 229.  See also
Communication objectives

Office of Adolescent Pregnancy Pro-
grams, 347

Office for Human Research Protec-
tions, 275

Office visits, 112
One-on-one interviews, 273–275
101 PublicRelations, 135
Ontario Milk Marketing Board, 148
Ontario Physical and Health Educa-

tion Association, 148
Op-ed article, 138
Oral cancer, 60
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Organizational outcome objectives:
health communication program,
222, 232–233; pediatric asthma,
234e; SMART approach to, 285;
understanding connections to
other program elements, 286e

Outcome objectives: health commu-
nication program, 228–229,
232–233, 282–290; pediatric
asthma program, 234e; SMART
approach to, 285; social, behav-
ioral, organizational, 222, 232–
233, 234e, 285, 286e.  See also
Communication objectives

Outcomes: cultural impact on, 85;
definition of, 323–324; health
communication program agree-
ment on, 227–228; health com-
munication programs impact on,
85; objectives of health communi-
cation program, 228–229,
232–233, 282–290; PR (public
relations), 142; trends in evaluat-
ing, 327–331

Outreach Partnership Program
(NIH), 201

P
Parents: childhood immunization

campaigns aimed toward, 133,
188–189, 189b–191b, 257–258,
309t; childhood immunization
complacency by, 66; comparing
peer influence to that of, 259;
“Got a Minute? Give It to Your
Kids!” campaign (CDC) focus on,
252b–255b; snapshot of less-
involved, 254.  See also Children

Parents (magazine), 190b
ParticipACTION: community mobi-

lization used by, 147–148, 149;
public service announcements of,
147; “Walk a Block a Day” event
of, 148

Participatory health communication
planning, 219–220

Participatory needs assessment, 169

Participatory research: community
action cycle (or model) approach
to, 154, 171–173; community
group meetings to share, 170;
community mobilization
through, 169

Partnering for Patient Empower-
ment Through Community
Awareness, 59

Partnership for Clear Health Com-
munication, 113, 114

Partnership meetings, 170–171
Partnerships. See Public-private

partnerships
PATH (Program for Appropriate

Technology in Health), 158b–
159b, 160b, 315–316b

Patients: empowerment of, 58–59;
professional medical communica-
tion with, 177–182, 184t–191;
quality of care gaps for, 181; rela-
tionship between health care
providers and, 105–118.  See also
Provider-patient relationships

Pediatric asthma outcome objec-
tives, 233, 234e

Performance, 39
Personal selling: lymphatic filariasis

(LF) elimination through, 102b–
103b; public health applications
of, 100–104

Pertussis incidence, 257–258, 287
Physicians: day-to-day demands and

tasks faced by, 176; obstacles to
changing behavior of, 184t; pa-
tient behavior impacted by atti-
tudes of, 108b–109b; professional
medical communication by,
177–182, 184t–191; relationship
between patient and, 105–118;
theoretical overview of influenc-
ing behavior of, 182–184.  See also
Nurses; Professional medical
communications

Physicians for Human Rights
(PHR), 68, 204, 206b–207b

Place (marketing), 47
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Planning. See Health communica-
tion planning

Positioning, 294
Power: interpersonal behavior and,

93; as provider-patient communi-
cation factor, 111t

PR outcomes, 142
PR outputs, 141, 142
PR outtakes, 141
Precede-proceed model, 53
Predisposing factors, 53
Press release, 138
Pretesting: definition of, 267;

process of, 318–320
Prevalence, 242
Preventive medicine limitations,

59–61
Price (marketing), 47
Primary audiences: definition of, 41;

identifying, 243–244
Primary data, 272
Primary nocturnal enuresis (PNE)

[bedwetting], 179–180
Process evaluation, 325–326
Process-related research, 267
Product (marketing), 47
Professional medical communica-

tion elements: audience specific,
185–186; behavior centered, 186;
best practices listed, 185; consis-
tency, 191; easy to implement,
187–188; evidence based, 185;
multifaceted, 188–189; patient
centered, 186; practical, 186–187

Professional medical communica-
tions: analysis of approaches and
tools used in, 188t; channels and
activities related to, 191–195; key
elements of, 184t–191; peer-to-
peer approach to, 177–180; theo-
retical assumptions in, 180–182.
See also Physicians

Program for Appropriate Technol-
ogy in Health (PATH), 158b–159b,
160b, 315–316b

Program assessment, 323

Program outcomes, 15
Promotion (marketing), 47
Provider-patient relationships: barri-

ers to effective communication
in, 110–112; communication as
core competency in, 105–110;
impact of physician attitudes on
patient behavior, 108b–109b;
pediatric nurse practitioner’s per-
spective on, 106b–107b; technol-
ogy-mediated communications
in, 116–118; transforming into
partnerships, 114–116; trends in,
112–114.  See also Patients

Public advocacy, 142–144
Public health: health communica-

tion role in, 23–24; personal sell-
ing application to, 100–104

Public health informatics, 62
Public relation programs: key ele-

ments of, 139–141; mass media
channels and related tools of,
139t; parameters of evaluating,
141–142; tactics used in, 139

Public relations: advertising versus,
131–132; bacon and eggs cam-
paign (mid-1920s), 121; charac-
teristics of ethical, 130t, 134;
definition of, 122; dos and don’ts
of relations with mass media,
134–135, 136t; four psychological
types addressed in, 124, 125t;
health care functions of, 123t;
using Internet as channel for,
131b; Johnson & Johnson Cam-
paign for Nursing’s Future,
127b–129b; practice of, 126–127,
129–131; as public advocacy,
142–144; theory of, 122, 124–126.
See also Mass media

Public Relations Society of America
(PRSA), 126, 130, 144

Public service announcements
(PSAs), 138, 298

Public-private partnerships: to ad-
dress health or social issues, 204,
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206b–207b; choosing the right
partners for, 209–211; guidelines
for establishing, 205t; National
Cancer Institute guidelines on,
129, 208, 210b–211b; steps in de-
veloping strategic, 208; tactical
plan regarding, 320–322.  See also
Constituency groups

Q
Qualitative evaluation approach,

331–332
Qualitative research: comparison of

quantitative and, 265–266t;
overview of methods used in,
273–276

Quality of care gap, 181–182
Quantitative evaluation approach,

331
Quantitative research: comparison

of qualitative and, 266t; overview
of methods used for, 273,
276–278

QuickMBA, 265

R
Racial/ethnic differences: compara-

tive health/illness ideas, 79t–80t;
oral cancer and, 60.  See also Mi-
nority populations

Radio news release, 138
Random sampling, 278
REACH 2010 initiative (CDC), 48b
Reinforcing factors, 53
Relationship: as good communica-

tion element, 21; provider-patient,
105–118

Religious/spiritual beliefs, 75–76,
80t

Reproduction (trial), 39
Research: formative, process-related,

and summative types of, 267;
health communication features
based on, 13; market versus mar-
keting, 265; outsourced to mar-
keting research professionals,

278–279; participatory, 154, 169–
173; primary data used during,
272; qualitative and quantitative,
265, 266t, 273–278; reporting in
situation analysis, 262–265; re-
viewing evidence of, 292–293;
secondary data used during,
268–272

Research methodologies: formative,
267; pretesting, 267; process-
related, 267; qualitative, 265,
266t, 273–276, 331–332; quantita-
tive, 266t, 273, 276–278, 332; ran-
dom sampling issue of, 278;
summative, 267

Resonance effect, 313
Retention, 39
Return on investment (ROI), 323
Rhode Island Department of

Health, 75
Robert Graham Center, 112
Rockefeller Foundation Communi-

cation and Social Change Net-
work, 324, 329

Royal Free Interview, 76

S
San Francisco Public Health Depart-

ment (SFDPH), 48b, 49
Schepens Eye Research Institute,

131b
Schizophrenia, 83t, 245–246
Search engines, 269
Secondary audiences: definition of,

41; identifying, 243–244; situa-
tion analysis and profiling, 249,
252

Secondary data: database and Inter-
net sources of, 269–270; defini-
tion and uses of, 268–269;
literature review source of, 269;
one-on-one contacts and inter-
views sources of, 272; web sites of
existing organizations sources of,
270–272

Self-administered surveys, 277
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Self-efficacy: ideation theory on, 41;
social cognitive theory (SCT) on,
39

Seven Principles Project, 48b–50b
Sexually transmitted diseases

(STDs): Bingwa story on chang-
ing behavior to prevent, 158b–
161b; gender-specific element of
awareness, 81; situation analysis
report on Nigeria and, 239

SF (Sensitive/thinking) psychologi-
cal type, 124, 125t

Signs: cultural differences in, 93;
definition of, 92; symbols versus,
92–93

Sikh health beliefs, 80t
Situation analysis: definition of, 13,

238–239; developing comprehen-
sive, 238–262; as health commu-
nication planning step, 224–225;
for understanding health issues,
237–238.  See also Health issues

Situation analysis development: au-
dience profile/segmentation step
in, 247–260; defining and under-
standing health problem,
240–243; describing barriers to
implementation and proposed
changes, 261–262; highlighting
unmet communication needs,
261; identify key audiences,
243–244; incorporating available
resource on, 260; key steps of,
241fig; organizing and reporting
research findings, 262–265; prac-
tical tips listed for, 240; SWOT
analysis example for, 263, 264e;
understanding social, political,
and other external influences,
244–246

SMART model, 285
Smoking cessation: European Net-

work for Smoking Prevention for,
289; mass media campaigns for,
133; positioning, 294.  See also To-
bacco use

Social change: CFSC (communica-

tion for social change) model on,
54; health communication focus
on, 21–22; indicators of, 324; in-
terpersonal communication
focus on, 91–92; outcome objec-
tives regarding, 222–224

Social cognitive theory (SCT), 39
Social efficacy, 219
Social marketing: community mobi-

lization influenced by, 152–157;
definition of, 46–47; four Ps of,
47; as heath communication
framework, 47–48; positioning
concept of, 294; raising aware-
ness of infant mortality dispari-
ties using, 48b–50b

Social mobilization: definition of,
151; fighting Ebola (Yambio)
through, 155b–156b; as global
health community strategy, 157.
See also Community mobilization

Social needs, 96–98
Social outcome objectives: health

communication program, 222,
232–233; pediatric asthma, 234e;
SMART approach to, 285; under-
standing connections to other
program elements, 286e

Social sciences theories. See Behav-
ioral/social sciences theories

Social status factor, 93
Society for Neuroscience, 143
Soul Beat Africa, 239
Southwest Center for the Application

of Prevention Technology, 249
Spacing Our Children (PATH play),

315b–316b
Spiritual/religious beliefs, 75–76, 80t
ST (Sensitive/thinking) psychologi-

cal type, 124, 125t
Stages of behavior change model,

43–44, 248–249
Stakeholders: definition of, 14; re-

sources for identifying, 256; as sit-
uation analysis factor, 255–256

Standing Committee of European
Doctors, 59
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Strategies. See Communication
strategies

Subjective norms, 40
Sudden infant death syndrome

(SIDS), 241
Summative evaluation, 326–327
Summative research, 267
Survey research, 276–278
SWOT analysis: Caribbean Cervical

Cancer Prevention and Control
Project, 264e; as communication
strategy factor, 293–294; descrip-
tion of, 263

Symbols: cultural differences in, 93;
definition of, 92; signs versus,
92–93

T
Tactical plan elements: cost-effective-

ness, 305–306, 322; creativity in
support of strategy, 305; cultur-
ally competency, 306–312b; imagi-
nation, 306; integrated approach,
303–304; message development,
312–316b; partnership plan, 320–
322; pretesting, 267, 318–320;
program launch, 317–318; pro-
gram time line and budget esti-
mate, 322; summary of key,
333–334

Tactical plans: communication ob-
jectives role in, 300–301; commu-
nication strategies role in, 301;
definition of, 299–300; key ele-
ments of, 303–322, 333–334; na-
ture and functions of, 298–299

Tactics: definition of, 299; health
communication, 260; public rela-
tion program, 139

Target audience: definition of, 5;
gatekeepers to intended, 317;
“Got a Minute? Give It to Your
Kids!” campaign (CDC) and par-
ents as, 252b–255b; media effects
on, 45; media pitch made to, 135.
See also Audience

Technical support, 339–340

Technology-mediated communica-
tions, 116–118

Telephone surveys, 277–278
Theory of reasoned action (TRA),

40–41
Third-party groups, 200
Time line: defining communication

objectives, 290; tactical plan on
program, 322

Tobacco use: limitations of preven-
tive medicine for, 59–61; man-
dated cigarette warnings against,
216; mass media campaigns on
dangers of, 133.  See also Smoking
cessation

Traditional health communication
planning, 219–220

Transtheoretical model, 43–44
Troupe Bio Guerra (African theater

troupe), 316b
Trust building, 99
Tuberculosis, 83t
TV-Turnoff Network, 133

U
UCLA (University of California at

Los Angeles), 20
UNAIDS, 143, 152
UNICEF, 101, 168, 225
United Nations Development Pro-

gramme, 198
United States: annual office visits in

the, 112; health literacy improve-
ment policy of the, 281–282; per-
tussis incidence in, 257–258, 287;
quality of care gap in the, 181–182

University of Massachusetts Medical
School, 339, 340

University of Toronto, 348
University of Utah, 50
University of Wisconsin, 332
University of Wisconsin, Extension

Program Development, 56, 57
U.S. Agency for Healthcare Re-

search and Quality (AHRQ), 169
U.S. Agency for International Devel-

opment, 257
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U.S. Association of Nurses in AIDS
Care, 207b

U.S. Centers for Disease Control
and Prevention. See Centers for
Disease Control and Prevention
(CDC)

U.S. Department of Health and
Human Services, 6, 7, 15, 24, 60,
62, 63, 85, 230, 281, 282, 304

U.S. Food and Drug Administration
(FDA), 243–244

U.S. National Foundation for Infec-
tious Diseases (NFID), 188–191b

U.S. National Institute of Mental
Health, 201, 203

U.S. National Institutes of Health.
See National Institutes of Health
(NIH)

U.S. National Library of Medicine
(NLM), 269

USA Today, 190b

V
Values: comparing cultural, 94t–95t;

as situation analysis factor,
244–246.  See also Attitudes;
Beliefs; Norms

Vehicles (communication), 10
Video news release, 138
Vietnamese health beliefs, 79t
Voluntary counseling and testing

(VCT), 159b, 160b–161b

W
“Walk a Block a Day” event (Partici-

pACTION), 148
Washington State Department of

Health, 319, 320

Web sites: criteria for evaluating
health-related, 271t; professional
medical communication use of,
194t; researching existing organi-
zations through, 270, 272.  See
also Internet

WHO Mediterranean Centre for
Vulnerability Reduction, 155

World Health Organization (WHO):
on action plans, 299; on behav-
ioral objectives, 222, 224; COMBI
program of, 51–53, 154, 155b,
304, 326; community mobiliza-
tion strategy used by, 157; on
“door-to-door engagement” strat-
egy, 100, 101; Ebola social educa-
tion through, 155b–156b; on
global health communication,
24, 157; on health communica-
tion importance, 6–7, 14; health
as defined by, 73–75; interna-
tional access to medications pro-
moted by, 69; on interpersonal
communication channels, 25; on
interpersonal communication to
effect change, 91–92; lymphatic
filariasis (LF) targeted for elimi-
nation by, 102b; malaria preven-
tion strategies by, 187; on
multidisciplinary nature of com-
munication, 30; participatory
models used by, 173; on PR com-
munication strategy, 126; public
advocacy efforts by, 143

Y
Yahoo!, 269
Yin and yang, 74

436 SUBJECT INDEX

Schiavo.bindsub  2/19/07  1:29 PM  Page 436


	Health Communication: From Theory to Practice
	Contents
	Tables, Figures, Exhibits, and Numbered Boxes
	Preface
	Acknowledgments
	About the Author
	Introduction
	About This Book
	Who Should Read This Book
	Overview of the Contents
	Author’s Note

	Part I: Introduction to Health Communication
	Chapter 1: What Is Health Communication?
	In This Chapter
	Defining Health Communication
	Health Communication in the Twenty-First Century: Key Characteristics and Defining Features
	The Role of Health Communication in the Marketing Mix
	Health Communication in Public Health
	Overview of Key Communication Areas
	What Health Communication Can and Cannot Do
	Key Concepts
	For Discussion and Practice

	Chapter 2: Current Health Communication Theories and Issues
	In This Chapter
	Key Theoretical Influences in Health Communication
	Select Models for Strategic Behavior and Social Change Communication
	Other Theoretical Influences and Planning Frameworks
	Current Issues and Topics in Health Care: Implications for Health Communication
	Key Concepts
	For Discussion and Practice

	Chapter 3: Cultural, Gender, Ethnic, Religious, and Geographical Influences on Conceptions of Health and Illness
	In This Chapter
	Approaches in Defining Health and Illness
	Understanding Health in Different Contexts: A Brief Comparative Analysis
	Gender Influences on Health Behaviors and Conceptions of Health and Illness
	Health Beliefs Versus Desires: Implications for Health Communication
	Cultural Competence and Implications for Health Communication
	Key Concepts
	For Discussion and Practice


	Part II: Health Communication Approaches and Action Areas
	Chapter 4: Interpersonal Communications
	In This Chapter
	The Dynamics of Interpersonal Behavior
	Social and Cognitive Processes of Interpersonal Communications
	The Power of Personal Selling and Counseling
	Communication as a Core Clinical Competency
	Technology-Mediated Communications
	Key Concepts
	For Discussion and Practice

	Chapter 5: Public Relations and Public Advocacy
	In This Chapter
	Public Relations Defined: Theory and Practice
	The Power of Mass Media in Health Care Decisions
	Key Elements of Public Relations Programs
	PR Evaluation Parameters
	When Public Relations Becomes Public Advocacy
	Key Concepts
	For Discussion and Practice

	Chapter 6: Community Mobilization
	In This Chapter
	A Bottom-Up Approach to Community Mobilization
	Community Mobilization as a Social Process
	Implications for Community Mobilization Programs of Social Marketing and Other Theoretical and Practical Perspectives
	Impact of Community Mobilization on Health-Related Knowledge and Practices
	Key Steps of Community Mobilization Programs
	Key Concepts
	For Discussion and Practice

	Chapter 7: Professional Medical Communications
	In This Chapter
	Communicating with Health Care Providers: A Peer-to-Peer Approach
	Theoretical Assumptions in Professional Medical Communications
	How to Influence Health Care Provider Behavior: A Theoretical Overview
	Key Elements of Professional Medical Communications Programs
	Overview of Key Communication Channels and Activities
	Key Concepts
	For Discussion and Practice

	Chapter 8: Constituency Relations in Health Communication
	In This Chapter
	Constituency Relations: A Practice-Based Definition
	Recognizing the Legitimacy of All Constituency Groups
	Constituency Relations: An Effective and Structured Approach
	Key Concepts
	For Discussion and Practice


	Part III: Planning, Implementing, and Evaluating a Health Communication Program
	Chapter 9: Overview of the Health Communication Planning Process
	In This Chapter
	Why Planning Is Important
	Approaches to Health Communication Planning
	The Health Communication Cycle and Strategic Planning Process
	Key Steps of Health Communication Planning
	Elements of an Effective Health Communication Program
	Establishing the Overall Program Goal: A Practical Perspective
	Outcome Objectives: Behavioral, Social, and Organizational
	Key Concepts
	For Discussion and Practice

	Chapter 10: Situation Analysis and Audience Profile
	In This Chapter
	How to Develop a Comprehensive Situation Analysis and Audience Profile
	Organizing and Reporting on Research Findings
	Common Research Methodologies
	Key Concepts
	For Discussion and Practice

	Chapter 11: Identifying Program Objectives and Strategies
	In This Chapter
	How t o Develop and Valid ate Communication Objectives
	Outlining a Communication Strategy
	Key Concepts
	For Discussion and Practice

	Chapter 12: Developing Tactical and Evaluation Plans
	In This Chapter
	Overall Definitions of Tactical and Evaluation Plans
	Key Elements of a Tactical Plan
	The Evaluation Plan: An Overview of Models and Trends
	Key Concepts
	For Discussion and Practice

	Chapter 13: Implementing, Monitoring, and Evaluating a Health Communication Program
	In This Chapter
	Planning a Successful Program Implementation
	Monitoring: An Essential Element of Program Implementation and Evaluation
	Evaluation Report
	Key Concepts
	For Discussion and Practice


	Appendix A: Examples of Worksheets and Resources on Health Communication Planning
	Examples of Planning Worksheets and Sample Questions
	Online Resources

	Appendix B: Selected Online Resources on Health Communication
	Web Sites
	Journals
	Organizations and Groups
	Communication Centers
	Graduate Programs
	Conferences and Meetings
	Job Listings

	Glossary
	References
	Name Index
	Subject Index




